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ANEXO 10-B

CENSO INDIVIDUAL DE LA POBLACION
QUE OCUPA EL INMUEBLE

	
DEPENDENCIA:__COLEGIO DE BACHILLERES DEL ESTADO DE VERACRUZ PLANTEL 04 AGUA DULCE, VER.____
DOMICILIO: ___BLASILLO S/N   COLONIA   KILOMETRO   DOS  Y  MEDIO____________________________________
TEL: ___923  23  3 27 91____________FAX:_CORREO: plantel04@cobaev.edu.mx.    proteccioncivil.04@cobaev.educ.mx. 



         

NOMBRE:  ___JORGE  ALEMAN GUZMAN______________________________________________________________________
R.F.C.: __AEGJ65085V96____________________ PROFESION:  ____LICENCIADO EN PSICOLOGIA       __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ORIENTACION EDUCATIVA Y PROGRAMA DIES          _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 11 38 38          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________


NOMBRE:  ___MARIA DE JESUS CHAVEZ BASURTO ___________________________________________________________
R.F.C.: __CABJ72111625____________________ PROFESION:  ____MAESTRA  EN  TECNOLOGIA DE LA INFORMACION____
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                      _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 126 28 71        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH B-____________________       ALERGIA_____NO          _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___OSCAR CRUZ MARTINEZ______________________________________________________________________
R.F.C.: __CUMO6301031N1____________________ PROFESION:  ____MAESTRO EN DOCENCIAS       __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 1187618          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___PEDRO CRUZ MARTINEZ______________________________________________________________________
R.F.C.: __CUMP590805BE0____________________ PROFESION:  ____LICENCIADO EN GESTION Y CONTROL AMBIENTAL
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO Y SERVICIO A LA COMUNIDAD               _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 125 78 92          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MIRIAM DIAZ HERNANDEZ______________________________________________________________________
R.F.C.: __DIHM671030141____________________ PROFESION:  ____LICENCIADO EN  IDIOMA INGLESA_________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICA                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 116 04 80          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___IGNACIO DOMINGUEZ GONZALEZ______________________________________________________________
R.F.C.: __DOGI620712F9A____________________ PROFESION:  ____LICENCIADO EN PEDAGOGIA       __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ORIENTACION EDUCATIVA Y PROGRAMA DIES          _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 60 71          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MIGUEL FABRE FONSECA______________________________________________________________________
R.F.C.: __FAFM630707T16____________________ PROFESION:  ____LICENCIADO EN IDIOMA INGLESA __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 108 85 11          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____SI        (TABANO, CAMARON Y SARDINA)     _____________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JORGE ANGEL FUENTES GARCIA__________________________________________________________________
R.F.C.: __FUGJ560128RM8____________________ PROFESION:  ____MEDICO CIRUJANO DENTISTA       __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                      _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 108 85 11          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH B+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MIREYA GARZA GONZALEZ_____________________________________________________________________
R.F.C.: __GAGM660304L87____________________ PROFESION:  ____LICENCIADO EN  EDUCACION MEDIA SUPERIOR_____
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                    _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 103 20 75          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JUANA GOMEZ ANGULO______________________________________________________________________
R.F.C.: __GOAJ670415____________________ PROFESION:  ____LICENCIADO EN IDIOMA INGLESA    __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 130 04 79         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARTIN HERNANDEZ CHONG__________________________________________________________________
R.F.C.: __HECM6611116VA____________________ PROFESION:  ____LICENCIADO EN  DERECHO      __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACAEMICO                                                                          _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 20 14         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH B+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___DORA ALICIA HERNANDEZ JIMENEZ______________________________________________________________
R.F.C.: __HEJA610725SU1____________________ PROFESION:  ____LICENCIADO EN  CIENCIAS SOCIALES _____________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 103 15 15        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MAYRA HERNANDEZ SANCHEZ_________________________________________________________________
R.F.C.: __HESM7309154Q6________________ PROFESION:  ____MAESTRA _EN  TECNOLOGIA DE LA INFORMACIÓN______
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 116 30 17        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___VICTOR ROGELIO LEON ORDOÑEZ______________________________________________________________
R.F.C.: __LEOV660814E60____________________ PROFESION:  ____LICENCIADO EN  EDUCACION FISICA______________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 121 81 17        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___RICARDO LEON ORDOÑEZ_____________________________________________________________________
R.F.C.: __LEOR720115JS0____________________ PROFESION:  ____LICENCIADO EN  EDUCACION FISICA______________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 131 27 93         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___VICTOR LOPEZ DEL VALLE______________________________________________________________________
