
on realizing that, although safety is a high priority at 

“Adventure Training Program”, there is a risk of physical or emotional injury that they must assume.  Participants 

m u s t  b e  c o v e r e d  b y  h e a l t h  a n d  a c c i d e n t  i n s u r a n c e  d u r i n g  t h e  t i m e  o f  t h e i r  participation.  Please complete the 

f o l l o w i n g  q u e s t i o n n a i r e  p r i o r  t o  y o u r  p a r ticipation.  This information will be us ed to inform staff of any pre-existing 

m e d i c a l  c o n d i t i o n  a n d  d e t e r m i n e  i f  c o n s u l t a t i o n  w i t h  y o ur physician seems prudent to your participation. 

 

Part I – General History 
Name: _______________________________________________________________________________________ 
 
Sex:   Male___         Female___    Date of Birth:  _______________________________ 
 
Name of Insurance Carrier:   ______________________________________________________________________ 

Address:  _____________________________________________________________________________________ 
 
Part II – Medical Information  

Do you have any disabilities (temporary or permanent) that you or your doctor feel would limit your participation in 
the Adventure Training Program?  Yes___   No___   If you answered Yes, please explain. 
 
 
 
Please list any medications you are currently taking and the conditions they are treating.  If none, so state.  

 

 
Do you have allergies? Yes___ No___ Reactions to medications? Yes___ No___ 

Other medical limitations? Yes___ No___ If you answered Yes to any part of this question, please 
explain:  

 
 
Part III – Medical History  

Have you had surgery in the past year for any conditions that might limit your participation?   Yes___     No___ 
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