I do hereby request membership in the LaPlace Volunieer Fire
Department.

I uncerstand that my membership is pending a six-month probationary period, during which time I will
attend as many as possible, fire, drills, meetings, work detzails, and any other fire department functions for
which I am called. Only upon my satisfactory completion of this probationary period will I become
eligible for acceptance into this department.

Date: Social Security #:

Full Name: Home Phone #:

Address: Alternate #:

Employed By: ‘ Work Phone #:

Address: . - City/Zip

Date of Birth: Place: Blood type:
Martial Status: Singl e / Married / Divorce Spouse Name:

Gender: Male / Female  Height: Weight: Hair / Eye Color:
High School Attended: Year Graduated:

Note: Must attach a copy of your High School Diploma College:

Allergies: Medications:

Do you own a Vehicle: Yes/No Make: ‘ Modai: __ Year:
Drivers License #: Class: Restrictions:

Prior Firefighting Experience: Yes / No | Last Rank:

-Depél'tﬁlenf name: | _ | .Phoile #:

Address: ' City / State:

Copy of Training Records: Yes/No

L, the undersigned applicant for membership to the LaPlace Volunieer Fire Department do attest that all
information contained herein is true and accurate and do hereby give permission for the Fire Chief to

perform background checks.

Signature: Date;




PERSONNEL INFORMATION

(PLEASE PRINT ALL INFORMATION}

BASIC INFORMATION

Employer: ' ' Phone:

Address:

Oceupation: |

EMERGENCY CONTACT #1

Name: Phone:

Address; State:

Relationship: Mother / Father / Wife / Sister / Brother/ Friend / Grandparent / Other
(Please Circle One)

EMERGENCY CONTACT #2
Name: * Phone:;
Address: State:

Relationship: Mother / Father / Wife / Sister / Brother/ Friend / Grandparent / Other
(Please Circle One)

OTHER INFORMATION

I. Religion: (Please Circle One)

Catholic / Baptist / Episcopal / Evangelical / Jewish / Lutheran / Methodist / Mormon / Muslim
Pentecost / Presbyterian / Protestant / No Faith _

2. Organ Donor: (Please Circle One) Yes/No

3. How did you hear about the LaPlace Volunteer Fire Department?




VEIS

®

Beneficiary Designation for Accident & Sickness Policy

Complete this block each time this form is used—Please Print

State

Name of Organization

Member's /Employee’'s Name

Member's Date of Birth

Date Member Joined Organization

Complete, sign and date this block if you wish to name or change your beneficiary.

| harsby designate the following beneficiary{ies) with respect to amounts payable as indemnity for loss of life under the referenced
Accident & Sickness Policy and hereby revoke any designation of beneficiary thersunder heretofore made by me. | direct that any
amounts payable under said policy to my beneficiary(ies) named below be paid to those of Primary Beneficiary who survive me,
atherwise to those surviving in Contingent Beneficlary, in proportion to the percentages listed.

Pri.mary (Please refer to back of form for examples)

Beneficiary: Name

Name

Contingent
Benaficiary: Name

Name

Relationship Date of Birth Share %
Relationship' Date of Birth Share %
Relationship _ Date of Birth Share %
Relationship Date of Birth Share %

If none of the above-named beneficiaries are living at the ime of my death, | direct that payment be made in accordance with the
terms cf the policy. | reserve the right fo revoke or change this designation.

Date

Signature

Specifying Beneficiaries

This form should be retained in the files of your department or organization and reviewed and updated on a regular basis.

Individuzal (always show
relationship to the insured}

*PFrimary Beneficiary

“*Contingent Beneficiary

Second Contingent
Beneficiary

Ona Beneficiary

Jane Ann Jones, wifs, 100%

(leave blank)

{leave blank)

One Primary Beneficiary
and one Contingent Beneficiary

Jane Ann Jones, wife, 100%

David Lee Jones, son, 100%

(leave biank)

Two primary beneficiaries
and one contingent bengficiary

Arthur Leo Jones, father, 50%
Grace Hays Jones, mother 50%

Marie Jones Ford, sister, 100%

{leave blank)

One Primary Beneficiary, unnamed
children-as first Contingent - )
Bereflciary and two second
Contingent Beneliciaries

Jane Ann Jones, wife, 100%

Children born of my marriags to -
Jane Ann Jones, to share equally

Arthur Lec Jones, father, 50%

Grace Hays Jones, mother, 50%

Unequal disiribution {always use
perceniagas)

Grace Hays Jones, mother, 50%
Mary Jones Ford, sister, 25%
William Roger Jones, brother, 25%

Surviving Primary Beneificiaries
share egually in the portion
designated for any Beneficiary{ies)
who predeceases the insured .

