
NEWCASTLE RAMBLERS BUSHWALKING CLUB 

 

EMERGENCY MEDICAL INFORMATION 

 

This form follows the risk management guidelines of Bushwalking Australia. It is suggested that you carry it in 

your first aid kit in a cliplock plastic envelope in case it is needed in an emergency. Review and update the 

details if there is a change in your health status. 

Privacy Statement:  

The Information contained in this form is for emergency use only and will be used if you are ill or injured whilst 

participating in a Newcastle Ramblers Bushwalking Club activity. The information will only be accessed by the 

walk leader or their delegate and given to the relevant medical and/or emergency service personnel. 

I give permission for the Newcastle Ramblers Bushwalking Club to give first aid to me should the need arise. 

__________________________________________________________________________________________ 

Your Details: 

Your Name:................................................................................................................................ 

Home Address:  ........................................................................................................................... 

…..........................................................................................................Postcode:  ...................... 

Telephone: Home:  ….........................................  Mobile:  ….................................................... 

 

Medical Information: 

Have you any medical conditions?  ............................................................................................ 

...................................................................................................................................................... 

Are you taking any current medications?  ................................................................................... 

Do you have any allergies?  ......................................................................................................... 

Do you have current immunization against tetanus?  Yes/No 

Medicare Number.  ….................................................. 

Private Health Insurance Fund Name:  ............................................................ 

Ambulance Subscriber:  Yes/No 

 

Your Doctor: 

Name:  ......................................................................................................................................... 

Practice Address:  ….................................................................................................................... 

Telephone:  …................................................ 

 

Your Emergency Contact: 

Contact’s Name:  ......................................................................................................................... 

Contact’s Home Address:  ........................................................................................................... 

….......................................................................................................... Postcode:  ..................... 

Telephone: Home:  …................................................ Mobile:  .................................................. 

Relationship to you:  ................................................................................................................... 

 

 

Signed:  …................................................................. Date:  ...................................................... 

 


