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Please fill in the information below.  Disclosure of health conditions is voluntary, but having information about pre-existing health
conditions will enable the conference staff to help you obtain proper medical assistance in the case of an accident or illness.  In
addition, we can help pre-arrange medical personnel for consultation overseas.  Language barriers and incomplete medical records can
delay treatment.  While you are abroad, it is important that you continue any medical treatment or medication that you are currently
receiving.  We recommend that individuals with chronic health or mental health conditions discuss their travel plans with their health
care providers.

Name ______________________________________

Date of Birth     ______________________________________

Person(s) to be Notified in Case of an Emergency:
Name(s) ______________________________________

Relationship ______________________________________

Home Phone ______________________________________

Work Phone ______________________________________

Cell Phone ______________________________________

Address ______________________________________

E-Mail ______________________________________

______ I am currently taking no medications, nor am I aware of any chronic physical or mental health condition that could influence
my ability to participate fully in the conference.

______ I am taking medication or have a chronic physical or mental health condition as described below.

Please list any chronic health or mental health conditions for which you are currently receiving treatment or that might recur or be
exacerbated by changes in the environment, diet, exercise or stress.
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Please list any medications you are currently taking.

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Reminder: Bring enough medication in its original container to cover you for your time abroad plus one extra week.

What medications or other substances are you allergic to?
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Are you on a medically restricted diet?  If so, please explain.
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
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Do you have a physician or mental health care provider who should be consulted in case of an emergency?  If so, list name and phone
number.

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

.

PLEASE NOTE THAT WE CANNOT ACCEPT A FAX OR A COPY OF THIS FORM. WE MUST
HAVE ORIGINAL DOCUMENTS. THIS FORM MUST BE RECEIVED IN THE TORRANCE
CENTER OFFICE BY NOVEMBER 16, 2007.