(leave blank}

insured's Estaie

Execulors, Administrators or
Assigns of the Insured

{leave blank}

(izave blank)

Primary Beneficiary is the person(s) who will receive the insurance proceeds. ’
**  Contingent Beneficiary is the person(s) who wil! receive the insurance proceeds If the primary beneficiary is not

glive at your death.




PRINT———PRINT~~—PRINT "DEPARTMENT O¥F FUBLIC BAFETY ¢ PRINT—a=PRINT--=sPRINT

(AGENCX/DEPARTMENT/CbMPAij UNIT NUMBER

HAME: .
First Midale Last

ADDREES: LA 700

Street Town ZIP
HOME PHEONE: _ WORK PHONE: OTHER PHONE:

[specify)
DRIVERS LICENSE NO.: 50C.SEC.NO. : ‘
DATE OF BIRTH: ' HEIGHT: WEIGHT
{Honth,Day,Ysar)
COLOE DF HAIR: CLDOR OF EYES: BLOOD TYPE: SEX: H by
IODTRE SENSITIVITY QUESTIQNAIRE

1 Have you any kneowvn allergles? If so, plese describe major =severity

of allergy and medication taken, 1f any.
. TES . NO

2. When eafing ssafood or shellfish, do you suffer from symptoms of
=stomach or bowel upset or skin erruptionT
If so, explailmn. L YES NG

3. Has any physician told wou that you have
a sensltivity to iocdine? YES HO

¢. Have you ever had a gallbladder &ye test, kidney X-ray reguiring ayve

injsction, thyroid iscotopsa scan? .
- ! TES Ho

5. Please explaln any YES answvers:

APPLICATION FOR CIVIL DEFENSE IDENTIFICATION CARD
. " AND OATH

I, : . do solemmly swear (or affirm) rthat T will

suppOL L &nd defend the conscitution of che United Staces and the somstiou-
tion of the Stare of Loulsiana, and the Terricory, Institutions and :
Faclliries rthoreof both publie and private, againskt all enemies, foredign

. and domesgles; thab I will bear Frue falirh snd allegieonce to the same;, |
and I ktake this obligation freely, without any mental reservarlon or pu
of evasion; and that I will well and faithfully discharge the duries on

which I am about to sntex. '

Ypofe

And I do further swear (or affirm) that I do net advocate, nmor &m L a
menber of any political party or organization that advocates the overthrow
of the Government of the United Stotes or of this Stace by force or
viplence; and that during swuch time 'as I &m a membex pf the Civil Defense
Orgenization, I will not advocate nor become a member of any political

- party or organizarion that advocates the overthrow of the Government of
.the Unired Statex or of this State by force or wioclence.

Date ' Signatizre

SWORN AND SUBSCRIBED TO BEFDRE ME THIS _. DAY OF : .20
. t : {date) (mon kL) {year)

- PAUL J. "ONCATE Director
St. John the Baptist Parish Civil Defense




/FIS.

A Division of Glallalisr Insurence Grouf

Annual} Medﬁaaﬂ Statement of Personnel

NQTE: This form Is designed to provide the individual in charge of all personnel a complete history of physical status as of the daie indicated
without the need for expensive physical examinations. It is recommended thai the form be completed on an annual basis by all drivers of
emergency vehicles as well as other employees. If any of the guestions are answered "YES," be sure the answer is fully explained.

Questions:

Name:

Address:

City & Siate: . Zip:

Fuil Time Cccupation:

Name of Organization:

Position/Title:

Social Security No.

What is your Valid State Operators Plate No.

1. Birth Date: Month: ' Day: Year:
2. Eyesight:
a. Have you lost use of either eyé? R Lo a.
b. ls peripheral (side) vision restrcted? ... s Bl
¢. Are you color blind? .. TR 3
d. Do you have, or have yOU ever had cataracis? ..vecrmeennrierenen
e. Are actual deficiencies corrected by glasses or coniact lenses?. e.
f. Date oflast eye Xamination ... o
3. Hearlng:
a. Do you have difficulty hearing normal conversation level?......... a.
b. Do you use & hearing aid? ... B
4, Diabetes:
a. Have you ever been treated for diabetes?... ceeeeeeeereerenns B
b. Describe current medication and dosage, if'any, and method of
administration under “remarks.” :
c. Date of latest blood sugartest: ....ccccvvrirnvicrec v G
5. Heart:
a. ‘Bave you ever been treated for heart disease?................... &,
b. Deseribe condition: . reerees et b
c. Describe current medlcatlon and dosage if arny, under “remarks.”
d. Do you have a pacemaker?... .. d.
e. Date of last treatment or check-up e.
6. Epllepsy:
a. Have you ever been treated for @pilepsy? ..ccvvvnievinieiennns cveer B,
b.

b, F"Yes," when was your last SBIZUMET ..

