Medical Form

Please attach a copy of your medical card

Personal Information:

Name of Participant:
__________________________
Date of Birth:
___________
Phone #   ________________

Home Address:   __________________________________________________________

Known Allergies:   ________________________________________________________

Current Medications or Health Conditions:   ____________________________________

________________________________________________________________________

Emergency Contact Information:

(please indicate the person’s relationship to the participant)

1)   ____________________________

2)   __________________________

      Home Phone:   ________________

      Home Phone:   ______________

      Work Phone:   ________________

      Work Phone:   ______________

      Cell Phone:   _________________

      Cell Phone:   _______________


Insurance Information:

Name of health insurance company:   _________________________________________

Health insurance policy number:   ____________________________________________

Phone/address of health insurance company:   __________________________________

Name of policy holder:   ___________________________________________________

Policy holder’s phone number:   _____________________________________________

Please list any current medical conditions we should be aware of: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

