University of Louisville Dance Marathon 

	
	Registration Form
	

	
	
	


Dancer Information
Full Name: ___________________________________   Student ID#:____________________


Projected Year of Graduation:____________________

Home Phone:_______________________

Cell Phone:_______________________

Email______________________________________________________________________
Home Address: ___________________________________________________________   
City________________State_____________Zip______________

 T-Shirt Size:             S              M               L                XL           XXL            3XL
Affiliated Organization:________________________________
Is there a faculty/staff member you want to see at ULDM? If so, who? ______   ______________

Did Kosair Children’s Hospital ever personally affect you?  _____ Yes  _____ No

Please explain your experience:

	
	
	
	

	
	
	
	


	Name:
	
	Date of Birth:
	

	Signature:
	
	Date Signed:
	


Note: Student status also means that you must comply with University policies at all times and will be subject to any consequences resulting in breeches of University regulations.  

	
	Emergency Contact & Assistance Form
	

	
	
	


All information on this form is confidential and will solely be used in the case of an emergency.

Participant Information

Full Name: ___________________________________   Student ID #:____________________


Year in School:____________________

Home Phone:_______________________

Cell Phone:_______________________

In Case of an Emergency, Please Contact

Name:_________________________________
Relation:__________________________

Phone Numbers:_______________________ (Work/Daytime)  ____________________ (Cell)

Medical Information:

The following information should be given voluntarily and may be provided to any hospital or medical practitioner not having access to the volunteer’s medical history in the case of emergency:

Allergies (medicine, food, etc):_____________________________________________________
Medications currently taking:_______________________________________________________
Physical impairments:_____________________________________________________________
Other:________________________________________________________________________
Personal Physician

Name:_____________________________
Office/Location:______________________

Health Insurance Coverage

Company:___________________________
Policy #:____________________________
	Signature:
	
	Date Signed:
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