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ALIVE OUTDOORS - MEDICAL FORM
In order to be permitted to participate in all activities please fill out this form and return it to your school as soon as
possible. A physical exam by your doctor is not required. Please be as detailed as possible. Providing full disclosure
allows us to provide appropriate care.

PERSONAL INFORMATION:
Participant Name: Date of Birth:
Permanent Address:

Parent(s) Name(s):

Parent Home Phone #: Parent Cell Phone #:
Parent Work Phone #: Parent Work Phone #:
Parent Email:
IN THE EVENT OF AN EMERGENCY: CAN BE CALLED AT:
(Contact Name) (Contact Phone)
OHIP #:

If there is no OHIP number, please include a health insurance number below.

HEALTH INSURANCE #:
(Please send photocopy of insurance, if applicable)

COMFORT IN THE WATER:

Regardless of the participant’s swimming ability, all participants are required to wear a properly fitted Personal Flotation
Device (PFD), and are supervised by qualified instructors during all water-based activities. Please help us by identifying
the participant’s comfort in and around the water.

|:| Confident and comfortable in the water |:| Weak swimmer |:| Does not and cannot swim

Family Physician: Participant’s Weight:
Physician Phone #: Participant’s Height:
ALLERGIES:
[ ] Peanuts [] Fish/Shellfish [ ] Milk
|:| Tree Nuts |:| Soy |:| Eggs
|:| Wheat |:| Bees or Wasps |:| Penicillin
|:| Other: (Please list all details below).

HAS AN ALLERGY BEEN IDENTIFIED AS ANAPHYLAXIS? |:| NO |:| YES (If “YES” describe in detail below)
IS AN EPI-PEN REQUIRED FOR A KNOWN ALLERGY? |:| NO |:| YES (If “YES” 2 Epi-Pens must be sent to the program)
Please provide details on the severity and treatment of any known allergies. IT IS IMPORTANT THAT YOU PROVIDE AS

MUCH DETAIL AS POSSIBLE ON ANY ALLERGIES, TRIGGERS, SEVERITY OF LAST REACTION & WHAT KIND OF
TREATMENT HELPS.




DIETARY RESTRICTIONS:
Please indicate any current dietary restrictions:

|:| Vegetarian |:| Gluten Intolerant
|:| Vegan |:| Lactose Intolerant

|:| Other:

IMMUNIZATIONS:
Has the participant received a Tetanus shot within the last 10 years? |:| YES |:| NO

Are all other immunizations up-to-date? |:| YES |:| NO

MEDICAL CONCERNS:
Please indicate any medical issues the participant has been treated for:

|:| Seizures or Epilepsy |:| Sleep Walking |:| Nosebleeds

|:| Diabetes |:| Debilitating Sport Injury |:| Urinary Tract Infections
|:| Asthma |:| Heart/Circulatory Issues |:| Thyroid Disease

|:| Bleeding Issues |:| Concussion(s) |:| Migraine Headaches

|:| Other significant medical issues requiring full awareness of instructors: (Please describe below).

Provide details of all major or recent medical concerns, illnesses, operations, injuries or treatments.

Provide details of any other physical or emotional concerns for which treatment may be necessary at the program or
trip.

List all regular medications as well as all non-prescription medicines or supplements that will be brought to the
program or trip. Attach a separate page if necessary.

To the best of my knowledge, (participant’s name) is in good health, free of
communicable disease, and physically able to participate in all ALIVE Outdoors activities, except as noted above for
medical reasons only. In case of medical and/or surgical emergency, and | am not immediately available for
consultation, | hereby give permission to the physician, instructors and/or first aid personnel selected by the camp
director or lead facilitator, to secure proper treatment (i.e. hospitalization, injections, transfusions, anesthesia or
surgery as appropriately required) for the person as named above.

By signing below, | certify that the information contained in this medical form is accurate, and that | agree with the
statements as described.

Signature of parent/guardian Date
(or participant - if over 18 years of age)



