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Cascade Adventures
Participant’s Medical History Form
Date______________
Name_______________________________
SS# or OSUID__________________________
Address_______________________________________________________________

Telephone___________________OSU-Cascades/COCC Affiliation________________________

Email_________________________ Department of Study_______________________

Emergency Contact__________________________ Relationship__________________

Emergency Contact Telephone______________________________________________
Insurance Co.: ________________________
Policy#:_______________________

Insurance Address:______________________________phone#:________________________
Please Circle any of the following pertinent and current (w/in the past year) conditions – 

Pregnancy       Seizures
    Hospitalization/Emergency Room Visit

Diabetes
     High Blood Pressure   History of Heart Disease    Asthma     Allergies
Heart Attack

Stroke

Hypertension

Dizzy Spells

Faint spells

back/neck problems

knee or other joint  problems

Please include below any details about the above conditions. 
Medical History:

Please indicate any other pertinent medical conditions you currently experience or have been treated for. 
Medications – please list any medications you currently take on a regular basis. Please include the frequency of each medication.

All the above information will remain confidential. It is is crucial, however, for the trip leaders to know and understand the extent of any and all conditions of Cascades Adventures participants. Please disclose any conditions, however slight. Participants with a variety of conditions can successfully experience Cascade Adventure outings, but trip leaders must be aware of any pertinent conditions. Failure to disclose such information could result in serious harm to you and your fellow participants. 

Signature:_________________________________________ Date:_________________

