REGISTRATION FORM 

 MEDICAL & HEALTH INFORMATION 
PLEASE TYPE ACCURATELY AND INCLUDE ALL INFORMATION
Date: 

Last Name: 
First Name: 
Middle Initial: 

Last 4-Digits 

Student I.D # 
KSU Email:
Other Email: 


(required if KSU Student)
Gender:
Date of Birth:
 
Cell Phone:                                     Home Phone:
Work Phone:  

Address: 
City/State/Zip: 

Vehicle License Plate # (if you plan to leave your car on campus during the trip):

Is this your first volunteer experience at Kent State University?
Yes
No

Did you participate in volunteer activities in high school?
Yes
No

Status:  Kent State Student         Kent State Faculty           Kent State Staff            Other  

 Academic Class:
MEDICAL INFORMATION

I have medical insurance:   Yes       No 
Medical Insurance Provider  ________________________________  Policy # _______________________
Secondary Insurance Provider _______________________________ Policy # ______________________

EMERGENCY CONTACT INFORMATION: In case of emergency, please contact: 

#1 Name __________________________________________________   Relationship _________________

Address ___________________________________ City _____________  State __________ Zip ________   

Home Phone (    ) ___________________________   Work Phone (    ) _____________________________

#2 Name __________________________________________________   Relationship _________________

Address ___________________________________ City _____________  State __________ Zip ________   

Home Phone (    ) ___________________________   Work Phone (    ) _____________________________

#3 Doctor’s Name _____________________________    Doctor’s Phone (    ) _______________________

Doctor’s Address ___________________________   City _____________  State __________ Zip _______
Medical Information Continued

Diabetic:    Yes       No 

History of seizures:    Yes      No 

Wear Glasses/ Contacts:   Yes      No 

Blood Type:   _ A+    _O+     _ B+     _AB+     _A-     _O-    _B-    _AB- 

Currently under treatment for any illness or condition       __Yes       __No 

Name and dosage: _____________________________________________________________________  ______________________________________________________________________________________
Currently taking ANY form of medications:    __Yes      __No 

Name and describe:  ______________________________________________________________________     

_______________________________________________________________________________________

Do you have allergies (i.e. stings, insect bites, medications):   __Yes     __No

Name and describe: _______________________________________________________________________

_______________________________________________________________________________________

Do you have dietary restrictions:    __Yes    __No 

Name: ________________________________________________________________________________

______________________________________________________________________________________

I have had the tetanus immunization in the past 7 years:      Yes        No 

PLEASE DESCRIBE ADDITIONAL INFORMATION WE SHOULD KNOW?
 I certify and acknowledge that I have read this document thoroughly. All information provided is correct and accurate. 
Print Name ______________________   Signature __________________________   Date __________

