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MEDICAL INFORMATION
Rider’s Name: _____________________________________________________________________________________
Address: __________________________________________________________________________________________
__________________________________________________________________________________________________
Phone: _________________________________
___
Date of Birth: ________________________________________
Blood Type: ________________________________
Allergies to Medicine: _________________________________
Emergency Contact: __________________________
Phone: _____________________________________________
Primary Physician: ___________________________
Phone: _____________________________________________
Address: __________________________________________________________________________________________
Preferred Hospital: __________________________________________________________________________________
Health Insurance Carrier: _____________________________________________________________________________
Policy #: ___________________________________
SSN: _______________________________________________
Serious Illness (ie- diabetes, asthma…): _________________________________________________________________
__________________________________________________________________________________________________
Recent Surgeries: ___________________________________________________________________________________
Please circle Y or N




Where / When

Y / N
Head injury or Concussions


____________________________________________________
Y / N
Neck or Back Injuries



____________________________________________________
Y / N
Fractures or Dislocations


____________________________________________________
Y / N
Chest or Abdominal Injuries


____________________________________________________
Y / N
Normal Vision




____________________________________________________
Y / N
Do You Wear Contacts



____________________________________________________
Y / N
Normal Hearing




____________________________________________________
Y / N
Last Tetanus Shot Date



____________________________________________________
CURRENT MEDICATIONS

Type of Medication(s): _______________________________________________________________________________

Reason: ___________________________________________________________________________________________

Date Started: _____________________________
Date Ended: _________________________________________
