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Participant Medical Form

Please fill out this form thoroughly. We will use the information provided to plan a safe and enjoyable experience.
This also serves as a helpful reminder to you of physical precautions and care you may need to take because of previous
injuries and other physical conditions. Any information disclosed on this form will remain confidential.

Male Female DOB:
Address
City State Zip Phone
In case of emergency, notify (name): Relationship to participant:
Address
City State Zip Phone
Name of Physician: Phone
Physician's Address
Insurance Company Policy Number

Medical Information:  Blood Type (if known): Height: Weight:

Allergies (describe reaction):

Specific Dietary Needs:

Current medications (name, dosage, reason for taking):

Please list any special conditions you are aware of or have been told by a physician that we should be aware of (i.e. injuries,
medical diagnosis, past surgeries, arthristis, ahthma, heart disease, high blood pressure, pregnancy, etc.)

Medical Services Permission Release

During participation in a Bradford Woods program, the Trustees of Indiana Universitiy, its agents, servants, and employees are hereby authorized
to provide and secure any medical services, and authorize the diagnosis and treatment (including, but not limited to, surgery and the administering of
anaesthesia) of any injury or illness as in its judgment is necessary or advisable for the individual.

| hereby agree that the MEDICAL HISTORY provided above is true to my knowledge. | declare that | have read and understand the contents of the
MEDICAL SERVICES PERMISSION and | am signing this as my free and voluntary act, irrevocably binding myself and my heirs.

Participant signature (Legal guardian’s signature if participant is under the age of 18) Date

www.bradwoods.o
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