PERSONAL HEALTH AND MEDICAL HISTORY – TIME 2 CRUISE

Please complete to best of your ability. Info will only be used in case of emergency. If you need more space to answer questions use the reverse side of this page and reference the question being explained.

IDENTIFICATION

Name _______________________________________________ Date of birth __________ Age ____ Sex ____

Home address __________________________________ City ______________________ ST ____ Zip __________

In the event of an emergency, notify:
Name _______________________ Relationship ______________ Telephone _______________________

Name _______________________ Relationship ______________ Telephone _______________________

Name of personal physician ___________________________________ Telephone _______________________

Health/accident insurance carrier ____________________________ 
Policy/patient #: ______________________________________ Claims Phone Number: __________________
MEDICAL INFORMATION:

Check items that apply, past or present, to your health history. Explain any "Yes" answers.

1.) ALLERGIES: Food, medicines, insects, plants: Yes ( ) No ( ) 
Explain: _________________________________________________________________________________________

__________________________________________________________________________________________

2.) GENERAL INFORMATION:     Yes  No                     Yes  No                           Yes  No
  Asthma                     ( ) ( )      Diabetes       ( ) ( )      High blood pressure ( ) ( )

  Cancer/leukemia            ( ) ( )      Heart trouble  ( ) ( )      Kidney disease      ( ) ( )

  Convulsions/seizures      ( ) ( )      Hemophilia      ( ) ( )                            
Explain: _________________________________________________________________________________________

 __________________________________________________________________________________________


 __________________________________________________________________________________________
3.) List all medications you are taking now: _____________________________________________________


__________________________________________________________________________________________                                                                                    
4.) Any other special medical/physical limitations or problems that a First Aid or EMT might need to know: (i.e. – dentures, prosthesis, implants, living wills, etc.) 
_________________________________________________________________________________________________
To the best of my knowledge this is my current physical condition and I understand that the sole purpose of this form is to help a First Aid person or EMT/Rescue person in the event I am incapacitated and cannot respond. I have advised the Skipper where I am keeping the form. 

Signed:   ____________________________________________ Date: ______________________________
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