
HEALTH FORM FOR NABBA 2014 
 
NAME:  ___________________________________________________________________________________________  
 
ADDRESS:  ________________________________________________________________________________________  
 
CITY: _______________________________________________ STATE: _____________  ZIP CODE: _______________  
 
DATE OF BIRTH: _____________________                            SOCIAL SECURITY #: XXX-XX-  ______________________  
 
EMERGENCY CONTACT:  ____________________________________________________________________________  
 
RELATIONSHIP:  ___________________________________________________________________________________  
 
EMERGENCY PHONE(S): ____________________________________________________________________________  
 
HEALTH INSURANCE INFORMATION: (if any changes in health card, please re-submit another copy prior 
to the trip)  **** COPY OF HEALTH CARD MUST BE ATTATCHED***** 
 
NAME OF PRIMARY CARE PHYSICIAN: ________________________________________________________________  
 
PHONE NUMBER OF PRIMARY CARE PHYSICIAN:  ______________________________________________________  
 
DOES HE/SHE HAVE ANY ALLERGIES:               YES                  NO  
If yes, what? _______________________________________________________________________________________  
 
__________________________________________________________________________________________________ 
 
CURRENT MEDICINE / REASON (for example: metformin/diabetes): 
 _____________________________________________ / ___________________________________________________  
 _____________________________________________ / ___________________________________________________  
 _____________________________________________ / ___________________________________________________  
 _____________________________________________ / ___________________________________________________  
MAJOR SURGERIES (N/A if none): 
 _________________________________________________________________ DATE: __________________________  
 _________________________________________________________________ DATE: __________________________  
 _________________________________________________________________ DATE: __________________________  
 

Form will be viewed by directors only and destroyed after the trip. 
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