Medical Information and Consent Form
Name _____________________________________________ Age _______    M/ F
Address____________________________________________City_____________________

State _____________ Zip _________ Phone _________________   Date of Birth ______________

Emergency Contact Information

Contact’s Name _____________________________________ Relationship___________________  

Address___________________________________________ City __________________________ 

State _____________ Zip_________  Phone ________________________

Physician’s Name _________________________________  Phone ___________________

Address ___________________________________ City ___________________State _______

Health History


* please circle any that apply, and give a brief description below 

Allergies  (  food  |  environmental  |  drugs  |  insect stings/bites  )

Asthma

Depression 

Anxiety

 Physical Disabilities


Epilepsy

Diabetes

Hypertension

 Mental Disabilities

Seizures 

Migraines 

Cardiac Problems
 Hypoglycemia
Other




__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you currently take any medications for the above? ____________

If so, please list names, dosages and frequency needed ______________________________
__________________________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________________

Will you have these medications with you on the trip? _____________

Please list any activity restrictions ________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

Name of beneficiary for travel insurance: _________________________________

Relation to you: _____________________________

I, ___________________________, agree that this medical health history is correct, to the best of my knowledge. I hereby give my consent to have a GOYA representative, team leader, staff, and/or doctor of medicine or dentistry or associated personnel to administer proper medical assistance and/or treatment as deemed necessary, in the event of accident, injury, sickness, etc.,  and agree to be financially responsible for any medical expenses incurred due to said assistance and/or treatment, while either abroad or in the United States. 

Participant’s Name _______________________________________

Participant’s Signature _________________________________________ Date _____________


Notary Public _______________________________ Date _____________
