
General information 

Last name First name 
Date of birth 
(D/M/Y) Age Gender (F/M) 

Band # Health insurance # 

Address Language 

City Tel. (home) 

Postal code Tel. (cell) 

Email Community 

Pants size  Sweater size Sport 
Parents’ contact information (notify in case of emergency) 

Mother’s contact information Father’s contact information 

Last/first name Last/first name 

Language Language 

Address Address 

Postal code Postal code 

Tel. (home) Tel. (home) 

Tel. (cell) Tel. (cell) 

Email Email 
Other emergency contact 

Last name First name 

Relationship Language 

Address 

Tel. (home) Tel. (cell) 

Email 
Medical information 

 Blood type 
 Does the participant receive specific medical follow-up? Yes No 

 If yes, specify: 
 Does the participant have allergies? 

 Food:  Yes No Medications: Yes No 

Other: 
If yes, specify the allergy and the course of action in case of reaction (please indicate if participant may self-administer the 
medication): 

Parent’s signature: Date: 

Child’s signature: Date: 
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