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Emergency Medical Treatment 

Information Form
All participants must submit this form for review before acceptance.


Printed name of Participant        

Colleague ID No.:       

Dates of Travel      
Health Insurance Provider        
Policy or ID No.        

Group No.       
Verified this insurance provides international coverage   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Primary Emergency Contact Name:  
       


     





Name


Address

Relationship to Participant:       
Home Phone:            Business Phone:           Cell Phone:       
Secondary Emergency Contact Name:  
       


     





Name


Address

Relationship to Participant:       
Home Phone:            Business Phone:           Cell Phone:       

List any acute or chronic medical conditions (if none, please enter N/A):

     
     
List any known allergies to foods, medicines, insects, and nature of reaction (if none, please enter N/A):

     
     
     
List any medications you are presently taking, and if you choose, the reason for its use (if none, please enter N/A):

     
     
     
The information requested here is to be used only in emergency medical situations where the participant is unable to provide the information to a medical provider.  However, TWU does not assume any responsibility for monitoring or overseeing the general health of the participant.

______________________________

     
Applicant’s Signature



Date
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