
AMERICAN GT ROAD RACING ASSOCIATION               MEDICAL INFORMATION CARD 
 
Please Print: 
 
Name: ___________________________________________________________________    Member # __________________ 
               First Name                         M Initial       Last Name 
 
Address ______________________________________________________________________________________________ 
 
City: ______________________________________  State: ________  Zip: _____________  ___________________________ 
                                                                                                                                                                   (Country) 
 
Soc.Security # __________________________  DOB:______/______/_____   ______________________________________ 
                                                                                         Mo        Day       Yr                                     (Signature) 
 
Home Phone # _______________________  Work Phone # _____________________  Cell Phone # ____________________ 
 
 
Blood Type: ____________________  Allergies: ______________________________________________________________ 
 
 
Current Medications: ____________________________________________________________________________________ 
 
 
Medical Conditions: _____________________________________________________________________________________ 
 
Primary Care 
Physician:      _______________________________________________________{Phone #  (______)___________________ 
 
Emergency 
Contact:  :      _______________________________________________________{Phone #  (______)___________________ 
 
 
Next of Kin: ________________________________________________________{Phone #  (______)___________________ 
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