
MEDICAL INFORMATION

The purpose of this form is to provide Honor Flight™ Inc. and/or

emergency medical technicians information about the participants should an emergency arise.

NAME:______________________________________________________

ADDRESS: __________________________________________________

CITY:_________________________STATE:__________ ZIP: _________

PHONE:________________________

Known allergies to medications: 

___________________________________________________________

Known medical conditions:

___________________________________________________________

___________________________________________________________

___________________________________________________________

EMERGENCY CONTACT INFORMATION

In case of an emergency, please list the name, address and phone number of the person(s) you would like Honor Flight™ Inc. to contact on your behalf.

NAME:______________________________________________________

ADDRESS:__________________________________________________

PHONE NUMBER:___________________
I hereby authorize the Honor Flight™ Inc. organization, its officers,

employees, members, participants, users and/or volunteers, to take the action they believe is appropriate in an emergency situation. Further, I agree to indemnify and hold harmless Honor Flight™ Inc. organization, any officer, employee, member, participant, user and/or volunteer thereof, against any claim(s) arising out of said emergency care.

________________              ___________________________________

          Date 





   Signature

