CI MEMBER

EMERGENCY INFORMATION QUESTIONNAIRE


Current Date:

Identification:

Last Name (please include any suffix, ie, ‘Jr.’, ‘Sr.’, ‘III’, etc.):

First Name:

Middle Name or Names:

Gender (Male or Female):                     Height:                        Weight:             
Do You Have a Recent Photo on File with CI?  (If not, please send one in at the earliest opportunity):

Have you ordered an emergency ID Bracelet or Necklace and ID Card?  The bracelets and necklaces are $15 each and can be ordered through CI, the cards are free.  The ID bracelets and necklaces should only be worn by members who have a Cryonic Suspension Agreement and funding in place.  (Once you meet the requirements, please remember to wear or carry CI identification at all times.):

Location:

At-Home Street Address:

City:

State:

Zip or Postal Code

Country:

Home Telephone:

Home Fax:

Cell Phone or Pager (specify which):

Email Address:

At-Work Street Address (if applicable):

City:

State:

Zip or Postal Code

Country:

At-Work Telephone:

At-Work Fax:

At-Work Cell Phone or Pager (if different from your personal cell phone or pager):

At-Work Email Address (if different from your personal email address):

Legal Authority Over Remains In Case Of Death:

Ideally, you will have spoken to your doctor and lawyer or legal representative, and will have specified to them, and in paperwork such as the Cryonic Suspension Agreement, that it is your wish that CI take possession of your body at the moment of death, with the goal of performing cryopreservation procedures upon the body, and maintaining it thereafter.  It may nonetheless be the case that members of your family may wish to claim the right to exercise control over your body.  That may not be an obstacle if family members have been informed of your wishes and are willing to cooperate.  The information below will help us to contact family members in case of an emergency, and will help us to work with them and/or estimate the degree of cooperation we may expect.

Are You Married, Divorced, Separated, Widowed, Co-habiting or Single? (circle one)
If Married or Co-habiting, please state your spouse’s name and telephone number:

If you are in the process of being Divorced, and the divorce is not yet final, or if you are Separated, please state your spouse’s name, address, and telephone number:

Please state the names, addresses and telephone numbers of other immediate Next Of Kin:

Mother:

Father:

Brother(s):

Sister(s):

Son(s) – please include age:

Daughter(s) – please include age: 

Local Assistance:

The best circumstances for achieving good results with cryopreservation occur if the member facing cryopreservation can re-locate to Michigan and be placed under Hospice care before dying.  However, those ideal conditions do not always apply, and when members die at a distance, cooperation there from local individuals can make a critical difference in the quality of the cryopreservation.  Below are individuals you should contact and inform regarding your desire to be cryopreserved.  Informing CI of their names and other contact information is critically important.

Local cooperating Funeral Director, if you have one. Please state the Director’s name, the business name, the business address, and Director’s phone number.  Use the telephone book if necessary:
Local cooperating physician, if you have one. Please state your Doctor’s name, his or her office address, and his or her office and home phone number.  Use the telephone book if necessary:
Local cooperating legal representative, if you have one. Please state your lawyer’s name, his or her office address, and his or her office and home phone number: 

Name any local Emergency Contact Person(s) you wish to be immediately informed (spouse, friend, local cryonicist, support group, etc.).  Include their names, addresses, and telephone and/or cell phones and/or email addresses:

Membership And Funding

CI can only perform cryopreservation procedures on individuals who are members, and who have either fully pre-paid the cryopreservation, or arranged for the cryopreservation to be paid by insurance policies or other acceptable means.  If you are not a member CI will not cryopreserve you.  If you are a dues-paying Option Two member, your dues must be paid in a timely manner.  If you are a member but you have not yet made arrangements to fund your Cryonic Suspension Agreement, you will not be cryopreserved.  Let us say that again:  if you are a member, but you HAVE NOT made arrangements to fund your cryopreservation, your cryopreservation will not take place.  You MUST make arrangements to fund your cryopreservation at the earliest possible opportunity, you must inform us of it, and send documentation as soon as arrangements are complete, and you must inform us of any change in those arrangements immediately.  

