WFMUCW 10th Joint European Seminar 2018: Confidential Medical Form

Please complete the details on this form, place it in a sealed envelope with your full name on it and marked private and confidential and give it to the Seminar Registrar at registration. 

The envelope will not be opened unless you become ill, or in need of help during your stay, at which point the information will be needed to help you.

PLEASE USE BLOCK CAPITALS

	Your Name
	

	Your Address


	

	Your age
	

	Your blood group, if known
	

	Name of next of kin: (or person to contact in emergency)
	

	Relationship to next of kin:
	

	Contact details for next of kin: Address:

Telephone number:

Mobile/Cell phone:
	

	Details of any medical conditions
	

	Details of medication and its frequency
	

	Name of your doctor
	

	Contact details for your doctor:

Address:

Telephone number:
	


