
Medical Facts and History
For       Prepared on      
	Participant Information

	Name
	     
	Home Phone
	     

	Address
	     
	Work Phone
	     

	City, State, Zip, Country
	     ,                  
	Mobile Phone
	     

	Date of Birth
	     
	E-mail
	     

	Gender
	     
	     
	     

	First Emergency Contact

	Name
	     
	Home Phone
	     

	Address
	     
	Work Phone
	     

	City, State, Zip, Country
	     ,                  
	Mobile Phone
	     

	Relationship
	     
	E-mail
	     

	Second Emergency Contact

	Name
	     
	Home Phone
	     

	Address
	     
	Work Phone
	     

	City, State, Zip, Country
	     ,                  
	Mobile Phone
	     

	Relationship
	     
	E-mail
	     

	Primary Care Physician

	Name
	     
	Office Phone
	     

	Address
	     
	     
	     

	City, State Zip, Country
	     ,                  
	     
	     

	Individual or Group Medical Insurance

	Company
	     
	Policy Number
	     

	Address
	     
	Group Number
	     

	City, State, Zip, Country
	     ,                  
	Subscriber Name
	     

	Office Phone
	     
	Subscriber ID
	     

	International coverage
	     
	     
	     

	Current Employment

	Company
	     
	General Phone
	     

	Address
	     
	HR Benefits Phone
	     

	City, State, Zip, Country
	     ,                  
	Supervisor’s Name
	     

	     
	     
	Supervisor’s Phone
	     


	Key Medical Facts

	Height
	   feet    inches (0 centimeters)
	Weight
	      pounds (0 kilograms)

	Blood Type
	     
	     
	     


	Immunization Record. Please enter the month and year

	Td (Tetanus, Diptheria)
	     
	Yellow Fever
	     

	Hepatitis A
	      and      
	Hepatitis B
	     

	Pneumococcal
	     
	Varicella (Chickenpox)
	     

	Influenza
	     
	Typhoid Fever
	     

	Rabies
	     
	Cholera
	     

	Japanese Encephalitis
	     
	Traveler’s Diarrhea
	     

	Polio
	     
	MMR (Measles, Mumps, Rubella)
	     

	Meningococcal
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Medical History

Do you currently have or have you ever had a history of any of the following conditions?

Check either No or Yes. For each item with Yes response, provide a detailed explanation in the area provided.


	No
	Yes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergies to foods, plants, animals, insects, etc.?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergies to drugs or medications? Ever had an allergic reaction to a medicine?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Altitude sickness?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anaphylactic reactions?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arthritis?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bleeding disorders?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cardiac/circulatory problems? Abnormal stress test? Heart murmur? Hypertension?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chemical abuse or dependency ?(drugs, alcohol, etc)        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Congenital problem?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diseases such as Rheumatic Fever, Tuberculosis, Infectious Mononucleosis, Anemia, Malaria, Typhoid?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eating disorders including anorexia and/or bulimia?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Endocrine problems?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy? Fainting spells? Convulsions?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frequent or severe headaches?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Frostbite or abnormal intolerance to cold temperatures?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gastrointestinal problems? Appendicitis or appendectomy? Colitis? Ulcers? Gall Bladder?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heat exhaustion/heat stroke intolerance to hot temperatures?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Knee, ankle, back, or other skeletal problems including, but not limited to sprains, fractures or operations?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Liver dysfunction? Kidney disease? Hepatitis or jaundice?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lymphatic problems?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Menstrual cramps?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Motion sickness? Seasickness?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Muscular problems? Hernia?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Neurological problems?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Premenstrual syndrome?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Psychiatric treatment or psychological counseling? Severe moodiness? Emotional disturbances?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Reproductive organ problems? Abnormal PAP smear?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Respiratory problems including but not limited to asthma, chronic, bronchitis, sinus trouble, or allergies?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid problems including allergy to iodine?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Urinary tract disorders?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you pregnant?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you currently seeing a doctor or health specialist?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you currently taking any non-prescription medication?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you currently taking any prescription medication? If yes list names, dosage and frequency and 
consider bringing double your usual amount in two protected locations in case one gets lost or destroyed.        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you have any dietary restrictions or needs?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you walk in your sleep?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye, ear, nose, or throat problems? Do you wear contact lenses?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you wear eyeglasses or contact lenses? If so, what is your prescription?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you follow a routine physical fitness program?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been hospitalized for any injury, illness or operation not mentioned above?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you have, or does your family history contain, any type of hereditary or genetic disorders?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you wear or carry a medical alert bracelet, necklace or other type of device? If so, what information does it contain?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are there any other medical conditions we should be aware of?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you currently under a doctor’s care for any condition not mentioned above? Should you consider obtaining your doctor’s opinion about your participation in this trip?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are there any special instructions to be followed in case of emergency?        

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are there any other comments you wish to add?        


	International Travel History

Use this section to keep a record of all international travel, and any medically significant events that occurred. Please enter month and year.


	Trip Start
	Trip End 
	Destination and Comments

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Participant Signature

	Participant
Signature:
	
	Witness
Signature:
	

	Participant
Printed Name:
	     
	Witness
Printed Name:
	     

	
Date:
	
	
Date:
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