
Medical Information Form 
Machu Picchu 2017 

All information submitted in this form is confidential. Many participants with a variety of medical conditions have 
successfully completed our events, yet we must be aware of all conditions. 

Please provide current information as you complete this form, including: current information for two emergency 
contacts (name, address, phone), current physician’s contact information (phone, office address), current health 
insurance information, current prescriptions and over-the-counter (OTC) medications (name, dosage, times 
administered, etc.), and immunizations (year). 

You need a physical and/or psychiatrist’s clearance, in order to participate in this Freedom Challenge 
event. Complete and accurate medical disclosure is required for your safety and the safety of other 
participants. A  physician’s clearance is required. Once you receive this form, please print it and bring it to 
your appointment. Before leaving the doctor’s office, please verify that the form has been completed 
in full and emailed to  sarah.goergen@om.org. 

Participant Information 

Participant Name: Event Name: 

Street Address: City: 

Postal / Zip Code: Country: 

Primary Phone: Email: 

Participant Date of Birth: 

“Speak	  up	  for	  those	  who	  cannot	  speak	  for	  themselves;	  ensure	  justice	  for	  those	  being	  crushed.	  
Yes,	  speak	  up	  for	  the	  poor	  and	  helpless,	  and	  see	  that	  they	  get	  justice.”	  Proverbs	  31:8-‐9	  NLT	  
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Emergency Contact Information 

For each participant, we need two persons to contact in the event of an emergency. If possible, please list two 
phone numbers per contact. 

Contact #1: 

Name:  Relationship to Participant: 

Street Address: City:  

Postal / Zip Code: Country: 

Primary Phone: Secondary Phone: 

Email: 

Contact #2: 

Name:  Relationship to Participant: 

Street Address: City:  

Postal / Zip Code: Country: 

Primary Phone: Secondary Phone: 

Email: 

Physician Contact Information 

Name:  Credentials (MD, DO, PA): 

Group Name: Office Phone: 

Office Address: City:  

Postal / Zip Code: Country: 
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Health Insurance Information 

Personal health insurance coverage is required.  You are personally responsible for any medical care expenses 
incurred in providing appropriate care per The Freedom Challenge’s treatment and evacuation policies. The 
Freedom Challenge requires having insurance during your time of participation in our event(s). 

If applicable, please list your medical insurance or accident coverage information below: 

Insurance Company: Phone: 

Policy Number: Group: 

Company Address: Policy Holder: 

General Medical History 

Please name and describe any illness for which you are currently under treatment: 

Please name and describe any medical equipment you are currently using: 

For the following, please indicate whether participant currently has, or has had, a history within the past five 
years of the listed medical conditions. Complete and accurate disclosure is required for your safety and the 
safety of other participants on the course. Many participants with a variety of medical conditions have 
successfully completed our events. 

Chest Pain:* ☐ Epilepsy:*  ☐ 
Shortness of Breath:* ☐ Seizures:*  ☐	 

Palpitation:*  ☐ Paralysis:*  ☐ 
Swelling of Ankles: ☐ Fainting:* ☐ 
Heart Murmur: ☐ Dizziness:*  ☐ 
High Blood Pressure: ☐ Loss of Consciousness:* ☐ 
Heart Disease: ☐	 Recurrent Headaches:* ☐
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Heart Attack:    ☐	 Migraines:*  ☐ 
Heart, Blood, Artery Condition:* ☐	 Chronic Fatigue Syndrome:  ☐ 
Hypertension: ☐	 Concussions:* ☐ 
Anemia: ☐	 Joint Injury:  ☐ 
Stroke: ☐	 Sprains/Strains:*  ☐ 
Aneurysm:  ☐	 Dislocations:  ☐ 
Artiosclerosis: ☐ Fractures: ☐	 

Gastrointestinal Disturbances:* ☐ Neck/Back Pain:*  ☐	 

Colitis:	 ☐	 Arthritis: ☐ 
Irritable Bowel Syndrome:* ☐	 Carpal Tunnel: ☐	 

Hernia: ☐	 Musculoskeletal/joint: ☐ 
Rectal Problems: ☐	 Muscle Injury: ☐ 
Gall Bladder Disease: ☐	 Fibromyalgia:  ☐ 
Kidney Stones: ☐	 Neuromuscular Disorder:  ☐ 
Kidney Disease: ☐	 Skin Conditions:*  ☐	 

