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 Europe Tour 2014
Medical and Information Form

Student Legal Name: ___________________________________________________________________




Last Name

First Name

Middle Name

Address:  ___________________________________


   ___________________________________  
Postal Code:________________________

Home Telephone: (​​___)______________

Sex  :   M    F




Date of Birth m/d/y __________________________

Nationality:________________________ If not Canadian, photocopy your documentation and attach.

Health Card No.: _________________________________Passport No.:__________________________

Out-of-Country Insurance: RBC Insurance included in Tour Package

Parent’s Name:  

Mother _________________________Phone Contact__________________




Father _________________________ Phone Contact__________________

In the event of an emergency, who should we contact, if the parent listed above is unavailable?

Name: ______________________________

Phone (___)______________

Relationship to student: _______________________________

Medication

Please list any information we should have regarding medication that should be taken each day, or that may be needed.  Also list any information regarding medical conditions, drug and food allergies and sensitivity to any medications.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Tylenol may be administered in the event of a headache:  
   YES 
    NO 

Date of last Tetanus shot:  ______________________

Special Meal Requirements

Please indicate if you are a vegetarian or if you have any other special meal requirements.

__________________________________________________________________________________________________________________________________________________________________________________________

I hereby authorize the supervising teacher to seek emergency medical treatment for the student named above.  I understand that every effort will be made to contact me before any medical treatment is administered.  

_________________________________


____________________________________

Date






Signature of Parent/Guardian

