
JASY Volunteer Medical Information and Release.doc Page 1 of  2 

JASY VOLUNTEER  
MEDICAL INFORMATION AND AUTHORIZATION / RELEASE 

Name of Volunteer:    
Emergency Contact (In case of emergency, please contact: 

Name:     Relationship:   

Telephone (day)       (eve) 

Primary Care Physician Name:     

Medical Insurance:       

Policy Number:  

Subscriber's Name: 

Physician Phone Number:  

Medications Needed:   Name: Name: Name: 

For:  For:  For:   

Date of last Tetanus shot:     Dietary Restrictions: 

Have you had any of the following conditions during the past three years?   Please mark all that apply. 

__   Alcohol/Drug Addiction 
__   Allergies- Please specify below. 
__   Asthma 
__   Cancer 
__   Chronic Respiratory Problems 
__   Chronic digestive/GI Problems 
__   Colitis 
__   Diabetes 
__   Dizziness/fainting spells 
__   Eating disorder 
__   Epilepsy/Seizure Disorder 
__   Frequent indigestion or ulcer 
__   Heart Disease/circulatory complications 
__   Head Injury 
__   High blood pressure 
__   Treatment at a hospital 

__  Hypoglycemia 
__   Jaundice/hepatitis 
__   Liver or gall bladder problems 
__   Major injuries that required hospital/ER attention.       
       (If so, please specify below.) 
__   Menstrual problems 
__   Narcotic/alcohol dependency 
__   Psychological/psychiatric conditions 
__   Skin Disease 
__   Surgery 
__   Reaction to antibiotics.  (Please specify below.) 
__   Thyroid Condition 
__   Tuberculosis 
__   Venereal Disease 
__   Other 

If you marked any items above, please provide specific information/details below, including any required treatments, 
medications and the status of the condition. 

I am eighteen years of age or over/the parent or legal guardian of the above-named volunteer. I hereby grant permission to JASY 
Leaders, Volunteer Coordinator and Chaperones to authorize medical treatment for the above-named volunteer, as they deem 
appropriate, during the Program.  I agree that I will be responsible for the costs of medical treatments received. 

I hereby consent to the release of medical information to JASY Trip Leaders, Volunteer Coordinators, Chaperones and Medical 
personnel necessary to make treatment decisions about, or to provide appropriate care to, the above named volunteer. Such 
consent shall be effective during the Program (scheduled for   _________________   and continue through any extensions of 
my stay in Jamaica. 

In signing this document, I confirm that the volunteer is in good health and in proper physical condition to participate in the JASY 
Program.  I further verify that all of the medical and psychological information I provided is accurate and complete, and I 
will notify the JASY Volunteer Coordinator of any relevant changes to my health that occur prior to the start of the Program. 

Date:          Volunteer Signature       

(if volunteer is under 18 years of age complete following)   Parent / Guardian Name

Date: ___________      Parent/Guardian Signature 

See CDC recommendations for travelers to Jamaica.  http://wwwnc.cdc.gov/travel/destinations/traveler/none/jamaica  
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