
CENTRAL FLORIDA REGION S.C.C.A. 
MEDICAL INFORMATION CARD 

 
TODAY’S DATE:_____________                   __DRIVER  __WORKER 
 
NAME___________________________ DATE OF BIRTH__________________ 
ADDRESS:_______________________ PHONE (    ) __________________ 
_______________________________ MEMBER #_______________________ 
 

MEDICAL HISTORY 
PRESENT MEDICATIONS________________________ BLOOD TYPE_________ 
ALLERGIES________________________ DATE OF LAST TETANUS_________ 
__CONTACT LENSES __DENTURES __EPILPSY __HEMOPHILIA __ASTHMA 
__HIGH BLOOD PRESSURE __DIABETES __HEART PROBLEMS 
__OTHER________________________________________________________  
FAMILY DOCTOR__________________ PHONE (    ) __________________ 
 
CAR CLASS________ MAKE_______________ NUMBER____ COLOR_________ 
 

EMERGENCY NOTIFICATION 
NAME___________________________ AT TRACK OR PHONE #____________ 
ADDRESS_________________________________RELATIONSHIP___________ 


