First Presbyterian Church
Activity Form for Adults
Health History: The more complete information you provide, the better we are able to work with you to ensure you receive the care you need. 

Please type or write clearly and legibly.
	Name of Adult: (Last, First, Middle Initial)
	Date of Birth: (XX/XX/XXXX)
	Sex: 

   M     F

	Address:
	City:
	St:
	Zip:

	Spouse (if applicable):
	Phone:
	Alternate Phone:


Emergency Contact Information:
	Emergency Contact:


	Relationship:



	Phone:


	Alternate Phone:




Health Insurance Information (Family insurance is primary insurance in case of accident or illness, FPC insurance is secondary.)
	Policy Holder's Name:


	Policy Number:

	Insurance Company Name:


	Group Number:

	Insurance Company Address:


	Insurance Company Phone:




Allergies: Please list all allergies, the type of reaction and its severity, treatment and date of last reaction. Include allergies to medications, food, bees, animals, plants, etc.
	Allergies
	Reaction/ Severity
	Treatment
	Date of last Reaction

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	


Do you suffer from Anaphylaxis? 
Yes
No

*Anaphylaxis is a severe allergic reaction marked by swelling of the throat or tongue, hives, and trouble breathing.
Do you carry an Epipen? 

Yes
No
Do you carry an inhaler? 

Yes
No
Medical Conditions (including any precautions or restrictions on activities)
	Name of Condition
	Effects

	1.
	

	2.
	

	3.
	


Medications: List any medications currently taken (or has taken in the recent past) including dosage schedule and specific instructions for use.
	Medication
	Purpose
	Dosage Schedule
	Specific Instructions

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


Do you have a Special Medical or Dietary Regiment to be followed?
Yes 
No 
If so, please explain: 













Have you ever had any adverse reactions to general anesthetics?
 Yes 
No  
If so, please explain: 













Additional information that is important for other advisors on this trip to know about: 





Adult Name: 









Date: 



 

Physician Information
	Licensed Physician Name: (Last, First, Middle Initial)
	Phone Number: 

	Address:
	City:
	St:
	Zip:


Signature of Adult Participant: 







Date: ______________















