
Ann’s Adventures   Trip Participant Medical Form 
 
Name _________________________________________________ Birthdate ______________ 
 
 
Address _________________________________________________ 
 
 
City ________________________________State ___________________ Zip _____________ 
 
 
Phone # ____________________________  
 
 
Medical Information 
 
List any conditions I should be aware of ___________________________________________ 
 
 

 
 

 
Prescriptions  
 

 

 

 
Allergies or Restrictions 
 

 

 

 
 
Emergency Contact Information 
 
Name ________________________________________________Relationship ____________ 
 
 
Phone # ________________________________ Cell # _______________________________ 
 
Any other information you feel I should know. 
 
____________________________________________________________________________ 
 
I hereby give permission for any photos taken to be used for advertising purposes including 
brochures, mailings, and website.    __________ yes      __________ no 
 
Date this form is filled out. ________________Signature_______________________________ 


