Appendix 8: Medical Registration form

1) Medical Registration Form

Persons over age 18: fill the form out yourself

Persons under age 18: parent or guardian fills out the form

By providing this information, and signing the form, it is affirmed that the information is current and correct.

Volunteer name _____________________________________________________________ 

Address _____________________________________________________________________________

City, State, Zip code __________________________________________________________________

Parent/Guardian (for those under age 21)__________________________________________________

Phone ____________________________________ Work phone _______________________________

Health Insurance Information

Company name ________________________________________________________________________

Policy number ________________________________________________________________________

photocopy of your medical insurance card (front & back) is required at arrival for service.
I understand that I am financially responsible for my own medical care.

Emergency contact #1 _______________________________________________________________

Relationship _________________________________________________________________________

Address _____________________________________________________________________________

City, State, Zip code  __________________________________________________________________

Phone _____________________________________Work phone _______________________________

Emergency contact #2  _______________________________________________________________

Relationship  _________________________________________________________________________

Address  _____________________________________________________________________________

City, State, Zip code  __________________________________________________________________

Phone _____________________________________Work phone _______________________________

Doctor _____________________________________Phone ___________________________________

Dentist _____________________________________Phone ___________________________________

List any current medication.

	Medicine name
	Dose directions
	Side effects
	Nurse assist?

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


List any physical conditions of which we should know.

List and explain any diet needs. __________________________________________________________

List and explain any serious injuries. Dates. ________________________________________________

List and explain chronic and recurring illnesses. _____________________________________________
