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MANY OF OUR PROGRAMS TAKE PLACE IN REMOTE SETTINGS WHERE RESCUE IS DIFFICULT AND DEFINITIVE MEDICAL
CARE IS FAR AWAY. ADDITIONALLY, MOST OF OUR OUTINGS REQUIRE A RELATIVELY HIGH LEVEL OF PHYSICAL
ACTIVITY FOR A CONSIDERABLE LENGTH OF TIME. WE WILL USE THE INFORMATION ON THIS FORM TO HELP YOU
CHOOSE AN APPROPRIATE PROGRAM AND TO FACILITATE MEDICAL CARE SHOULD A PROBLEM ARISE. I HANK YOU FOR
TAKING THE TIME TO THOROUGHLY AND ACCURATELY ANSWER ALL OF THE QUESTIONS ON THIS FORM. IT CAN BE
FILLED OUT ELECTRONICALLY OR PRINTED AND MAILED/FAXED TO OUR OFFICE. [F WE HAVE ANY QUESTIONS ABOUT
YOUR ABILITY TO SAFELY COMPLETE A PROGRAM WE WILL CONTACT YOU TO DISCUSS IT. YOU MAY BE ASKED TO
CONSULT A PHYSICIAN. ALL INFORMATION ON THIS FORM IS KEPT IN STRICT CONFIDENCE BY SMG GUIDES AND
STAFF. THANK YOU FOR HELPING US PROVIDE YOU THE SAFEST AND MOST ENJOYABLE MOUNTAIN EXPERIENCES
POSSIBLE!

Mepicar History: Do You Now HAVE, OR HAVE YOU HAD WITHIN THE PAST THREE YEARS, ANY OF
THE FOLLOWING CONDITIONS? IF “YES” TO ANY OF THE CONDITIONS BELOW, PLEASE EXPLAIN IN THE
SPACE PROVIDED.

=
)
7
=
)
7

CONDITION CONDITION

AvrtrTUDE ILLNESS Di1agNoSED MENTAL [LLNESS

BrokEN BoNES SEVERE ANXIETY OR DEPRESSION

SEVERE SPRAINS Hicu BLoop PrRESSURE

SHOULDER OR NECK PROBLEM Heart Disease

Back ProBLEM SE1ZURE DISORDER

Foor or ANKLE PROBLEM AsTHMA

Lec or KNEE PROBLEM D1ABETES

ArRM OrR HaND PrROBLEM Curonic HEADACHES

SHORTNESS OF BREATH
CHEesT Pan
HospiTaLiZATION IN PAST YEAR

INTESTINAL PROBLEM

URINARY TRACT PROBLEM

HeaT or CoLp INTOLERANCE

UNCORRECTED V1sioN orR HEARING WOMEN ONLY: ARE YOU

0 00000000000
0 00000000000 %
0 00000000000
O 00000000000 #

IMPAIRMENT CURRENTLY PREGNANT?

PLEASE ELABORATE ON ANY “YES” RESPONSE FROM ABOVE:

Your NaME: FirsT M.L LasT
NaMEt oF Trip/PROGRAM: DaTi(s):

DATE oF BirTH: Heigur:

GENDER: [ Matre [J] Femare WEIGHT:

PRrRIMARY PHONE #: SECONDARY PHONE #:

ARE YOU CURRENTLY TAKING ANY PRESCRIPTION MEDICATIONS? IF YES, PLEASE LIST MEDICATIONS AND
DOSAGE.

Ema1L ADDRESS:

EMERGENCY CONTACT: RELATIONSHIP TO YOU:

PRrRIMARY PHONE #: SECONDARY PHONE #:

EMAIL ADDRESS:

ARE YOU ALLERGIC TO ANY FOODS, INSECT BITES, MEDICATIONS, OR OTHER? Ie YES, PLEASE EXPLAIN
WHAT YOU ARE ALLERGIC TO, THE REACTION, AND TREATMENT REQUIRED.

IF THIS IS A PROGRAM WHERE FOOD IS PROVIDED, DO YOU HAVE ANY SPECIAL DIETARY NEEDS,
PREFERENCES, OR AVERSIONS?

Do YOU HAVE ANY OTHER CONDITION THAT COULD AFFECT YOUR PERFORMANCE DURING PHYSICAL
ACTIVITY, INCLUDING YOUR ABILITY TO RUN, LIFT, CLIMB, OR SKI? Ir YES, PLEASE DESCRIBE.

FOR YOUR CONVENIENCE, WE RENT SOME TECHNICAL GEAR FOR OUR PROGRAMS.
WILL YOU NEED TO RENT ANY EQUIPMENT FROM SMG? [ Yes O No
IF YES, wHAT?

BRIEFLY DESCRIBE YOUR PHYSICAL CONDITIONING PROGRAM AND YOUR GENERAL FITNESS LEVEL:

PLEASE DESCRIBE YOUR BACKGROUND IN RELEVANT OUTDOOR ACTIVITIES:
ROCK/ICE CLIMBING, SKIING, BACKCOUNTRY SKIING, MOUNTAINEERING, WILDERNESS HIKING, GYM CLIMBING ETC...

Puaysicians NaMe: Puysician’s PHONE #:

YOUR HEALTH INSURANCE PROVIDER: Povicy #:

‘WE DO NOT PROVIDE MEDICAL INSURANCE. YOU ARE EXPECTED TO HAVE YOUR OWN CURRENT POLICY WHEN YOU
SIGN UP FOR A TRIP/PROGRAM. UNLESS OTHERWISE STATED, RESCUE INSURANCE IS NOT INCLUDED. MEMBERSHIP
IN THE AMERICAN ArpINE CLUB INCLUDES RESCUE INSURANCE AND IS RECOMMENDED. SEE
WWW.AMERICANALPINECLUB.ORG FOR DETAILS.

ALL OF THE INFORMATION GIVEN TO SIERRA MoUNTAIN GUIDES ON THIS FORM IS COMPLETE AND
ACCURATE TO THE BEST OF MY KNOWLEDGE.

ParTiCcIPANT INITIALS:

INtTIALS OF PARENT/GUARDIAN (IF PARTICIPANT IS UNDER AGE 18):
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