Participant Information Form
Name______________________________ Cell Phone number _____________

Weight (approx.)________Height ________ Gender:  Male  Female  Age ______
Medications currently taken?  (Prescription and non-prescription) ___________

_______________________________________________________________

_______________________________________________________________

If you have had any of the following conditions, state the year of most recent occurrence

_____ Asthma
_____ Concussions
_____ Diabetes
_____ Dislocations   Where?  ______

_____ Dizziness or balance problems
_____ Epilepsy or convulsions
_____ Fractures     Where ? ________
_____ Heart Disease
_____ Hernias
_____ Ulcer


_____ Hypoglycemia?  
Do you any carry sugar products that you may need? _______
_____ Mononucleosis, 

How recently ___________ ?
_____ Strong Allergic reaction 

Do you need to carry an Epipen? _____________      
Do you have an Epipen with you?_____________
Do you have any conditions, medical restrictions, or disabilities that would affect your participation on this trip?  ________________________________________________________________
________________________________________________________________________________________________________________________________
________________________________________________________________

Medical Insurance Information:
Policy Holder Name________________________________________________
Policy Number ________________________ Expiration Date_______________

Name of Insurance Company_________________________________________
Person to contact in case of an emergency

Name_____________________________ Relationship____________________
Telephone ________________________ cell phone ______________________
Second Person to contact in case of an emergency

Name_____________________________ Relationship____________________

Telephone ________________________ cell phone ______________________