R.F.C.: __LOVV671214GGA____________________ PROFESION:  ____MAESTRO EN DOCENCIA            __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 105 61 68         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____SI          _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___GUADALUPE MARTINEZ CUERVO______________________________________________________________________
R.F.C.: __MACG690425QA0____________________ PROFESION:  ____LICENCIADO EN  CONTADURIA            __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 105 54 45        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JOSE MARTINEZ CUERVO______________________________________________________________________
R.F.C.: __MACJ670610V12____________________ PROFESION:  ____LICENCIADO EN  CIENCIAS SOCIALES   ____________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 99 60         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI        (NEOMELUBRINA) ____________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARIA DE LOS ANGELES MATEOS SANCHEZ _________________________________________________
R.F.C.: __MASA68050516A____________________ PROFESION:  ____LICENCIADO EN BIOLOGIA   __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 107 40 63         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___CESAR MORALES RODRIGUEZ____________________________________________________________________
R.F.C.: __MORC720125EE0____________________ PROFESION:  ____LICENCIADO EN  INFORMATICA    __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 126 96 48        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___GRACIELA MOSCOSO TORRES__________________________________________________________________
R.F.C.: __MOTG6309154X7____________________ PROFESION:  ____LICENCIADO EN CONTADOR PUBLICO AUDITOR    ___
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 100 90 40        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___ADA ISABEL NARANJO CORTES______________________________________________________________________
R.F.C.: __NACA661119BS4____________________ PROFESION:  _MAESTRA EN CIENCIAS  DE LA EDUCACIÓN Y COMUNICACIÓN
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____228 133 80 60         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH AB-____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARIA DEL SOCORRO ORTEGA MARTINEZ_______________________________________________________
R.F.C.: __OEMS660627512____________________ PROFESION:  ____LICENCIADO EN CIENCIAS NATURALES____________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 117 55 31         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARIA PILAR  PACHECO ESTEBAN_______________________________________________________________
R.F.C.: __PAEP631012V63____________________ PROFESION:  ____LICENCIADO EN  ESPAÑOL    __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 238 99 13         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___GERMAN PEREZ GONZALEZ____________________________________________________________________
R.F.C.: __PEGG650528FJ0____________________ PROFESION:  ____MAESTRO EN DOCENCIA           __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 108 21 36        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____SI       (POLVO)  ____________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JEZABEL PEREZ MARTINEZ______________________________________________________________________
R.F.C.: __PEMJ771006BV3____________________ PROFESION:  ____LICENCIADO EN CIENCIA DE LA EDUCACIÓN_________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 138 60 36         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI          (SULFA)____________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___ROSA ICELA RAMIREZ RODRIGUEZ______________________________________________________________
R.F.C.: __RARR67110930M____________________ PROFESION:  ____LICENCIADO EN CIENCIAS SOCIALES_________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 131 19 55         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI        _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MANUEL RODRIGUEZ MEDINA___________________________________________________________________
R.F.C.: __ROMM600328A65____________________ PROFESION:  ____LICENCIADO EN CONTABILIDAD  __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 70 14        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  __CARLOS RODRIGUEZ MORALES_________________________________________________________________
R.F.C.: __ROMC620314RD9____________________ PROFESION:  ____TEC. ELECTROMECANICO       __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 116 82 18         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___NORA VALENCIA DOMINGUEZ_________________________________________________________________
R.F.C.: __VADN6609264X9____________________ PROFESION:  ____TECNICO INSTRUCTOR EN ARTES ESCENICAS____
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 100 24 71         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:_______________________       ALERGIA_____SI (POLVO)          _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___PORFIRIA VALLE SANTIAGO___________________________________________________________________
R.F.C.: __VASP610224TD0____________________ PROFESION:  ____INGENIERO INDUSTRIAL OPCION QUIMICA      _____
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 112 57 18        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___QUIRINO SOLIS RONZON___________________________________________________________________
R.F.C.: __ROSQ5812052XA____________________ PROFESION:  ____TECNICO ELECTRICO          __________________
PUESTO QUE DESEMPEÑA___PROGRAMA DIES                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 23 3 37 27        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___ANTONINO HERNANDEZ MONROY___________________________________________________________________
R.F.C.: __HEMA680510CC2____________________ PROFESION:  ____LICENCIADO EN  PEDAGOGIA  __________________
PUESTO QUE DESEMPEÑA___DOCENTE                                           ________________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 116 62 63        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___LIDIA ESCOBEDO MARTINEZ___________________________________________________________________
R.F.C.: _EOML720128PP8____ PROFESION:            MAESTRIA EN  GESTION Y ADMINISTRACIÓN EDUCATIVA._
PUESTO QUE DESEMPEÑA___DIRECTORA                                           ________________________________________________


