
Kalamunda Dressage Association 
 

MEDICAL DETAILS 

 

To be completed by all members and visiting riders. 

 
Member Name: ________________________________________ 

 

Visiting riders Name: _____________________________________ 

 

 

 

Emergency Contact Name : _______________________________ 

 

Emergency Contact Number: ________________________________ 

 

Relationship: _____________________________________________ 

 

Doctor’s Name: ___________________________________________ 

 

Doctor’s Phone No: ________________________________________ 

 

Medicare Number: _________________________________________ 

 

Ambulance Subscription Number: _____________________________ 

 

Private Health Insurance: Company:  ______________________ 

 

                                              Number: _______________________ 

 

Allergies/ Medical Conditions: _________________________________ 

 

________________________________________________________ 

 

 

 

Vet’s Name: ______________________________________________ 

 

Vet’s Phone Number: _______________________________________ 

 

 

Member Signature: ___________________________ Date: ________ 


