
“The Off-Road Experience” 
EMERGENCY MEDICAL    One form per person  
 

Name: _______________________ _______________ Date: _________ 

Address: ________________________________________  

City: ______________________ St: ______ Zip: ________   

Phone: ____________________ Phone: _______________ 

Date of Birth: _____________ Sex: ______  

Drivers License# ____________________________ St: _______ 

Passport# ___________________ Country: _______ (foreign guests only)   

Emergency Contact: _________________________  Relation: ___________ 

Phone: ________________________ Phone: __________________________ 

 
Do you have any medical conditions? Yes (   ), No (   ). If so, Explain: _____________ 
_____________________________________________________________________ 
 
Do you have any Allergies? Yes (   ), No (   ). If so, Explain: _____________________ 
____________________________________________________________________ 
 
Are you taking any Medication? Yes (   ), No (   ). If so, Explain: _________________ 
____________________________________________________________________ 
 
Do you have any dietary restrictions? Yes (   ), No (   ). If so, Explain: ____________ 
___________________________________________________________________ 
 
Do you carry Medical Insurance? Yes (   ), No (   ). Provider: __________________ 
 
Describe your current physical fitness & level of activity: ___________________ 
__________________________________________________________________  
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