AREA DE ADCRIPCION:   _____DIRECCION                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____2288360343      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JUAN CARLOS ROSALES SUAREZ___________________________________________________________________
R.F.C.: __ROSJ671020-3V2____________________ PROFESION:  ____LICENCIADO EN CONTADOR PUBLICO Y AUDITOR_____
PUESTO QUE DESEMPEÑA___SUBDIRECTOR  ACADEMICO                                         ___________________________________     


AREA DE ADCRIPCION:   _____SUBDIRECCION   ACADEMICA                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____921 112 04 05       _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JONATHAN MAHALALEL PEREZ PACHECO__________________________________________________________
R.F.C.: __PEPJ870911AH6____________________ PROFESION:  ____INGENIERO EN SISTEMAS COMPUTACIONALES_______
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ING. EN SISTEMAS)    _____________________________________________


AREA DE ADCRIPCION:   _____CENTRO DE COMPUTO                                                        _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 238 18 07        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___NORA HILDA VENTURA SANTIAGO__________________________________________________________
R.F.C.: __VESN850105CH1____________________ PROFESION:  ____INGENIERO EN SISTEMAS COMPUTACIONALES_______
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ING. EN SISTEMAS)    _____________________________________________


AREA DE ADCRIPCION:   _____CENTRO DE COMPUTO                                                        _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____922 176 29 22        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARLENE GARCIA GIL                               __________________________________________________________
R.F.C.: __GAGM680615L88____________________ PROFESION:  ____LICENCIADO EN PEDAGOGIA                            _______
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESP. DE GESTION DE LA CALIDAD Y APOYO AL PROGRAMA DIES)    __


AREA DE ADCRIPCION:   _____PROGRAMA DIES                                                              _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 108 15 05        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___ANA BERTHA CESPEDES  ARTEAGA__________________________________________________________
R.F.C.: __CEEA651128IRA____________________ PROFESION:  ____LICENCIADA EN TRABAJO SOCIAL           _______
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (JEFE DE OFICINA DEL AREA ACADEMICA)______________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                        _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 118 21 87        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___REBECA JAVIER CASTELLANOS__________________________________________________
R.F.C.: __JACR640310____________________ PROFESION:  ____LICENCIADA EN ECONOMIA CON MTRIA. EN ADMCIÓN.   ___
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (BIBLIOTECARIA)    _____________________________________________


AREA DE ADCRIPCION:   _____BIBLIOTECA                                                        _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 117 98 57        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___GUILLERMINA ARACELI CANCINO FLORES_________________________________________________________
R.F.C.: __CAFG670625LZ1____________________ PROFESION:  ____LICENCIADA EN CONTADOR  PUBLICO AUDITOR _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (JEFE DE OFICINA ADMINISTRTIVA)    _____________________________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____993 304 47 22      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___JOSE DEL CARMEN GOMEZ LARA                              __________________________________________________
R.F.C.: __GOLC650808KFA____________________ PROFESION:  ____TECNICO LABORATORISTA                                      _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RECURSOS MATERIALES__________________________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 23 3 48 58      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___MARIA ESMERALDA SANCHEZ BARBIS_________________________________________________________
R.F.C.: __SABE6801297U1____________________ PROFESION:  ____LICENCIADA EN  TRABAJO SOCIAL                  _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESPONSABLE DE CONTROL ESCOLAR)________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 112 93 99      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___RENE GARFIAS OSORIO                             _________________________________________________________
R.F.C.: __GAOR730507FM5____________________ PROFESION:  ____LIC. PEDAGOGIA Y  MAESTRO EN  EDUCACIÓN _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ENCARGADO DE PROTECCION CIVIL ESCOLAR)_____________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                    _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 108 87 88      ____________  _________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___CANDELARIA PEREZ FRANCISCO_________________________________________________________
R.F.C.: __PEFC730406B76____________________ PROFESION:  ____CARRERA COMERCIAL                                 _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE CONTROL ESCOLAR)___________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                     _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 100 85 18     _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___SANDRA  DEL CARMEN MOGUEL SARAO_________________________________________________________
R.F.C.: __MOSS610813UW4____________________ PROFESION:  ____TAQUIMECANOGRAFA                                        _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESPONSABLE DE ARANCELES DE PAGO)_________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 23 3 06 62      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___IRASEMA LLAGUNO DE LOS SANTOS_________________________________________________________
R.F.C.: __LASI731109391____________________ PROFESION:  ____TECNICO EN TRABAJO SOCIAL                         _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE CONTROL ESCOLAR)_____________________________


