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Medical Information Form 
 

 
Last Name_____________________________ First Name __________________________  
 
Address___________________________ City________________ Province ____________  
 
Date of Birth__________________ Home Phone # (____)  __________________________  
 
Health Care #______________________________ Province ________________________  
 
FOR EMERGENCY NOTIFY:  Name___________________ Relationship  ________________  
 
Address__________________________________ Phone  __________________________  
 
Alternate Contact – Name_____________________ Relationship  ___________________  
 
Address__________________________________ Phone  __________________________  
 
Family Doctor’s Name  ______________________________________________________  
 
 
Medical considerations that need to be identified (i.e. allergies, surgeries, seizures) 
 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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