Dear (Club Name) member,

We're glad you are participating in this (bank/club name) event. In case of an emergency, it may be necessary to have medical information on record. All information will be held in strict confidence and used accessed only in the event of an emergency.  Please complete the information below and read and sign below. Each member wiII need to complete a separate form. Thank You.

Name___________________________________________________________________________________________________________
	(Last)	(First)				(Middle)

Address________________________________________________________________________ Zip Code ________________________

Phone (_______)________       __________  Social Security  ____________________________ Date of Birth _____________________ 

In case of emergency notify: 
Name _____________________________________________  Relationship________________________

Address __________________________________________________________  Zip Code __________________

Home Phone ___________________  Work / Cell Phone ___________________

Doctor’s Name ____________________________________  Phone _________

Medical Insurance ___________________ Policy # ______________ Group # ___________  Phone ____________

Travel Insurance ____________________ Policy # ______________  ID # ___________        Phone ____________
Blood Type ______  Allergies ____________________________________________________________________

List all medications that you are currently taking and what dosage (use additional paper if necessary).
____________________________________________________________________________________________
____________________________________________________________________________________________

Please list any existing medical conditions __________________________________________________________	
____________________________________________________________________________________________
Date of last hospital stay_____________ Illness____________________________  Doctor___________________
[bookmark: _GoBack]I hereby authorize any medical personnel, including emergency personnel, to use the information provided by myself on this form as a means for more knowledgeable treatment of any physical injury or sickness requiring immediate treatment. I also affirm that the information provided above is true and accurate to the best of my knowledge. I do hereby authorize  __________Bank and its affiliates, employees and agents ("________ Bank") to release to my emergency contact and/or emergency healthcare personnel, my personal health information identified above for the purpose of helping me obtain emergency healthcare treatment.  I understand that any personal health information or other information released to the person or organization identified above may be subject to re-disclosure by such person/organization and may no longer be protected by applicable federal and state privacy laws.  This authorization is valid from the date of my signature below and shall expire (60) days after the date inserted below.  I understand that I have a right to revoke this authorization by providing written notice to the ________ Bank; however, this authorization may not be revoked if _______ Bank has taken action on this authorization prior to receiving my written notice.  I also understand that I have a right to have a copy of this authorization.  I further understand that this authorization is voluntary and that I may refuse to sign this authorization.
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Dear  (Club Name)  member,     We're   glad   you   are   pa r ticipating   in   this   (bank/club name)   event.   In   case   of   an   emergency,   it   may   be   necessary   to   have   medical   information   on  record.   All information will be held in strict confidence and used accessed only  in the event of an emergency.   Please   complete   the   information   below   and   read   and   sign   below .  Each   member   wiII   need   to   complete   a   separate   form.   Thank   You.     Name ______ _ __________________________________________________________________________________ ________ __________     ( Last )   (F irst )         ( Middle )     Address __________________________________________________________________ ______   Zip Code   _____ _ _______ ___________     Phone   ( _ _ _____ ) _ ______ _         __________   Social Security   ____________________________   Date of Birth   _____________________       In   case of emergency notify:     Name   _____________________________________ ____ ____    Relationship ________________________     Address   __________________________________ _____________ ___ __ ______   Zip Code   ______ ____ ________     Home  Phone  ________ ___________    Work / Cell Phone  ________ ___________     Doctor’s Name  _____________________________ ____ ___    Phone  ________ _     Medical Insurance  __ _______ _______ _ __  Policy #  ______________   Group #  ____ ____ ___    Phone  ____ ___ ____ _     Travel Insurance  __ __________________  Policy #  ______________    ID #  ____ ____ ___          Phone  _ ___ _______ _   Blood Type  __ ____   Allergies  _____________ ______________________________________ ___ _____________ _     List all medications that you are currently taking and what dosage   (use additional paper if necessary).   ___________________________________________________________________________ __ _______________   __ ________________________________________________________________________ __ ________________     Please list any existing medical conditions  _______________________________________ __ _________________     ___________________________________________________________________________ __ _______________   Date of last hospital stay ______ ___ ____  Illness __ ______________ ____________    Doctor ____ _____ __________   I hereby authorize any medical personnel, including emergenc y personnel, to use the information provided by myself on this form as  a means for more knowledgeable   treatment of any physical injury or sickness requiring immediate treatment. I also affirm   that the  in f ormation provided above is true and accurate to the  best of my knowledge.   I do hereby authorize    __________ Bank and its  affiliates, employees and agents (" ________   Bank")   to release to my emergency contact and/or emergency healthcare personnel, my  personal health information identified above for the purpose o f helping me obtain emergency healthcare treatment.  I understand  that any personal health information or other information released to the person or organization   identified above may be subject to  re - disclosure by such person/organization and may no longe r be protected by applicable federal and state privacy laws.  This  authorization is valid from the date of my signature below and shall expire (60) days after the date inserted below.  I under stand that  I have a right to revoke this authorization by provid ing written notice to the  ________   Bank; however, this authorization may not be  revoked if  _______   Bank has taken action on this authorization prior to receiving my written notice.  I also understand that I have a  right to have a copy of this authorization .  I further understand that this authorization is voluntary and that I may refuse to sign this  authorization.         Signature _________________________________ Date ______________________  

