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CONFIDENTIAL INFORMATION (Please PRINT Neatly/Clearly) 

 
Adventure Without Limits serves people of ALL abilities. The following information will assist our staff 

to  more effectively accommodate you in the program. This information will be shared with all 

instructors you may come in contact with. Please answer each question clearly and honestly. 

 

I.  PROGRAM INFORMATION:  Name (Print) _________________________________________ 

 

Please indicate all trips that you want to register for 

Date:_______________________    Activity:_____________________________________________________ 

Date:________________________  Activity:_____________________________________________________ 

Date:________________________  Activity:_____________________________________________________ 

 

II.  PERSONAL INFORMATION: 

Mailing address __________________________________________ City/State/Zip ______________________ 

Home phone ______________________________ Other (work, cell, etc)_______________________________ 

Email_____________________________________________ Fax____________________________________ 

Gender M / F Birthdate ______/______/______ Age_______ 

 

III. EMERGENCY INFORMATION:                                                        
Contact Person ______________________________________Relationship_____________________________ 

Day phone__________________________Cell phone__________________________ 

Contact Person ______________________________________Relationship_____________________________ 

Day phone__________________________Cell phone__________________________ 

Name of physician________________________Phone_____________________Do you carry insurance? Y / N 

Company Name__________________________Policy #____________________________________________ 

 

IV. HEALTH & MEDICAL INFORMATION: 
Please check all past and current conditions that apply. It is important to let us know how we can assist you: 

 Attention Deficit 

 Amputee 

 Anaphylaxis 

 Arthritis 

 Asthma 

 Autism 

 Balance problems 

 Back problems 

 Cerebral Palsy 

 Decubitus ulcers 

 Developmentally 

Delayed 

 Down Syndrome 

 Diabetes 

 Dislocations 

 Dysreflexia 

 Epilepsy 

 Fetal Alcohol Syndrome 

 Head/Brain injury 

 Heart disease/defect 

 Hearing Impaired/Deaf 

 Hemophilia 

 Hyperactivity 

 Incontinence 

 Injured Muscles 

 Joint or ligament pain 

 Learning Disabled 

 Mental Retardation 

 Mental Illness 

 Multiple Sclerosis 

 Muscular Dystrophy 

 Physically Disabled 

 Seizures 

 Stroke 

 Speech 

 Spina Bifida 

 Stroke 

 Visually Impaired/Blind 

 Other_____________ 

If you checked any of the above, please describe more fully here. Please Note: If you anticipate needing 

help with bathroom and hygiene issues, please note on this form, and discuss with AWL Staff when 

registering. ___________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 



    PROGRAM REGISTRATION FORM    P a g e  | 2 

CONFIDENTIAL INFORMATION (Please PRINT Neatly/Clearly) 

 

Name (Print)_________________________________________________ 

 

Allergic to: ________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Reactions: _________________________________________________________________________________ 

__________________________________________________________________________________________ 

Dietary restrictions: _________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Are you currently taking medication? Y / N 

Medication name__________________________Dosage___________Reason___________________________ 

Medication name__________________________Dosage___________Reason___________________________ 

Medication name__________________________Dosage___________Reason___________________________ 
(Attach additional medication information to this form): *Please note: If you need assistance with medication, please 

review, list details and sign the Medication Release form. 

 

V. COMMUNICATION: 

I communicate by:  Speaking  Signing  Communication Board  Eye signals 

     Gestures  Other _____________________ 

 

VI. PERSONAL NEEDS: 

Do you use the following?    Arm Crutches       Cane       Hearing Aids      Scooter       Walker 

                                                                    Manual wheelchair      Power wheelchair       Other___________ 

How can staff assist you with mobility? _________________________________________________________ 

List any emotional or behavioral concerns (note: providing this information will NOT deter you from 

participation) ______________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

  

VII.  ACTIVITY INFORMATION: 
Past outdoor experience ______________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

What, if any adaptive equipment did you use? ____________________________________________________ 

What is your swimming experience? Check one:    Don’t swim     Fair     Good      Excellent 

I exercise:      Never     Sometimes     Often     Every day 

My upper body strength is:      Poor     Fair     Good       Excellent 

My general physical condition is:      Poor      Fair      Good      Excellent 

 

In order to better prepare each trip prior to the departure time it is very useful for us to have your clothing and 

shoe size so we can get the correct equipment for you. If you receive this information less than a week prior to 

your trip please call the information to us. 

Height_________ Weight_________ Shoe size______    Pants   XS     S      M      L      XL     XXX 

Shirt   XS    S     M     L     XL    XX     XXX  

  

Adventures W/O Limits, 1341 Pacific Ave, Forest Grove, OR 97116 (503-359-2568, Fax 503-359-4671) 


