
 

Health/Medical Information 
Date  _________ 

 
Name as it appears on your health insurance card    Date of birth     
 
Health insurance provider (e.g., Blue Cross, United, Medicare)      
 
List any physical or medical conditions that might affect your participation in the event or might affect your 
treatment if you become ill or injured. 

 

 

 

 

List any severe allergies to food, insects, or medications and briefly describe reactions to exposure. 
 

 
 
 
 

☐ Check here if you carry an epi-pen. 

List any medications, including over the counter daily medications 
Medication Dosage Frequency Notes 

    

   

   

   

   

   

   

   

   

   

   

   

   

   

 
List any other information that you would like for us to know about your medical or health needs 
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