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Rotary District 7010 Conference 2026
Adventure Paddle 2026 – Health Form
September 23, 2026 to September 25, 2026



CAMPER INFORMATION: (print clearly)

	Last Name:
	
	First Name:
	
	Middle Initial:
	

	Birthdate (yyyy/mm/dd):
	
	Pronoun:
	 He   She   They

	Home Address:
	

	City/Town:
	
	Province:
	
	PC:
	

	Home Phone:
	
	Cell:
	
	Other:
	

	[bookmark: _Hlk203821822]Email Address # 1:
	

	Email Address # 2: 
	



[bookmark: OLE_LINK18]
[bookmark: OLE_LINK6][bookmark: OLE_LINK7][bookmark: OLE_LINK8]EMERGENCY CONTACTS: (print clearly)
[bookmark: OLE_LINK3]
	Contact 1

	[bookmark: OLE_LINK4][bookmark: OLE_LINK5][bookmark: OLE_LINK1][bookmark: OLE_LINK2]First & Last Name:
	

	Relationship:
	

	Home Phone:
	

	Work Phone:
	

	Cell Phone:
	

	Other Phone:
	

	Contact 2

	First & Last Name:
	

	Relationship:
	

	Home Phone:
	

	Work Phone:
	

	Cell Phone:
	

	Other Phone:
	




HEALTH INFORMATION

	Health Card #:
	
	Version Code:
	

	Doctor:
	
	Phone:
	

	Address:
	
	City:
	

	Permission for attending Doctor/Nurse to contact your Family Doctor if necessary?
	Yes   No  

	Immunization Dates: 
	Tetanus:
	
	Polio:
	

	(yyyy/mm/dd)
	Hepatitis B:
	
	Pertussis:
	

	
	Diphtheria:
	
	Meningitis:
	



[bookmark: OLE_LINK9][bookmark: OLE_LINK10][bookmark: OLE_LINK11][bookmark: OLE_LINK12][bookmark: OLE_LINK13][bookmark: OLE_LINK14][bookmark: OLE_LINK15][bookmark: OLE_LINK16][bookmark: OLE_LINK17]DIETARY RESTRICTIONS:   Vegetarian   Vegan    Lactose Intolerant    Gluten Free    Other:  																	

More Information of Page 2 (Over)

HEALTH INFORMATION – continued

ALLERGIES: Be Specific, attach a separate page if necessary.  If participant uses an EpiPen, they must bring it on the trip.  

	[bookmark: OLE_LINK25]Indicate Type: Drug, Food, Environmental, Insect, Other
	Allergen
(please be specific)
	Type & Severity of Reaction
(Indicate if life-threatening)
	Management / Treatment / Medication
	Date of Last Reaction
(yyyy/mm/dd)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	
[bookmark: OLE_LINK19][bookmark: OLE_LINK20][bookmark: OLE_LINK21]ASTHMA: Do you suffer from asthma?   Yes  No If yes, indicate severity?    Mild   Moderate   Severe

What are the triggers for these attacks? 										   

MEDICATIONS: Is the participant on any medication (prescription or homeopathic/naturopathic)?  Yes  No  If yes, please list:

	[bookmark: OLE_LINK22][bookmark: OLE_LINK23][bookmark: OLE_LINK24]Medication
	Amount
	Frequency
	Other Relevant Information

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please list any extra or relevant health information below:
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