MEDICAL INFORMATION (Confidential)
Alberta Health Care #: _____________________________________________________

In case of emergency, please notify:

Name:____________________________________________________________

Address: 

Telephone (H): ____________________
Telephone (W): ___________________

Relationship: ______________________________________________________

HISTORY
Are you subject to any of the following:  (Yes or No. If so, please explain)

Asthma
Yes (
No (
Hay Fever
Yes (
No (
Headaches
Yes (
No (
Dizziness
Yes ( 
No (
Fatigue
Yes ( 
No (
Fainting spells
Yes ( 
No (
Shortness of Breath 
Yes ( 
No (
Stomach disturbances
Yes ( 
No (
Other (specify) 
Have you ever had any of the following?

Heart Disease
Yes (
No (
Diabetes
Yes (
No (
Tuberculosis  
 Yes ( 
No (
Dysentery   Yes ( 
No (
Diphtheria
 Yes ( 
No (
Malaria
Yes ( 
No (
Other (specify) 
Are there any recurrences or complications resulting from any of the above?


Yes (
 No (
If yes, please explain:
Do you have any other physical condition that may impede your ability to travel or carry out the goals of this mission?
Yes ( 
No (
If yes, please explain:


Do you have any allergies?
Yes ( 
No (
If yes, please explain:

Do you require a special diet?
Yes ( 
No (
If yes, please explain:

Are you prone to travel sickness?
Yes ( 
No (
If yes, please explain:

