Atlantic Region Motor Sports Inc.

Driver MEDICAL INFORMATION -‘pn“

For AMP Track Paramedics
== ALL DRIVERS must complete -| Boxesin RED | =

e —
RTLANTIC REGIDN MOTOR SPORTS: ATLANTIC REGION MOTOR SPORTS:

Race CAR #
SEDAN
Open Wheel
Last Name: First Name: Initial:
ADDRESS:
City & Province: Postal Code: Telephone#:( )
Medical Insurance #: Province: Expiry Date:
YYYY /MM /DD
MEDICAL HISTORY:

a) Medical Alert Bracelet: [ [ ] if Yes:

b) Cardiac: [] []

c) High Blood Pressure: [ | []

d) Diabetes: [] []

e) Respiratory: [] []

f) Epilepsy: ][]

g) Dentures: [] []

h) Contact Lens: 1 [

i) Blood Thinners: N

j) Hemophilia: ] [

k) Allergies: [] 1 if Yes, Please List:

I) Medications: [] || if Yes, Please List:

m) Blood Type: Date of Last Tetanus:

YYYY /MM /DD

n) Other Special Concerns:

0) Family Physician: Tel. #: ( )
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