Hikers of TWC Personal Medical Information Card

Name:________________________________________________________________

Address:______________________________________________________________


City/State/Zip:__________________________________________________________

Date of Birth:    ____________

In an emergency call: _______________________________Phone:_______________

Address:______________________________________________________________

 Relationship:______________________

Physician name:_______________________________Phone:___________________

City/State/Zip: _________________________________________________________

Health Insurance Carrier:_________________________________________________


Account or Group #:_____________________________ Phone: _________________

Blood Type: ________________Date of last Tetanus Booster: ___________________

Drug Allergies: ________________________________________________________

_____________________________________________________________________

Other Allergies (Bee sting, foods,etc.):______________________________________

_____________________________________________________________________

List ALL medications currently taken & dosages: ______________________________

_____________________________________________________________________

_____________________________________________________________________

Where are the medications in your pack? ___________________________________

____________________________________________________________________

What appliances are you wearing: (Contacts, false teeth, hearing aid(s), pacemaker, prosthesis,etc):_________________________________________________________

_____________________________________________________________________

Conditions a doctor should know about such as: diabetes, heart disease, high blood pressure, etc.__________________________________________________________

_____________________________________________________________________


_____________________________________________________________________


_____________________________________________________________________

Signature: ________________________________   Date: ____________________

I certify this information is correct.
Attach additional information as necessary. 

