CHAMPLAIN VALLEY HISTORICAL REENACTORS, INC

                    MEDICAL INFORMATION FORM

NAME: ____________________________________________DATE:_______________

ADDRESS: _____________________________________________________________

CITY:___ ______________________________      STATE: __________ ZIP: ________

TELEPHONE:  (_____) ______ - _________     DOB:   ________/________/_________

PERSON TO NOTIFY IN CASE OF AN EMERGENCY:  ________________________


TELEPHONE:  (_____) ______ - _________


ADDRESS: _______________________________________________________

PHYSICIANS NAME:  ____________________________________________________

TELEPHONE:  (_____) ______ - _________


ADDRESS: _______________________________________________________

DATE OF LAST TETANUS SHOT:  _____________________________

DO YOU WEAR CONTACT LENSES?  __________________________

MEDICAL HISTORY:  __________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

MEDICATIONS CURRENTLY TAKING AND DOSAGES:  ___________________________________

______________________________________________________________________________________

________________________________________________________________________

ALLERGIES (INCLUDING MEDICATIONS): _______________________________________________

______________________________________________________________________________________

ANYTHING ELSE OF IMPORTANCE NOT COVERED ABOVE:  ______________________________

______________________________________________________________________________________

________________________________________________________________________

