
MEDICAL INFORMATION FORM

TRAVEL CLUB

Today’s Date:

Name:

Age:            

Address:                                                                  

City:                                                                                 State:                                          Zip:

Doctor:                                                                            Phone:

Do you have a history of: 

❏ Diabetes    ❏ High Blood Pressure    ❏ Back Problems    ❏ Emphysema    ❏ Asthma    ❏ Heart Problems

❏ Other

                                                         Relationship:                             Phone:

Are you currently taking any medications?  ❏ Yes  ❏ No

Please list medications, dosage and times taken:

Signature:                                                                                                              Date:

Home
Phone:

Business
Phone:

Date of
Birth:

Medical
Concerns:

Emergency
Contact:

Email
Address:

Cell
Phone:

Marsha McDaniel
P.O. Box 965 • Calhoun, GA 30701

Phone: 706-624-5339 • Fax: 706-624-5326
Email: thecarryons@ngnb.net


