
12th United States Infantry, Company A  Health Form 
Civil War Reenactment Unit  January 2003 

 
12TH US INFANTRY 

COMPANY A 
HEALTH FORM  

 
Name: _____________________________   Home phone: ___________________ 
 
Address: ___________________________   Cell phone: _____________________ 
 
City/Town: _________________________  Work Phone: ___________________ 
 
State: _______________________ Zip: _____________     
 
Doctor: _________________________________ Doctor phone: ___________________ 
 
Insurance Company: _______________________ Policy/Plan #: ___________________ 
 
Relative/contact person: ____________________   Phone: _________________________ 
 
Contact person address: _____________________________________________________ 
 
2nd. Contact person: ________________________  Phone: _________________________ 
 
Address: _________________________________________________________________ 
 
Allergies/Medical Conditions (Describe): _______________________________________ 

 
 
Medications (List with dosage): ______________________________________________ 
 
Reactions (please note severity) and treatment: __________________________________ 
 
________________________________________________________________________ 
 
Other Information (such as where you store your meds while reenacting):  ____________ 
 
________________________________________________________________________ 
 
Date: ______________________________  Updated: ______________________ 
 
 
Signature: _______________________________________________________________ 
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