How did you learn of the Cryonics Institute? ___________________________________ 

Have you reviewed, signed, and sent CI your Cryonic Suspension Agreement?  (Y/N):

Is your Cryonic Suspension Agreement fully funded?  (Y/N):

Have you funded your Cryonic Suspension Agreement by means of (select one):

1.  Cash Pre-payment 

2.  Insurance Funding

3.  Other (please specify)

If you are paying through an Insurance Policy, please state the name of the Insurance Company, the Policy Number, and the Amount.  

Have you sent documentary evidence of your funding coverage, whatever its form, to CI?  (In particular, insurance funding needs to be updated regularly.  If you make an annual insurance policy payment, send a copy of the notice and your payment to CI.):

Have you included any additional amount beyond $28,000 (Option One) or $35,000 (Option Two) to cover unforeseen circumstances or expenses, the cost of local help and transportation of your body to the CI facility, or as a donation or bequest to support the Cryonics Institute and its efforts?  (Y/N):

Please state the total amount of funding, including the additional amount:

Have you included the Cryonics Institute in your Will (optional) (Y/N):

Are you a member of any other existing cryonics organization?  (Y/N, and if so, which?)

Special Conditions:

If you have any health conditions that could conceivably present a problem to the performance of your cryonics cryopreservation procedure – that is, if you have had several heart attacks and are likely to face one again in the near future, or if you have a communicable disease such as AIDS or Hepatitis, please list it here.  Communicable diseases can pose a threat to personnel that will be working on the patient.  Please list any diseases so that we will know to take extra precautions.  Any illnesses, diseases, or personal matters of our members are ALWAYS kept confidential.  Only the personnel that MUST know, will be informed.  

If you have any special problems that are not health-related but that could conceivably present a problem to the performance of your cryopreservation procedure – that is, if you live alone, or in a home some distance from a nearby community, or face opposition from a close family member -- please state it here.  

If you have any additional comments or suggestions or information you feel would be helpful in enabling the Cryonics Institute to serve you better, please inform us of it, here, and at any time hereafter:

                                                         Personal History:

The following information is required for a death certificate.  By having this information on file ahead of time we may be able to act faster in an emergency. (These are the questions on the government forms, notably the ones required for a death certificate. If  

all of the information is not available for a death certificate in at timely manner, transport of the patient out of a state or country may be delayed.)
Birthdate (Month-Date-Year): ______________ Place of birth _____________________
Name at Birth: ___________________________________________________________

Social security number __________________  Marital Status ______________________
Mother’s full maiden name_________________________________________________. 

Father’s full name_________________________________________________________

Mother born (State or Country) __________ Father born (State or Country) ___________
Highest level of education you completed _____________________________________.

Languages spoken:________________________________________________________

Race (White, Black, American Indian, if Asian, specify nationality, eg, Filipino, Chinese) 

_______________________________________  Hispanic ? (Yes/No) ______________
Ancestry (Mexican, Cuban, Arab, Dutch, etc.) __________________________________

List your primary occupation _________________________________ Years worked___
Current county of residence________________________________ Years lived there___

Are you a veteran YES / NO?  If yes, list branch of service and whether or not you are 

still active in the service :

                                         ___________________________________________________

Legal Next of Kin Name:___________________________________________________
Legal Next of Kin Address:_________________________________________________

        _________________________________________________

Legal Next of Kin Phone Numbers :___________________________________________

A member’s chances of being successfully suspended are based directly on the ability of CI and/or its representatives to reach the member rapidly when death appears imminent or has taken place.  Successful care is also contingent upon membership and procedures being fully funded and legally sanctioned.





Answering the questions below is EXTREMELY IMPORTANT if you wish to be suspended to the best of CI’s ability.  If we do not have this information, if we do not know your location, if your contract is not fully funded, or if someone other than CI has the legal right to your remains, your suspension will be seriously compromised.





Please fill out the information below to the best of your abilities.











