EMERGENCY AND MEDICAL INFORMATION

FOR:______________________________________

Parents/Spouse:  












Address:    













Telephone:    (_______) ___________________(home)     (__________)  ___________________(work)

Emergency Contact other than parents/spouse:


Relationship:  













Address:  













Telephone:  (

) 


(home)        (

)  


 (work)

Medical Insurance Company: 










Insurance Policyholder:  











Insurance Policy Number:  











Family Doctor or Clinic:  












Address:  













Telephone:  (

)  





Do you have any particular health problems?  (circle one)           YES                NO


If yes, describe:  











Are you on any long-range medication?  (circle one)

YES

NO


List medications:  











List any chronic disease or allergies you have:  





































Do you wear glasses or contact lenses?  (circle one)         GLASSES

CONTACTS

