MEDICAL & EMERGENCY CONTACT FORM

Please fill out carefully and leave in chart table
	Personal Information

	Full name
	

	Home address
	

	
	

	Home phone
	

	Mobile or cellular phone
	

	Home e-mail address
	

	Birthday (MM/DD/YYYY)
	

	Heathcare # / Province
	

	Travel insurance 
	

	Emergency Contact Person

	In case of emergency, contact
	

	Relationship
	

	Emergency contact’s address
	

	Emergency contact’s home phone
	

	Emergency contact’s business phone
	

	Medical History

	With the activities of the course, do you know of any chronic or present conditions, which would limit your ability to fully participate in the course?

YES _____ / NO ______  If yes, what?

	Do you have history of any of the following?

	Bronchitis
	Asthma
	Pneumonia
	Heart Disease

	Epilepsy
	Pleurisy
	Diabetes 
	Other

	Comments on the above

	Have you had any recent operations?
	

	If yes, when and for what?

	Allergies

	Do you have any allergies?           If yes, please specify:

	Please expand on type and severity of reaction(s):

	

	Medications

	Are you presently taking medication?        If yes, for what?

	Please provide specifics about medications you are taking that your instructor should be aware of:

	

	Times Taken?
	Where do you carry it?


