Medical Release and Consent Form

Name of Retreat, Retreat Leader & Date of retreat: Walk/Talk/Gather with Julie Paquette: June 24-26 2022

Full Name:_________________________________________________________________________________________
Address___________________________________________________________________________________________
__________________________________________________________________________________________________
Email:________________________________________________________Cell__________________________________
Do you have any medical condition such as asthma, heart condition, diabetes, seizure disorder, recent surgery or important
condition to know about in case of an emergency? No Yes Please explain:___________________________________
___________________________________________________________________________________________________
Do you take any prescription medications? No Yes Please list the name of and reason for taking medication or write
“NONE.”___________________________________________________________________________________________
*Do you have any allergies to specific foods, medicine or environment? No Yes
Specific Allergies:____________________________________________________________________________________
Allergen Reaction and Medication required:________________________________________________________________
___________________________________________________________________________________________________
Do you carry a Bee Sting Kit or any other medication to treat your allergy? No Yes
Do you have any medical condition and/or restriction (vision, hearing, ambulation) which requires special arrangements,
equipment, or assistance? No Yes Please specify:______________________________________________________
___________________________________________________________________________________________________
Health Care Provider: _________________________________________________________________________________
Insurance Company & phone:___________________________________________________________________________
Policy #:____________________________________________________________________________________________
Emergency Contact:________________________________________________Phone:_____________________________
Relationship_________________________________________________________________________________________
DOB __ __/__ __/__ __ Blood Type ________
I hereby give my permission to the instructor of this program to locate appropriate medical attention for me if the need
arises and understand I am responsible for any costs incurred for my emergency medical treatment.
*Please note, if you have special dietary restrictions/allergies, this form must be received at least one week prior to your
retreat start date in order to be accommodated.
Signature_________________________________________________________________________Date____________
Signature_________________________________________________________________________Date____________
Guardian (if minor)
Please send: 1. Medical Form
at least one week prior to your retreat start date directly to:
Julie Paquette, LCSW, juliepaquettemsw@gmail.com
