
Grand Valley Equine Assisted Learning Center 

    Medical Information Form 

 www.gvequineassistedlearningcenter.org     gvealc@gmail.com    PO Box 308, Fruita, CO  81521 

 

Name of Participant / Volunteer: _________________________________________________ 

Parent(s) or Guardian(s): _______________________________________________________ 

Address: ____________________________________________________________________ 

City: ________________________________ State: _________________ Zip: _____________ 

Home Phone: _______________ Cell Phone: _______________ Work Phone: _____________ 

Age of Participant/Volunteer: _________ Birth Date: _________________ Grade: ___________ 

Family Physician: _______________________________ Phone: ________________________ 

Medications Taken: ____________________________________________________________ 

Allergies: ____________________________________________________________________ 

Other Pertinent Health Information: ________________________________________________ 

Medical Insurance Company: Group No.: ___________________________________________ 

Medical Insurance ID No.: ________________________ Phone: ________________________ 

Emergency Contacts: 

Name: _________________________ Phone: ______________ Relationship: _____________ 

Name: _________________________ Phone: _______________ Relationship: ____________ 

Name: _________________________ Phone: _______________ Relationship: ____________ 
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