Catholic Church of St. AnnPRIVATE 
Adult MEDICAL FORM for 2017
Name:__________________________________________________________________________________    

Address:__________________________________     Age:_______     Birth date:____/____/____   
City:______________________________    Zip:_______________     T-shirt Size:______________________
Home phone :  _______________________________      Cell phone:  ________________________________

Email: ___________________________________________________________________________________
Medical/Hospital Insurance: __________________________________________________________________

Name of Policy Holder: _____________________________________________________________________

Policy Number_______________________________________

Emergency Contact : __________________________________ Phone: ____________________________
Medications: _________________________________________________________________________
Date of last tetanus/diphtheria immunization: _______________

Allergies: _________________________________________________________________________________
IMPORTANT! Please list physical limitations, dietary needs, or specific medical conditions you have, if any
I will also provide a copy of my medical insurance card (front and back) in case of emergency. 
· I consent to any X-ray examination, anesthetic, medical, surgical, or dental diagnosis or treatment and hospital care, to be rendered to me under the general or special supervision and on the advice of any licensed physician or dentist.  The undersigned shall be liable and agree(s) to pay all costs and expenses incurred in connection with such medical and dental services rendered.

· Should it be necessary for me to return home due to medical reasons, behavioral reasons, or otherwise the undersigned shall assume all transportation costs.
______________________________________________________________

__________________
Signature                                                                                                                             
 Date                    
