
MEDICAL FILE

Name of Participant: ___________________________________________________ Age: __________

Address: ______________________________________________________________________________

In case of emergency please contact:

Name:____________________________________________ Telephone:__________________________

Do you have any medical conditions we should know about? ❏ Yes ❏ No

If yes, please explain: ___________________________________________________________________

Are you taking any medications? ❏ Yes ❏ No

If yes, please indicate name(s) of the medication(s): _________________________________________

Are you allergic to any medication? ❏ Yes ❏ No

If yes, please specify medication(s): _______________________________________________________

Are you allergic to bee stings? ❏ Yes ❏ No

Are you allergic to any plants? ❏ Yes ❏ No

Do you have food allergies? ❏ Yes ❏ No

If yes, please specify: ___________________________________________________________________

If necessary, will you accept medical treatment? ❏ Yes ❏ No

Participant’s Signature:______________________________________ Date: ____________________

: 2055 España Suite 402, Ocean Park San Juan, Puerto Rico 00911

℡: 787.447.0700 | 787.529.2496 | 787.616.7543 | �: 787.783.8754
�: www.camporicoziplining.com | info@camporicoziplining.com

A N E C O Q U E S T A D V E N T U R E


