Emergency contact information and health questionnaire

Contact information:
	Name:
	

	Passport Number:
	

	Passport Expiration Date: (DD/MM/YY)
	

	Birthdate: (DD/MM/YY)
	

	Blood Type:
	

	Hight: (inches = cm/2,54)
	

	Weight: (Ibs = Kilo*0,454)
	

	Street Address:
	

	City/State/Zipcode/Country:
	

	Home Phone Number:

Alternative Phone Number:
	

	Physicians Name:

Physicians Phone Number:
	


Insurance information: Insurance is required to participate in the ICVE – all fields must be completed.

	Insurance Company:
	

	Policy Number:
	

	Phone Number:

Alternative Phone Number:
	

	Address:
	


Person to notify in case of emergency.

	Name:
	

	Relationship:
	

	Street Address:
	

	City/State/Zipcode/Country:
	

	Home Phone Number:

Alternative Phone Number:
	

	Email Address:
	


Medical information:

List any allergies including medicines, foods, bites, stings, plants, etc.

	Allergy
	Reaction(s)
	Medication required

	
	
	

	
	
	

	
	
	


List any medication prescribed and currently taken:

	Medication
	Condition
	Dosis(amount/frequency)
	Side effects

	
	
	
	

	
	
	
	

	
	
	
	


Current health profile:
Check applicable categories and describe conditions below:

	 FORMCHECKBOX 
 Neck/Back problems
	 FORMCHECKBOX 
 Shoulder problems

	 FORMCHECKBOX 
 Pregnant
	 FORMCHECKBOX 
 Ankle/Knee problems

	 FORMCHECKBOX 
 Medical equipment
	 FORMCHECKBOX 
 History of heart attack/bypass/angina

	 FORMCHECKBOX 
 seizure w/in 1 year
	 FORMCHECKBOX 
 Other cardiac conditions

	 FORMCHECKBOX 
 Hospitalization /ER visit w/in 1 year
	 FORMCHECKBOX 
 Other (if checked describe below)



Cardiovascular risk factors:
Check applicable categories and describe symptom(s) and restriction(s) below.

	 FORMCHECKBOX 
 High blood pressure(even if currently treated)
	 FORMCHECKBOX 
 diabetic (requiring medication)

	 FORMCHECKBOX 
 Smoker
	 FORMCHECKBOX 
 Abnormally high cholesterol level

	 FORMCHECKBOX 
 Family history of heart attack/corony/artery bypass, etc… (if checked describe below)
	 FORMCHECKBOX 
 Unexplained chest pain/pressure, shortness of breath, heart palpitations, dizziness, or faint spells



Current physical activity:
List current physical activities/sports you are currently active in:

	Activity
	Frequency
	Approx. Time/Distance
	Leisurely/Moderately/Intensively

	
	
	
	

	
	
	
	

	
	
	
	


Agreement and signature:

Please verify the accuracy of the information you uhave provided on this Emergency Contact Information and Healht Questionnaire form and return it to the ICVE Program Director.

By signing this form you affirm athat you give consent to participate in the Great Basin Institute/International Conservation Volunteer Exchange program and hereby give your permission for a any emergency anesthesia, operation, hospitalization, or other treatment that might become necessary. You confirm htat the medical information you have provided is true and complete. You understand that failure to disclose medical information could result in serious harm and/or death to yourself and/or your fellow participants. You acknowledge and agree that if you are unable to participate physically because of a pre-existing condition that was not indicated on this form, you will not receive the outlined benefits.

	Name:
	

	Signature:
	

	Date:
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