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Last Name                                                    First Name                                         Middle Name 

  Last Name                                          First Name                                                   RELATIONSHIP 

                                                                                                     
 

Sleepy Hollow Fire Department 
 

UPDATED INFORMATION SHEET 
OFPC Form/iPage/Website/RedAlert/LOSAP 

 
Form should be submitted as soon as possible with all information filled out.  Any time 
the information below changes you must submit a new form to the dept administrator 
immediately. Completed forms can be emailed to dtavano@sleepyhollowny.org. Forms 
can also be handed in to your company captain for submission to the administrator. 
PRINT CLEARLY 

          
Date: 

 
 

Full Name 
   
Street Address       Apt  
 
Town/Village      State  Zip Code 
 
Date of Birth          Age        Sex:    M    F    Height        ft        in  
 
Social Security # ____________________           Eyes ____________ Hair ______________ 
 
Cell Number      Carrier: 
 
Email Address                  
 
Emergency Contact:      
 
Emergency Contact Phone#  
 
Current Position/s Held in Dept:  
 

Choose One (OFPC Requirement) 
Ethnicity:    White       Black       American Indian        
 

   Asian        Hispanic      Other__________________ 
 
 
 

This information will be used for official department business only.  
Anyone improperly using this information will be reported to the proper authorities. 

(needed for access to sleepyhollowfd.org) 
 

 New Member           New Junior Corp 

 Current Member      Current Junior Corp 

 

Company:      E85       E86        E87        R12        TL38     
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