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NAME     ________________________________________________________

DATE     _________________________________________________________

AGE     __________     SEX     ____________

EMERGENCY CONTACT     _________________________________________

Emergency contact phone #     _________________________________________


Swimming ability (circle one):     non swimmer       weak         moderate         strong

Do you get car sick?  (circle one):   YES     NO

Please list any medications you are currently taking. (Prescribed or over the counter)
____________________________________________________________________ 



Please Indicate any medical or environmental or food allergies?

If yes, Do you carry an anaphylaxis kit?  (circle one)  YES     NO

Do you currently have any medical condition(s) which we need to know in the case of an 

emergency? ______  If yes, please explain:  ____________________________________


 

