
 

 CONFIDENTIAL MEDICAL REPORT 
 
Please answer all questions.  Failure to disclose any information could result in harm to the applicant and other 
participants.  Participants arriving at the departure point with a pre-existing condition or injury not indicated on this 
form may not be allowed to participate and will receive no refund.  YOUR APPLICATION PROCESS CANNOT 
BE COMPLETED UNTIL THIS FORM IS FILLED OUT,  SIGNED AND RETURNED TO OUR OFFICE. 
 
GENERAL INFORMATION: 
  
Name: 

 
Male / Female 

 
Age: 

 
Address: 
 
City:                                                                                   State:                                      Zip: 
 
Day Phone:                                                     Evening Phone: 
 
Fax:                                                                  E-mail : 
 
What experience have you had with this activity? 

Can you swim? Y / N 
 
Fitness Level: 
 
 
 
IF YOU ARE COMPLETING THIS FORM FOR ANOTHER PERSON, WHAT IS YOUR 
RELATIONSHIP TO THAT PERSON?                                                                                                           
 

MEDICAL INFORMATION:  
PHYSICIAN:                                                                   TELEPHONE: 
 
PERSON TO BE NOTIFIED IN CASE OF INJURY/ILLNESS (Not participating in trip): 
 
NAME: 
 
DAY TELEPHONE:                                                               EVENING: 
 
RELATIONSHIP: 
 
INSURANCE COMPANY:                                                          POLICY NUMBER: 
 
INSURANCE ADDRESS: 
 
BRIEF STATEMENT OF GENERAL HEALTH: 
 
 
 
YOUR HEIGHT:                  YOUR WEIGHT:                          DATE OF BIRTH: 

 
Please complete all three pages >>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>



 

PLEASE RESPOND TO THE FOLLOWING QUESTIONS.  IF YOU CHECK YES TO ANY OF THE QUESTIONS, DESCRIBE 
PROBLEMS IN DETAIL IN THE SPACE PROVIDED ON THE RIGHT HAND SIDE. 
  

CONDITION
 
Y

 
N

 
DESCRIPTION

 
Do you have any present medical problems? 

 
 

 
 

 
 

 
Does your health prevent you from participation in  
any physical activities?

 
 

 
 

 
 

 
 
Are you taking any medication?  (list dosage, indications) 
 

 
 

 
 

 
 
 

 
Have you had surgery or been hospitalized for any reason 
 in the past 10 years? 

 
 

 
 

 
 
    

 
Do you smoke? If so, how much?

   
 

 
Have you ever suffered from seizures?  List medication 
and dosages used to control seizures. 

 
 

 
 

 
 
    

 
Do you suffer from headache, dizziness or fainting?

   
 

 
Have you had problems with neck, back, arms, ankles or 
knees? 

 
 

 
 

 
 
    

 
Do you have any bleeding problems?

   
 

 
Do you have diabetes or endocrine problems?  List 
medication. 

 
 

 
 

 
 
 

 
Have you ever had frostbite or reaction to cold?

   
 

 
Have you suffered from muscle cramps, heat exhaustion 
or reactions to warm temperatures? 

 
 

 
 

 
    
    

 
Do you have any eating disorders (anorexia, bulimia)?

 
 

 
 

 
 

 
Have you ever been  under treatment of a psychologist or 
psychiatrist?  List reason and date of treatment. 

 
 

  
 
    

 
Women:

   

 
Do you have problems related to your menstrual period?

   

 
Are you taking birth control pills?

   

 
Are you pregnant or nursing?

   

 
Do you have or have you had any of the following conditions? 
 
Yes No Chest pain upon exertion? 
Yes No Asthma or hay fever? 
Yes No Hepatitis, jaundice, or liver disease? 
Yes No AIDS or HIV infection? 
Yes No Sexually transmitted disease? 
Yes No Hemophilia? 
Yes No Dysreflexia? 
Yes No Kidney problems? 
Yes No Urinary/bladder problems? 
Yes No Heart murmur or defect? 
Yes No Ear/throat infections? 
Yes No Ear perforation? 
Yes No Hernia or ruptures? 
Yes No Arthritis? 
Yes No Chemical or other dependency? 
 
 
 

Are you allergic to or have you had a reaction to: 
 
Yes No Bee sting? 
Yes No Local anesthetics? 
Yes No Penicillin or other antibiotics? 
Yes No Sulfa drugs? 
Yes No Barbiturates, sedatives, or sleeping pills? 
Yes No Aspirin? 
Yes No Iodine? 
Yes No Codeine or other narcotics? 
Yes No Food_____________________________ 
  _________________________________ 
Yes No Other_____________________________ 
  _________________________________ 
Miscellaneous: 
 
Yes No Do you wear contact lenses? 
Yes No Do you snore? 

<<<<<<<<<<<<<<<<<<<<<< Please complete all three pages >>>>>>>>>>>>>>>>>>>>>>



 

Do you have any disease, condition, or problem not listed above that you think we should know about? If so, 
explain 
  
 
  
 
Do you require a special diet (vegetarian, vegan, food allergies etc.)?      

                

 
RELEASE OF LIABILITY: 
I certify that the information provided on this form is a complete and accurate statement of the physical and 
psychological factors which may affect my participation on a Northwest Passage trip.  I realize that failure to 
disclose such information could result in serious harm to myself and other participants and I agree to indemnify and 
hold The Northwest Passage harmless if all relevant information is not disclosed. 
 
My permission is given for emergency anesthesia, operation, hospitalization, evacuation or other treatment which 
might become necessary. 
 
I hereby release and discharge the Northwest Passage Outing Club, Inc. and all its staff from any claims, suits or 
damages for personal injury, property damage or aggravation of an existing health condition resulting from my 
participation in a Northwest Passage trip. 
 
Applicant’s Signature:        Date:     
 
Your physician’s signature is required for Arctic & Antarctic programs and when requested 
by the staff of The Northwest Passage. 
 
The above is a complete and accurate statement of the applicant’s current health and medical history to the best of 
my knowledge.  I understand that Northwest Passage trips involve physically strenuous activities, possibly in remote 
areas, and consent is hereby given for the applicant to participate in a Northwest Passage trip.   
 
Physician’s Signature:        Date:     
 
Physician’s Name (print):             
 
Office Address:              
 
Phone Number:              
 
 
FOR INTERNATIONAL TRIPS ONLY: 
PASSPORT #:  _______________________________________   EXP. DATE: _______________________ 
 
NAME AS IT APPEARS ON PASSPORT:  ___________________________________________________ 

 
KEEP A COPY FOR YOUR PERSONAL RECORDS & RETURN THE ORIGINAL TO  

THE NORTHWEST PASSAGE, 1130 GREENLEAF AVE., WILMETTE, IL 60091 
 

<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<< Please complete all three pages 


