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             Volunteer/Participant                                

         Medical Information Form       

Name: ___________________________________________________            Age: (if under 18) ___________

Address: _________________________________________________________________________________
Physician: ________________________________________________          Phone: _____________________

In case of emergency, I’d prefer to be taken to:

[    ] Nearest hospital     [      ] _________________________________________________________________
Please list any allergies: _________________________________________________________________________________________
_________________________________________________________________________________________
Please list any medications you are currently using: 

_________________________________________________________________________________________

_________________________________________________________________________________________
Please describe any medical conditions we should know about (e.g., epilepsy, asthma, etc.) _________________________________________________________________________________________

_________________________________________________________________________________________
Please describe any other conditions you think we should know about (e.g., fear of heights): _________________________________________________________________________________________
_________________________________________________________________________________________
Please list three people we can contact in case of an emergency:

Name: ____________________________________________  Ph:___________________________________

Name: ____________________________________________  Ph: ___________________________________

Name: ____________________________________________  Ph: ___________________________________

I hereby give permission to the medical personnel selected by _______________________ to order x-rays, routine tests, or treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related transportation.  I agree that I will be solely responsible for paying any costs associated with medical treatment.
Signature




            
                                Date
