
SIGMA ALPHA IOTA MEDICAL EMERGENCY FORM 
Bring with you to convention and turn in at Registration 

 

Position or Title: (if applicable)Name: ___________________________________   _______________________________ 

 

Current Chapter: (if applicable) _________________________________________________________________ 

 

Address: ________________________________________________________________________________ 

 

Zip:State: City: ____________________________________ _________________ __________________ 

 

Evening- ( Phone: Day- ( ______ )_______________________ ______ )_____________________________ 

 

Cell- ( ______ )_______________________ 
 

IN CASE OF EMERGENCY PLEASE NOTIFY THE FOLLOWING PERSON: 

Relationship:Name: ___________________________________ ___________________________________ 

Address: ________________________________________________________________________________ 

Zip:State: City: ____________________________________ _________________ __________________ 

)) _Evening- ( _Phone: Day- ( ______ ______________________ ______ ____________________________ 

)Cell- ( ______ _______________________ 

 
IF FIRST EMERGENCY CONTACT NOT AVAILABLE, ALTERNATE CONTACT: 

 

Relationship:Name: ___________________________________  ___________________________________ 

Address: ________________________________________________________________________________ 

Zip:State: City: ____________________________________ _________________ __________________ 

Evening- ( Phone: Day- ( ______ )_______________________ ______ )_____________________________ 

Cell- ( ______ )_______________________ 
 

Phone: (Primary Care Physician: ________________________________   ______ )_____________________ 

Date of Birth: ___________________ 

 

List any medical conditions we should be aware of and any medications you are currently taking: 

___________________________________________________________________________________  

____________________________________________________________________________________ 

 

List any allergies to food, medications, bees, other: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Sign & date below to authorize medical treatment in case of an emergency: 

 

________________________ ___________________________________________________ 
(Signature) (Date) 

Sigma Alpha Iota National Headquarters 

1 Tunnel Road Asheville, NC 28805  ♫    828-251-0606  ♫  nh@sai-national.org 
 

We respect the privacy of our members and will maintain the confidentiality of your health information.  4-2022 
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