EMERGENCY MEDICAL FORM

In the event a serious medical emergency occurs, care will be provided by the nearest local medical facility. Please provide us with the following information, as well as any additional information that would be appropriate for medical professionals to know in the event of an emergency.  This information may be distributed to the group leader and others to assist in making contacts as necessary.

Program:      


Name:        

Campus P. O. Box:        Residence & room no.
:        E-mail:      
Off-campus address (street, town, zip):      
Phone (cell):        (other campus):        (home): ____________________________________________________________________________________________

FIRST person to contact in the event of an emergency: 

Name and relationship:      
Address:      
Telephone: (home)       (cell)        (work)       (other)      
Email:      
__________________________________________________________________________________________

ALTERNATE person to contact in the event of an emergency (optional): 

Name and relationship:      
Address:      
Telephone: (home)        (cell)       (work)       (other)      
Email:      
____________________________________________________________________________________________
Allergies (food or drug):      
Date of last tetanus inoculation:      
Medications that might affect your health during this program:      
Health Insurance Company:      
Health Insurance Policy Number:      
Special assistance required and any other information:      
____________________________________________________________________________________________
I  AUTHORIZE THE EVENT COORDINATOR TO ARRANGE FOR MY TRANSPORTATION AND IMMEDIATE MEDICAL CARE IN THE EVENT OF AN EMERGENCY.

____________________________________________________________
  _____________________________


Signature
Date

