Height __________ Weight __________ Eye color __________ Hair color __________

In case of emergency, I hereby give my permission to the licensed health-care practitioner selected by the J Peterson and Associates, Inc.,  Guide in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for me.

Date______________ Signature___________________________________________________

PERSONAL HEALTH AND MEDICAL HISTORY

Please print in ink.

IDENTIFICATION

Name___________________________________________ Date of birth_______________ Age_______ Sex_______

Name of person to be notified, in the event of an emergency ______________________________________________________ Telephone__________________

Home address___________________________________ City_______________________ State__________ Zip_____________

Business address_ ______________________________ City_______________________ State__________ Zip_____________

If person named above is not available in the event of an emergency, notify

Name________________________________________ Relationship____________________ Telephone____________________

Name________________________________________ Relationship____________________ Telephone____________________

Name of personal physician_____________________________________________________ Telephone____________________

Personal health/accident insurance carrier_________________________________________ Policy No.____________________

Circle all items that apply, past or present, to your health history. Explain any “Yes” answers.

ALLERGIES: Food, medicines, insects, plants Yes ■ No ■ Explain:________________________________________________________________________________________

GENERAL INFORMATION:
Convulsions/seizures

Hemophilia

Asthma

Diabetes
High blood pressure

Cancer/leukemia

Heart trouble
Kidney disease
■

Please explain any circled items: ____________________________________________________________________________________________________________________________________________________________________________
Please list ALL medications taken in the 30 days prior to arrival at this activity where this form is to be used:
List any medications to be taken on this trip, including drug, dosage, route (oral, injection, etc.), and frequency:
______________________________________________________________________________________

______________________________________________________________________________________

List any physical or behavioral conditions that may affect or limit full participation in backpacking, hiking up to 5 miles:

______________________________________________________________________________________

______________________________________________________________________________________

List equipment needed such as braces, glasses, contact lenses, hearing aides and the like:

_____________________________________________________________________________________

_____________________________________________________________________________________

Immunizations: (Give date of last inoculation, if known and applicable.)

Tetanus toxoid ____________________ Hepatitis A _____________________  Hepatitis B _____________________

If you are currently under medical care, take a prescribed medication, require a medically prescribed diet, have had an injury or illness during the past 6 months that limited activity for a week or more, have ever lost consciousness during physical activity, or have suffered a concussion from a head injury, please list 

_____________________________________________________________________________________

_____________________________________________________________________________________
