
Five Day Academy 
Emergency Information 

 
In case of a medical emergency, this information will be used.  This information will 
be shredded or deleted after the Academy.   
 
Name_________________________________________________________________________________________ 
 
Home Address_______________________________________________________________________________ 
 
City________________________________  State____________________  Zip Code_____________________ 
 
Emergency Contact__________________________________________________________________________ 
 
Emergency Contact Phone Number(s) (with area code) _________________________________ 
 
Physician Name______________________________________________________________________________ 
 
Physician Phone Number (with area code)________________________________________________ 
 
Please list all medications you are taking: 
 
 
 
 
 
 
 
Are you allergic to any medications?       Y       N 
Please list: 
 
 
 
Please list any medical conditions that an emergency room doctor should be aware 
of: 
 
 
 
 
 
Insurance Information: 
 
 
 
Please share any other medical information that you feel would be important for us 
to know: 


