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Medical Information Form 

Personal Information 
Name: 
___________________________________________________________________________________________________________ 
Address: 
___________________________________________________________________________________________________________ 
Phone: 
___________________________________________________________________________________________________________ 
Date of Birth: 
___________________________________________________________________________________________________________ 
Allergies: 
___________________________________________________________________________________________________________ 
Emergency Contact: 
___________________________________________________________________________________________________________ 
Phone #: 
____________________________________________________________________________________________________________ 
 
Check Yes or No 
Yes No History Of: 
___ ___ Head Injury or Concussion(s): _______________________________________________________ 
___ ___ Neck or Back injuries: _____________________________________________________________ 
___ ___ Fractures or Dislocations: __________________________________________________________ 
___ ___ Chest or Abdominal injuries: _______________________________________________________ 
___ ___ Abnormal Vision: ________________________________________________________________ 
___ ___ Do you wear contacts/glasses ______________________________________________________ 
___ ___ Abnormal Hearing: _______________________________________________________________ 
___ ___ Last Tetanus Immunization Date: ____________________________________________________ 
___ ___ Recent Surgery: __________________________________________________________________ 
 
Primary Physician 
Name: 
________________________________________________________________________________________________________ 
Address: 
________________________________________________________________________________________________________ 
Phone: 
________________________________________________________________________________________________________ 
 
Health Insurance Info 
Carrier: ___________________________________________________________________________________________________ 
Card # ____________________________________________________________________________________________________ 
 
Current Medications 
Name of Medication: _________________________ Reason _________________________________________________________ 
Name of Medication: ________________________  Reason __________________________________________________________ 
Name of Medication:_________________________Reason___________________________________________________________ 


