
   

 
 
 
 

CONFIDENTIAL MEDICAL FORM 
Please provide complete answers to all questions 

GENERAL INFORMATION:  Program Name: Green Team   Date: ________ 

 

Name: _____________________________________   

 
ADDRESS:__________________________________________________________________ 

Gender:       Male r Female r   
MEDICAL INFORMATION 

ALLERGIES: Please list all allergies including medicines, food,    
bites, stings, shellfish, iodine, plants, and animals     

Allergy    Reaction     Medication Required 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Do you take any medications?   Yes r No r   

If you checked yes, please list any medications you take below. 

Medication :______________________   Date when you started taking medication:________     Dosage:_________ 

Medication:______________________    Date when you started taking medication:________     Dosage:_________ 

Medication:______________________    Date when you started taking medication:________     Dosage:_________ 

Medication:______________________    Date when you started taking medication:________     Dosage:_________ 

Please include additional information on medications on an attached piece of paper if needed. 
HEALTH HISTORY: Please check the appropriate boxes, and respond to all questions below. 
Yes No    
r r 1. Neck/Back/Knee/Shoulder/Ankle problems?  

r r 2. Diabetes: Please note below if participant is insulin dependent 

r r 3. Epilepsy or seizure disorder: If yes, date of last seizure: ________  

r r 4. Other past or current medical issues/illness/requirements? 

r r 5. Asthma or other respiratory problems? 

If any of the boxes above were checked yes, please provide a description including history, symptoms, and any restrictions.  
Please refer to the number listed by the issue above, and attach additional pages as necessary.   

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 
Are there any physical or medical conditions not listed above which may affect your/your child’s participation? 
Yes r No r  If  yes, please explain (attach additional sheets as necessary): ____________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 
(CONTINUED ON OTHER SIDE) 

-or-   r No Allergies 
 



   

SIGNATURE REQUIRED 
Permission is given for staff or contractors of the Emerald Necklace Conservancy (ENC) to obtain or provide medical 
care for me/my child, or to transport me/my child to a medical facility.  I further authorize the ENC’s employees or its 
contractors or medical personnel to render such treatment they consider necessary for my/my child’s health and I agree 
to pay all costs associated with that care and transportation.  I have read and understand this medical form and the 
information I have provided is to the best of my knowledge, correct and complete. 

________________________________________________________  _______________ 
Applicant’s signature        Date 

________________________________________________________  _______________ 

Signature of parent/guardian (if applicant is under 18)     Date 

PLEASE READ CAREFULLY: 
§ Please review this form to be certain you have completed every question.  
§ All information on this form is confidential.  
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