
For Official Use Only

Event Date ...........................

Entry Fee Paid $ ..................

Membership

Surname Firstname Middle Initial

Street City Postcode

Phone Fax Mobile

Signature Date Driver Number

Parent or Guardians permission if under 18 years old.

Name: _____________________________________		  Contact Phone No:______________________

Signature: __________________________________

Entry Name
Vehicle Make Model Year 

Colour Class Class Record

Engine

Make Year No. of Cylinders

Displacement Blown/Unblown Class



Date of Birth Ambulance # Health Insurance

Doctor Doc. Phone Policy #

Medication Allergies Other Drugs

Surgeries Blood Type

Person(s) to notify in case of emergencies 1. Ph #

2. Ph #

 Conditions you have OR have had in the past (Please check alongside if one or more items apply to you.)

      Arthritis 		  Drinker			   Head Injury		  High Blood Pressure	 Shortness of Breath
      Asthma		  Ear Problems		  Hearing Loss		  Hives			   Sinus Trouble
      Back trouble		  Emphysema		  Heart Trouble		  Jaundice			   Smoker
      Broken Bones		  Epilepsy			   Hemophilia		  Kidney Disease		  Stomach Trouble
      Cancer 		  Eye Problems		  Rheumatic Fever		  Nervous Trouble		  Stroke
      Chest Pain		  Gall Bladder		  Rheumatism		  Paralysis			   Tuberculosis
      Diabetes		  Goiter			   Hemorrhoids		  Polio			   Tumor, Cyst or Growth
      Diptheria		  Hay Fever		  Hepatitis			   Respiratory Problem	 Ulcer

Emergency Authorization: In the case of an emergency wherein 
I am incapable of giving consent due to illness or injury. I hereby authorize 
any qualified person to administer first aid and/or any other necessary treat-
ment. I understand it is compulsory for me to have Ambulance Insurance in 
some form or I accept full responsibility for the cost of an ambulance.

Signed: _____________________________________________________ 

Emergency Surgical Authorization: In the case of an emergen-
cy wherein I am incapable of giving consent due to illness or injury, I hereby 
authorize any licenced surgeon and his choice of anesthetist to perform 
surgery, if necessary. The need for surgery must be agreed upon by two (2) 
physicians qualified to make such a judgement.

Signed: _____________________________________________________

Donor Authorization: In the hope that it may help others. I hereby 
make this anatomical gift, if medically acceptable, to take effect upon my 
death. The words and marks below indicate my desires to give (a) Any 
organs or parts. (b) Only the following organs or parts.
Specifiy the organs or parts: _____________________________________

____________________________________________________________

Signed: _____________________________________________________

Witnessed: __________________________________________________


