


TRI-COUNTY SEARCH AND RESCUE
Medical Release Form/
Permission to Treat    
Name:______________________________ Social Security#:____________________ 

Birthdate:____/____/______

Age:____ Sex (M/F):_____

Address:_________________________________________________________

City:_________________________ State:_______ Zip:_____________

Parent/Guardian(if under 18)___________________________________________

Home Phone:(___)________________Work Phone:(___)________________________

Secondary contact to notify in event of emergency:_____________________________


Their relationship to you:__________________ Their phone:(___)_________________

Please supply ALL of the following information.


Family Physician’s Name:_______________________ Phone:(___)______________

Physical Limitations (Asthma, diabetes, allergies, lifting ), and/or special instructions









(Allergic to certain meds, rare blood type, wears contact lenses, etc.):





List ALL medication taken on a regular basis and/or any brought with you
 (Prescription meds MUST have a pharmacy label and name of doctor)



List all operations/serious injuries and dates within the past five (5) years:







The Health History is correct so far as I know, and the person herein described has permission to engage in all  activities except as noted. I also consent to medical attention 
As required if need be.














Signature__________________________________Date____/____/_______
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