Disease of the Pancreas:  ☐	 Cancer: ☐	 

Liver Disease: ☐	 Tumor: ☐	 

Stomach Problems:  ☐	 Other malignancy:  ☐ 
Ulcers: ☐	 Difficulty Swallowing: ☐	 

Pleurisy: ☐	 Impairment of Sight: ☐	 

Emphysema:  ☐	 Impairment of Hearing: ☐	 

Tuberculosis:  ☐	 Impairment of Speech: ☐	 

Cystic Fibrosis: ☐	 Eyes, ears, nose, throat:  ☐	 

Asthma:* ☐	 ADHD:  ☐ 
Lung Disease: ☐	 Eating Disorders:  ☐	 

Bladder Conditions:  ☐	 Depression:  ☐ 
Blood in Urine:* ☐	 Anxiety: ☐ 
Reproductive organ conditions: ☐ Obsessive Compulsive Disorder: ☐
Sexually Transmitted Disease: ☐	 Nervous Disorders:  ☐	 

AIDS/HIV: ☐	 Dyslexia: ☐

Rheumatic Fever: ☐ Fear of Heights: ☐ 
History of Mononucleosis: ☐ M.S.  ☐	 

Diabetes:* ☐	 Lupus:  ☐	 

Hepatitis A, B, C: ☐	 Other Serious Illness:* ☐

Fluctuation in weight in the past year of 10 ± kgs: ☐

If you answered “Yes” to any of the above, please describe the condition(s): 
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For items marked with an asterisk, please describe the frequency, severity, triggers, 
last occurrence, and current management of the condition: 

Do you see a medical or physical specialist of any kind for any of the above conditions 
or otherwise? If yes, please provide name(s), and address(es), and specify for which 
issues you are under treatment: 

For female participants only, please indicate the severity of your menstrual cramps: 

Are you pregnant?   Yes   No  Is it possible that you are pregnant?   Yes   No 

Personal History 

Reminder: All information entered into this medical form is fully confidential. Please indicate whether the 
participant has been suspected or diagnosed with any of the following: 

Eating Disorder: ☐ Emotional Condition: ☐ 
Bipolar Disorder: ☐ Cutting: ☐ 
Autism: ☐ Physical Disability: ☐ 
Asperger’s:  ☐ Cognitive Disability: ☐ 
Sensory Disability:  ☐ Learning Disability: ☐	 

Alcohol or substance abuse: ☐ Mental/nervous/eating disorders: ☐ 
Anxiety: ☐ Depression:    ☐ 
Obsessive compulsive disorder: ☐ Other mental/emotional issues: ☐

If you answered “Yes” to any of the above, please describe: 
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Has participant had treatment, counseling, or hospitalization for a mental health 
condition? If yes, please describe reasons for treatment/counseling, please list 
specific dates of treatment/counseling, any medications prescribed, and provide the 
name and phone number of the therapist or counselor: 

Please note that our events are not designed to address behaviors and symptoms that medications are 
designed to treat (such as ADHD, ADD, depression, anxiety, etc), and that any medication currently prescribed 
by your psychiatrist or physician should be continued while participating in any Freedom Challenge event. 

Has participant had drug, alcohol, and/or tobacco use or abuse in the last 2 years? If 
yes, please describe: 

Please note that drug, alcohol, and/or tobacco use is not allowed while participating in a Freedom Challenge 
event. The Freedom Challenge is not a place to quit smoking, drinking, or drug use. The Freedom Challenge is 
not a rehabilitation program, and may not be appropriate for those recently out of rehabilitation programs. 

Allergies and Food Sensitivities 

Please indicate and describe allergies below: 

Food Allergies: ☐ Insect Allergies: ☐

Medication Allergies: ☐ Other Allergies: ☐	 

Allergies to Environmental Substances: ☐ 

If you answered “Yes” to any of the above, please describe the allergy, the severity, 
and list any medication that the participant currently takes. If the participant carries 
any form of Epinephrine, please describe below: 

Does the participant have any dietary restriction? If yes, please describe below: 
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Medications 

Please do not go off of your medication during this event, unless instructed to do so by your Physician.  
Abrupt changes in activity level, exposure to sun, sleep patterns, fluid intake, diet, altitude, or extreme cold or 
heat may decrease the effectiveness of your medication. Please consult your doctor to see if any of these 
changes will affect your medication. 

Please describe any recent changes in your medication: 

Please list all prescription and/or over-the-counter (OTC) medications participant is 
currently taking: 

Medication: Dosage: 

Side Effect: Restrictions: 

Time of Day Administered: When It Was Prescribed: 

Taking For What Condition(s): 

Medication:  Dosage: 

Side Effect:  Restrictions: 

Time of Day Administered:  When It Was Prescribed: 

Taking For What Condition(s): 

Medication:  Dosage: 

Side Effect:  Restrictions: 

Time of Day Administered:  When It Was Prescribed: 

Taking For What Condition(s): 

Please use this area to list additional medications if needed: 
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Immunizations 

If you have had any of the following vaccinations, please indicate the month and year: 

Vaccination Month Year 
Diph/Tetanus: 
Chickenpox: 
Polio: 
Hepatitis A: 
Hepatitis B: 
MMR: 
Whooping Cough: 
Other: 

Significant Surgeries 
If you have had any significant surgeries, please state the date, reason, and outcome of all surgeries. 

