
 

HAMILTON COLLEGE 
ADIRONDACK ADVENTURE 

MEDICAL INFORMATION AND RELEASE FORM 
 

Please read, complete, and return this form to Adirondack Adventure, Hamilton College, 198 College Hill Road, 
Clinton, New York 13323 by July 11th. 
 
Last Name ________________________          First name  ______________________________ 
 
Date of Birth: _____ / _____ / _____                 Social Security Number:  ____ - ___ - ______ 

 

Emergency Contact:  (Parent or Guardian) 

Name  ______________________________ 

Street ______________________________ 

City______________   State ___  Zip _____ 

Home phone_________________________ 

Work phone _________________________ 

Personal Physician: 

Name  _______________________________ 

Street ________________________________ 

City_____________State___Zip __________ 

Work phone ___________________________ 
 
 

 
Medical Insurance Coverage 
 

I have medical/hospital insurance with the ____________________________________ Company. 

Policy number  ____________________________ 

 

 
Medical Information 

 
 
 

Please respond carefully to the following items: 
 
1.  Do you have any disabilities or conditions that you think might limit your participation?  ___Yes 
___No 
If yes, please explain:                                                                                                                                                                                 
 
 
 
2.  Do you regularly take (or need to carry) any medications?___ Yes ___ No  If yes, please explain their nature 
and status.  
 
 
 
 
3.  Have you had any operations, fractures, or major illnesses during the past 12 months? ___  Yes ___ No 
If yes, please explain their nature and status.     
 
 
 
 

Over 
 



 

4.  Do you have any chronic or recurring illnesses or injuries?  If yes, please explain                                                                                                                         
 
 
 
 
 
 
5.  Do you have any allergies (bees, wasps, penicillin, foods, medications, etc.)? ___ Yes ___ No 
If yes, please identify them and explain the nature of your reaction. 
 
 
                                                           
 
6.  Do you have diabetes? ___ Yes ___ No 
 
7.   Do you sleep walk? ___ Yes ___ No 
 
8.  Do you have any special dietary needs? 
 
 
 
Date of last tetanus shot: ____ / _____ / _____ 
 
Please have a tetanus shot or booster if you have not had one within the last ten years. 
 
 
 
I certify that the information given here is complete and accurate to the best of my knowledge.  

I consent to the release of medical records and to the medical treatment of (name) 

_______________by the staff of the Hamilton College Health Center, consulting or covering 

physicians, and EMTs. 

 

Participant's signature   

 

Parent/Guardian's signature      

 

Parent/Guardian's name (printed)      
 
 
 

Return by July 11th to: 
 
Adirondack Adventure 
Hamilton College 
198 College Hill Road 
Clinton, NY  13323 

 


