
MEDICAL INFORMATION 
 
 
Name of Participant: ________________________________________________ 
 
 
In case of emergency contact:__________________________________________   
 
 
Phone (h) ____________________________  (w) ________________________ 
  
 
Do you have Hospital  Insurance?  YES    or     NO 
 
 
Insurance Company: ______________________Policy Number: ___________________ 
 
 
Insurance Company Address: ______________________________________________ 
 
 
Physicians Name: ______________________   Phone:  (         )____________________ 
 
 
List any medical conditions and/or allergies:  
 
_____________________________________________________________________ 
 
 
Date of Last Tetanus Shot: _______________ 
 
 
 
 
 
_____________________________________  
Participant's Signature                        Date                            
 
 