AREA DE ADCRIPCION:   _____CONTROL ESCOLAR                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 105 53 19       _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___FIDELA GONZALEZ CABRERA                     _________________________________________________________
R.F.C.: __GOCF720323R32____________________ PROFESION:  ____LICENCIADA EN PEDAGOGIA                                 _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR ACADEMICO)__________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 45 99      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___GLADIS FABIOLA CAMPOS TERAN            _________________________________________________________
R.F.C.: __CATG700202QB5            _____________ PROFESION:  ____LICENCIADA EN  _CONTADURIA__                                  __
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR ACADEMICO)    _________________________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                    _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 138 90 51      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  ___ROGELIO MOSCOSO TORRES                      _________________________________________________________
R.F.C.: __MOTR620315____________________ PROFESION:  ____LICENCIADA EN  PEDAGOGIA                                        _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE CONTROL ESCOLAR)_________________________________


AREA DE ADCRIPCION:   _____CONTROL ESCOLAR                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 1082124      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _MARISA RODRIGUEZ  RODRIGUEZ                        ____________________________________________________
R.F.C.: __RORM7005264D7____________________ PROFESION:  ____LICENCIADA EN CONTADURIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE CONTROL ESCOLAR)______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 111 08 87      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _ELIZABETH PEREZ QUINTO                                  ____________________________________________________
R.F.C.: __PEQE710318MR8____________________ PROFESION:  ____LICENCIADA EN PEDAGOGIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ENCARGADO DE ORDEN MATUTINO)___________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 112 73 68  _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _NATIVIDAD GARCIA CARRILLO                            ____________________________________________________
R.F.C.: __GACN600908375____________________ PROFESION:  ____LICENCIADA EN  PSICOLOGIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ENCARGADO DE ORDEN MATUTINO)______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 111 56 73        _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _CRISTIAN DAVID TORRES VAZQUEZ                        ____________________________________________________
R.F.C.: __TOVC830228S25____________________ PROFESION:  ____INGENIERO EN  ELECTRONICA                               _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DEL PROGRAMA DIES)______________________________


AREA DE ADCRIPCION:   _____PROGRAMA DIES                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 114 47 78      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _CYNTHIA JOCELYN  DOMINGUEZ VIDAL                        ____________________________________________________
R.F.C.: _DOVC771218L33_______ PROFESION:  ____LICENCIADA EN  INFORMATICA ADMINISTRATIVA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ENCARGADA DE ORDEN  VESPERTINO)__________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____2281203681      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO        _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _ROSALIA GIL ARAGON                                           ____________________________________________________
R.F.C.: __GIAR690612UU0____________________ PROFESION:  ____SECRETARIA  TAQUIMECANOGRAFA                _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (SECRETARIA DE SUBDIRECTOR ACADEMICO VESPERTINO)_________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 120 74 41      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH A+____________________       ALERGIA_____SI         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _CRUZ DEL CARMEN ROSALES MARTINEZ                        ______________________________________________
R.F.C.: __ROMC610617NR0____________________ PROFESION:  ____TECNICO CONTABLE                                             _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (SECRETARIA DEL DIRECTOR TURNO MATUTINO)__________________


AREA DE ADCRIPCION:   _____DIRECCIÓN                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 119 61 49      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO        _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _SATURNINA VANESSA BALAN PEREZ                        ____________________________________________________
R.F.C.: __BAPS740927B69____________________ PROFESION:  ____TAQUIMECANOGRAFA                                               _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR  ADMINISTRATIVO BECAS)_______         _____________________
  

AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 1168246      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _MARIA LUISA MORALES CRUZ                        ____________________________________________________
R.F.C.: __MOCL700305722____________________ PROFESION:  ____SECRETARIA EJECUTIVA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESPONSABLE DE BIBLIOTECA)______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 120 42 44      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _VIRGILIO MORALES CRUZ                       ____________________________________________________
R.F.C.: __MOCV6504565____________________ PROFESION:  ____BACHILLERATO                                            _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (VIGILANCIA EN LA ENTRADA DEL PLANTEL TURNO MATUTINO)