¢. - Describe current medication and dosage, if any, under "remarks.”

Remarks:

Yes No
O O
O O
0o o
0 O
o O
0O O
0O O
O O
c O
0 o
0 0O

NOTE: If any quesiions is answered,
“YES,* give particulars below. For
medical histories, underline the ltem and
identify by referring to question number
and letter. Give dates, symptoms,
duration, treatment resuits, names and
addresses of doctors, hospitals, efc.



Questions: Remarks:

7. Blood Pressure: Yes Ne
&. Have you ever been treated for high blood pressure?.........c... a 0 O
B. 1F"Yes," when were You 1reated? . ssenen By
c. What was your last reading?......ccmmreieeienoirsenaenen G
d. Describe current medication and dosage, n‘ any, under "remarks.”

B. Limbs: .
2. Have you lost an am or 1807 v.menininnmseesesecncns 8 0 O
b. Have you lost the use of anam or 1807 ... b, [ O
¢. Does vehicle have special ControlS?.....vmeonermnrereccrcemecsensnnG L1 [

d. [f*Yes" tp any of the above, describe under "remarks.”

9. Miscellaneous:;
a. Have you ever had, or been treated for, Convulsions?........ee. a 1 O

b. If“Yes," give date of last treatment and describe current
medlc:aimn and dosage, if any, under "remarks.”

c. Have you ever had any Fainting Spells? .....ccveiiivsrnccioes c. O O

d. M*“Yes,” give date of last reatment and describe curreni
medication and dosage, if any, under “remarks.”

@. Have you sver had, or been treated for, Loss of Equilibrium?..... e. i O

. if*“Yes,” give date of last treatment and describe current
medication and dosage, if any, under “remarks.”

g. Have you ever been treated for Alcohol or Drug Abuse? ............ g i O

h. f"Yes,” give date of last treatment and describe current
medication and dosage, if any, under "remarks.”

i. Have you ever been ireated for Mental 1Iness? ... OO
. If"Yes" give date of lagt treatment and describe current
_medlcatlon and dosage, i any, under “remarks."
10. What is the date of vour last physical examination? ...

11. Are there any restrictions posted on your vehicle- ‘ -
OPErAtors HEENSET .oviccree et sssass e ns s nns s rasasaes O O

iZ. Are you under the care of a physician for any condition not
mentioned above which may affect your abllxty to operate
8 MOLOT VBRICIBT e ceessmssins s ansssesarsses s ssnssnsianes O O

13. When and for what purpose, did you last consult a doctor?

14. Full Name, address and telephone humber of your personal physician.
Name:

- Address:
City & State: ‘ Zip:

The answers to the above are complete, accurate, and frue to the best of my knowledge.

Signature of Person Named Above Date

Authorization For Release

“| hereby authorize any licensed physician, medical practitioner, hospital or medically related facility, insurance company, the Medical
Information Bureau or other organlzatlon institution, or person that has any records or knowledge of me or my health, to give
Department/Company any such information.”

A photcgraphic copy, Xerox copy or similar reproduction of this authonzahon shall be as valid as the orlglna[

Signature of Person Named Above Date
Printed in the LUSA WPWINWORDWFIS\SAFETYKITFORMSYMEDSTATE.DOC £10:008 - 7/02




LaPlace Volunteer Fire Department
PO. box 1009
LaPlace, Louisiana 70069-1009

E.L. Fagot
Central Fire Station
521 Hemlock Street

(985) 652-9445
Fax: (985) 652-2065

Check off list

Initial after you fill out each form or make copies of requested
information.

s Fire Department Application ____
e Personnel Information | o
. Beﬁeficiary Form .
s St John Parish Dept of Public Safety Picture ID form's
¢ Annual Medical Statement of Personnel _
s Copy of High School Diploma : o
» Copy of Vehicle Insurance Card o

» Copy of license ,




