Medical Questionnaire and Release

Name:___________________________________________________Date of Birth______________________ 

Emergency Contact________________________________________Phone:__________________________

Home address:_______________________________________________________________________________

_____________________________________________________________________________________________

Name of physician:___________________________ _______Phone number_________________________

Name of Dentist/Orthodontist:_____________ __________ Phone number_________________________

Medical Insurance Carrier:_____________________________Policy number_________________________

Health History:  Check all those that apply.  Please explain any checks.

Hypertension_________________
Asthma_______________
Bleeding Disorders__________

Heart Defect/Disease_________
Convulsions___________
Allergies____________________

Broken Bones________________
Epilepsy______________
Diabetes____________________

Please list any serious operations or injuries (include dates)___________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list any disabilities and/or chronic injuries or illnesses:_________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list any health related information that should be know by your guides.  Please include any known allergies and medications currently being taken.___________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

IMPORTANT:  THIS BOX MUST BE COMPLETED FOR ATTENDANCE

This health history is correct so far as I know.  I hereby give my permission to the medical personnel selected by the Guide or Trip Leader to order X-Rays, routine tests, and treatment for me or a member of my family, and in the event my spouse or person to be notified in case of an emergency cannot be reached, I hearby give my permission to the physician selected by the Guide or Trip Leader to hospitalize, secure proper treatment for me, and to order injection and/or anesthesia and/or surgery for me.  This form may be photocopied for use.

Signature:_______________________________________________________________Date________________

