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*Required for each race participant

HEALTH STATEMENT
This health statement is confidential; the RDAC Coordinators, ACU Outdoor Club and HSU Outdoor Adventures, will be the only ones to look at it.  It is designed to give the coordinators a better picture of who you are so that we can better prepare for, and serve your individual needs.  In the event of an injury this statement could be the most important information we have about your medical history, please be as thorough as possible.  
In addition, events of the RDAC are physi​cally, mentally, and emotionally demanding.  However it is our goal to make this race an enjoyable experience by first learning more about each participant.  For your safety and the safety each participant, we may need to further question your ability to engage in specific activities, and if necessary request that you refrain from participating.  THANKS!
Name: _______________________________
Gender: ​​_______

Address: _____________________________
Height: ______
Weight: _____

Address: _____________________________
Birth date: ______
Age: ______

*Note: Minimum age is 10.
Phone: ________________________
Email: _____________________________

IN CASE OF EMERGENCY, PLEASE CONTACT:
Name: ​​​​​​​​​​​​​​​​___________________________
Relationship: _______________________

Address: ​_______________________________________________________________

Home Phone (____) _________________
Cell/Work Phone: (____) ______________

Doctor’s Name: _____________________
Doctor’s Phone: _____________________

Medical Policy: _____________________
Number: ___________________________

HEALTH HISTORY:
Allergies (e.g. insect stings, drugs, foods, etc.):  Please discuss any allergic reactions that you are aware of with the trip leader at the pre-trip meetings.

Penicillin

Yes____ No____ Reaction________________________________

Tetracycline

Yes____ No____ Reaction________________________________

Sulfa Products

Yes____ No____ Reaction________________________________

Iodine


Yes____ No____ Reaction________________________________

Food


Yes____ No____ Reaction________________________________

List: ________________________________________________________________

Stings/Bites

Yes____ No____ Reaction________________________________

List: ________________________________________________________________

Other


Yes____ No____ Reaction________________________________

List:_________________________________________________________________
_____________________________________________________________________
PLEASE READ AND SIGN NEXT PAGE

Please check any of the following CONDITIONS (past or present) that could affect your performance on this race:
Blackouts _________ Dizziness _________ Chest pain ________ Headaches ________

GI tract problem __________________
High blood pressure _________ # _______

Menstrual cramps _________________
Muscle cramps ______________________
Do you take any medications?  If so, please list and explain their purpose.  Also, please notify race officials of any medication that you will bring with you and where you will keep it.  This will be important information in the event of an emergency.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any physical problems or chronic conditions (e.g. poor vision, bad back, knees, diabetes, epilepsy, hypo-glycemia, high blood pressure, etc.) that could affect your performance on this race?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a history of heart problems?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any recent illnesses, injuries, or operations?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you seen a mental health professional during the last two years?  If so, please give the purpose.  ______________________________________________________________________
________________________________________________________________________

Rate your current activity level.  Are you very active, moderately active, or sedentary? ________

Are you certified in first-aid? _____ Type: _________ Expiration Date: ​​​​​​​​​​​​​_____________

Do you smoke? _____________   

Do you wear glasses/contacts? ______________________________________________

Is there any other important information that we should know about you?

________________________________________________________________________________________________________________________________________________

AGREEMENT:  I give my permission for any anesthesia, surgery, or other medical care that might be necessary in a medical emergency.  I understand the rigorous nature of the race.  I understand that I will be held responsible for the cost of an evacuation if I require one.  I understand the importance of this form and have answered all statements fully and truthfully.  I understand that if I am at all uncertain about my ability to participate in this race, it is my obligation to consult my personal physician.

Signature: ________________________________________________  Date: _______________

Parent/Guardian Signature: ___________________________________  Date: _______________







Mail completed form with Registration Form, Risk Release Form, and Registration fees to:

ACU Outdoor Club, ACU Box 28257, Abilene, TX 79699