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 127 48 70      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO        _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _GUSTAVO ZALDIVAR TORRES                        ____________________________________________________
R.F.C.: __ZATE660119HB9____________________ PROFESION:  ____BACHILLERATO                                               _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (ENCARGADO DE ORDEN VESPERTINO)________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____228 284 20 94       _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _CESAREA SARA PEREZ VARGAS                        ____________________________________________________
R.F.C.: __PECV540225LY2____________________ PROFESION:  ____PRIMARIA                                                             _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE INTENDENCIA MATUTINO)__________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 131 99 49          _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _JOSE ANTONIO GONZALEZ REYES                        ____________________________________________________
R.F.C.: __GORA7012238V3____________________ PROFESION:  ____SECUNDARIA                                                          _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE INTENDENCIA  MATUTINO)______________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 111 84 44      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _JESUS KHEVYN RONZON AGUIRRE                        ____________________________________________________
R.F.C.: __ROAJ9309105M6____________________ PROFESION:  ____ESTUDIANTE ENIVERSITARIO                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE INTENDENCIA VESPERTINO)______________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 128 60 73         _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _JUAN MANUEL ALEJANDRO LOPEZ                        ____________________________________________________
R.F.C.: __AELJ770305QX9  ____________________ PROFESION:  ____INGENIERO AMBIENTAL                                       _____
PUESTO QUE DESEMPEÑA___DOCENTE                                                                                   ______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 112 17 29       _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _JESUS PEREZ GONZALEZ                                     ____________________________________________________
R.F.C.: __PEGJ710618414____________________ PROFESION:  ____TECNICO  EN INFORMATICA                               _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (VIGILANTE)______________________________


AREA DE ADCRIPCION:   _____ADMIINISTRATIVO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 131 31 66      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO           _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _OSCAR GERARDO CRUZ FLORES                       ____________________________________________________
R.F.C.: __CUFU911217N29____________________ PROFESION:  ____PRIMARIA                                                             _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (VIGILANTE)                                        ______________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                                 _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 129 56 32      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _GILBERTO SOSA                                                      ____________________________________________________
R.F.C.: __SOGI710122____________________ PROFESION:  ____LICENCIADA EN PSICOPEDAGOGIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESPONSABLE DE RECURSOS HUMANOS)________________________


AREA DE ADCRIPCION:   _____ADMINISTRATIVO                                                               _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 138 91 25      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _IRMA MUCIÑO NAVA                                                 ____________________________________________________
R.F.C.: __MUNI740123A93____________________ PROFESION:  ____ESTUDIANTE UNIVERSITARIA                             _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (SECRETARIA DEL DIRECTOR VESPERTINO)________________________


AREA DE ADCRIPCION:   _____DIRECCION                                                                       _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 112 98 33      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____NO          _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _  DOMINGUEZ VAZQUEZ BIANCA STEPHANY        ____________________________________________________
R.F.C.: __DOVB107108CV0___________________ PROFESION:  ____MAESTRA EN PSICOTERAPIA HUMANISTA          _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE INTENDENCIA MATUTINO)______________________________


AREA DE ADCRIPCION:   _____ADMINSTRATIVO                                                                _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____993 134 29 25      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _SASHIDA NIETO CECILIA                                         ____________________________________________________
R.F.C.: __SANC661121PY8____________________ PROFESION:  ____LICENCIADA EN  EMFERMERIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (RESPONSABLE DE LABORATORIO)______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 121 59 83      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH B+____________________       ALERGIA_____SI         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________



NOMBRE:  _ANGEL ROBERTO RAYO GARZA                        ____________________________________________________
R.F.C.: __RAGA971104K39              ____________ PROFESION:  ____LICENCIADA EN CONTADURIA                           _____
PUESTO QUE DESEMPEÑA___ADMINISTRATIVO  (AUXILIAR DE CONTROL ESCOLAR)______________________________


AREA DE ADCRIPCION:   _____ACADEMICO                                                                  _________________________________
PISO: __________________________________________ TEL. OFICINA: _____923 23 3 27 91_____________________________
TEL. PARTICULAR: _____923 111 08 87      _____________________________________________________________________

ENFERMEDADES: ______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

TRATAMIENTO: _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

TIPO SANGUINEO:___RH O+____________________       ALERGIA_____SI         _________________________________________

OTROS:  _____________________________________________________________________________________________________


ELABORO:                                                                                                                                                                          FIRMA
NOMBRE:_____LIC. RENE GARFIAS OSORIO________________________________________________________
TELEFONO:___923 23 3 27 91      ___________________________________________________________________
CORREO:______ proteccioncivil04@cobaev.educ.mx. ____________________________________________
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