
EMERGENCY CONTACT, MEDICAL IN FORMATION AND 
AUTHORIZATI ON FOR MEDIC AL CARE  

Program Name:   _________________________________________________________________  

Date(s) of Program:______________________________________________________________________  

Participant Name:   ______________________________________________________________________  



EMERGENCY CONTACT, MEDICAL INFORMATION AND 
AUTHORIZATION FOR MEDICAL CARE  

Medical Information 

1. Medical information we need to know about Participant (current conditions, physical limitations, past
injuries, etc.):  ________________________________________________________________________

___________________________________________________________________________________


