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 Medical Information Form 
________________________________________________________________________________________________________

 Last Name



First Name

            Middle Initial


    Birth Date (mm / dd / yyyy)


_____________________________________________________________________________________  ( Male  ( Female
 Student Number 





           Age

________________________________________________________________________________________________________

 Current Medical / Insurance Carrier & Policy Number

________________________________________________________________________________________________________

 Local Address

________________________________________________________________________________________________________

 Phone (Home)



Phone (Work)



Email Address

Vital Information:  Date of last Tetanus:___________________ 

Resting Pulse__________    Height__________
Weight__________ Lbs.
  Blood Pressure? ( High ( Low ( Normal
Do you have any physical or emotional conditions which our staff should be aware of?

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Do you have any restrictions or limitations to activities (Please list activities that cannot be done, etc.):  ( Yes  ( No
________________________________________________________________________________________________________

________________________________________________________________________________________________________

Do you have any phobias (water, snakes, heights, etc.)   ( Yes  ( No
________________________________________________________________________________________________________
Do you have any dietary restrictions (including Vegetarian)? None____ If yes please describe, ________________________
Medical History:  Do you have / have you had any of the following?
1. Allergic to any medications?
( Yes    ( No  Which medications: __________________________________________
2. Allergic to any foods?

( Yes    ( No  What types of food: __________________________________________
3. Allergic to bee/insect stings?
( Yes    ( No     7.  Seizers/ Convulsions

( Yes    ( No

4. Asthma?


( Yes    ( No     8.  Blood conditions (hemophilia…)
( Yes    ( No

5. Back problems?

( Yes    ( No     9.  Knee problems


( Yes    ( No

6. Diabetes?


( Yes    ( No    10. Health conditions


( Yes    ( No 

In case of Emergency, contact:

________________________________________________________________________________________________________

 Last Name




First Name




Relation
________________________________________________________________________________________________________

 Phone (Home)



Phone (Work)



Email Address
Please list any medications that you will bring on a trip; and amount of daily dosage.

( None

( Medications brought are:___________________________________________ Daily Dosage:___________________

I hereby affirm that the above information is correct, and also that I do not hold liable the Penn State University, Penn State Outing Club, or any of their affiliates, officers, or employees of and from any and all causes, liabilities, damages, claims, or demands whatsoever on account of any injury or accident.

_______________________________________________


__________________

  Signature







  Date


W:\Outing Club\FORMS\Medical  Information  Form.doc