Release and Consent 

Consent is hereby given for the participant to attend a Freedom Challenge event, and permission is given for 
any emergency anesthesia, operation, hospitalization, or other treatment that might become necessary. I (as 
adult participant or parent/guardian of a minor participant) confirm that I have completed this form honestly and 
accurately to the best of my knowledge. I understand that The Freedom Challenge requires a physical and 
possibly a psychiatric release for participation. I acknowledge that The Freedom Challenge is not liable for pre-
existing conditions not indicated on this medical form, or other medical conditions not fully disclosed. I may be 
denied participation due to failure to submit a proper requested medical release and physical. I understand that 
such denial is subject to the Freedom Challenge’s refund policy. 

Adult participation or parent/guardian of a minor participant (minor being defined as those under 18 years of 
age) must sign below. This form is only valid when signed by an adult of at least 18 years of age who, at 
the time of signing, holds the legal authority to make medical decisions for the participant. 

I am signing this form as the: _________________________ 

Signature: _______________________ Date: ______________ 

Printed Name: _________________ 
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Physician Examination 

This section is to be completed by an attending physician only. 

NOTE TO PHYSICIANS: The examinee is applying to Operation Mobilization to 
participate in an expedition style trek. The physical examination form is designed to facilitate 
our assessment of the applicant’s ability to participate in this project. The examinee will be 
expected to manage the stresses of the physical exertion, high altitude, adapt to a variety of 
climates and temperatures, diet, cross cultural relationships, and living standards. We are particularly 
interested in any unusual findings that might hinder their successful adjustment. 

Instructions: Please review the questions and add comments to explain for each section listed. 

Name of Examinee: _____________________________ 

Date of Examination: ____________________________ 

Age:  Height:  Sex:  Weight:  BP: Pulse: 

General: Please indicate if patient has a history of unexplained fever, unexplained weight gain/loss, sleep 
difficulties, any significant changes in the past two years? 

HEENT: Please indicate if patient has a history of visual problems, speech problems, or hearing problems. 
Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Cardiopulmonary: Please indicate if patient has a history of asthma, Tuberculosis, Sleep Apnea, High Blood 
Pressure, COPD, CAD, CHF, Valvular Heart Disease, Rheumatic Fever, Decreased exercise tolerance, or 
Syncope. Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:
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Digestive System: Please indicate if patient has any specific diet requirements. Does patient have dietary 
preferences (vegetarian, high protein, etc.)? Are there any conditions that will be aggravated by foods from 
other cultures? Hepatitis A, B, C? PUD? Inflammatory Bowel Disease? Irritable Bowel Syndrome? Other 
conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Endocrine/Hematology/Oncology: Please indicate if patient has a history of Hypoglycemia, Diabetes, Chronic 
Fatigue Syndrome, Lupus/Autoimmune Disease, thyroid disorders, Anemia, Polycythemia or Cancer of any 
type. Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Genito-Urinary/GYN System: Please indicate if patient has a history of Incontinence, Endometriosis, Pre-
Menstrual Syndrome, sexually transmitted diseases, HIV/AIDS virus or Stone disease. Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Central Nervous System: Please indicate if patient has a history of dizziness, stroke, Epilepsy, gait 
abnormality, memory problems, chronic headaches, learning disabilities, dyslexia, or ADHD. Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Musculoskeletal System: Please indicate if patient has a history of neck pain, numbness, weakness, back 
problems or Fibromyalgia. Other conditions? 
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Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Psychiatric Findings: Please indicate if patient has a history of obsessive/compulsive disorder, depression, 
anxiety problems, Bipolar Disorder, psychiatric counseling, or substance/alcohol abuse. Other conditions? 

Exam within normal limits? ☐	 Yes ☐ Abnormalities:

Physician Comments: 

☐ Recommend without reservation

☐ Recommend with the following recommendations:

☐ Do not recommend for the following reasons:

Signed: __________________________________  Date: __________________________ 

Print Name: ________________________________________________________________ 

Address: __________________________________________________________________ 

Phone: ____________________________________________________________________ 

If US, Please return to: sarah.goergen@om.org. Outside of US, reply to sender




