Booyah         							Medical form


PLIN: ____________	Date of birth:  ________________________________________
Name: _______________________________________________________________ 
Address: _____________________________________________________________ 
Zip code/City:  _________________________________________________________
Name en phonenr. GP:__________________________________________________ 
Emergency contact:  ____________________________________________________ 
Phonenr. & relation:  ________________________ / ___________________________
2nd emergency contact (not at event):  _______________________________________
Phonenr. & relation:  ________________________ / ___________________________

· Yes, I am allowed to carry out ordinary physical activities. 
· I do/do not wear glasses and/or contact lenses 
· I am allergic to: ________________________________________________ 
· I have the following symptoms: 
· asthma 
· diabetes
· epileptic 
· fobia: __________________________
· heart condition: __________________ 
· hay fever 
· hyperventilation 
· other __________________________ 

· I am taking the following medication: _______________________________________________________________

· I am allergic to the following medication: _______________________________________________________________ 

· This document is subject to the privacy legislation.

· I understand that I am responsible for the information in this form and need to update it, when necessary.
[bookmark: _GoBack]
I hereby declare that this  form is filled in truthfully and in full.

City and date: _______________________ Signature: ________________________
