Personal Medical and Insurance Data

Medical Information Form (completed in duplicate)

Ontario Health Card No. ________________      

Out-of-Province Health Carrier_____________ Telephone (before treatment): ____________________

Certificate No.: __________________________  Expiry Date:  _________________________

Passenger on Tour:


            Nearest Relative to contact in case of emergency:
Name:________________________________       Name:_______________________________  

Address:______________________________       Address:______________________________

City/Province:
_________________________        City/Province: ________________________

Telephone:  ___________________________        Telephone: ___________________________

Cell Phone Number:  ____________________       Cell Phone Number:  ___________________

Email Address:  ________________________        Email Address: _______________________

Doctor’s Name:  _________________________    Medical Condition:___________________ 
Address:__________________________________ Medication presently being taken:  

City/Province:
_____________________________  (1)  ________________________________

Telephone:  _______________________________  (2)  ________________________________

Cell Phone Number:  ________________________ (3)  ________________________________

Email Address:  ____________________________ (4)  ________________________________

Doctor’s Name:  __________________________   Medical Condition:___________________ 

Address:__________________________________  Medication presently being taken:  

City/Province:
_____________________________  (1)  ________________________________

Telephone:  _______________________________  (2)  ________________________________

Cell Phone Number:  ________________________ (3)  ________________________________

Email Address:  ____________________________ (4)  ________________________________

Medical Facility:

Name: __________________________________
 Telephone:  _________________________

Address:  _________________________________  Additional Information:  _______________

City/Province/State:  _______________________    ___________________________________

Doctor:__________________________________    ___________________________________

The above information is correct to the best of my knowledge.

Dated:  _________________________


______________________________









(Sign your name)

Additional Information (for example, allergies):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

>It is recommended that each person have Out-of-Province Health Insurance (if Tour is out of Province).

>The above information will be held confidential and given only to Emergency Medical Persons.

>Please bring this Personal Medical and Insurance Data Form with you on the bus tour.

