ADULT MEDICAL INFORMATION AND RELEASE FORM
Participant’s name: _______________________________________________________

Birth date: _____________________________________________ Sex: ____________

Home address: __________________________________________________________

Home phone : __________________________ Business phone: ___________________

A brief description of the activity follows:

Type of activity: __________________________________________________________

Destination: _____________________________________________________________

Estimated departure and return: ______________________________________________

I __________________________agree on behalf of myself, my heirs, successors, assigns, executors, and personal representatives, to hold harmless and defend the Archdiocese of Washington, its officers, directors, agents, employees, or representatives associated with this trip from any and all liability claims, loss or damage arising from or in connection with my participation in this trip.  
Signature: ___________________________________________ Date: ___________

Print name: _________________________________________

Emergency Medical Treatment:  In the event of an emergency, I hereby give permission for care by medical mission staff and/or transportation to a hospital for emergency medical or surgical treatment. I wish to be advised prior to any further treatment by the hospital or doctor. 
In the event of an emergency, please contact: 
Name: _________________________________________________________________ Phone Number(s):  _______________________________________________________    

Physician’s Name: ________________________________________________________ 
Phone Number(s): ________________________________________________________

 Healthcare Provider or Insurer: ______________________________________________ Policy #:   _______________________________________________________________
Signature:  _____________________________________________ Date: ____________ 
Special medical conditions and/or concerns: ____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Allergic reactions (medications, foods, plants, insects, etc.):  _______________________ 
Date of last tetanus/diphtheria immunization: ___________________________________          

Special dietary concerns:  ___________________________________​​_______________ 
_______________________________________________________________________ _______________________________________________________________________
Medications:  Names of medications,  dosage and frequency of dosage, are as follows:   _______________________________________________________________________ 
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Signature:  __________________________________________________ Date: _______ 
