Run for the Wall Emergency Information Form

For your personal use only

Personal information:

version 22.11.02

Name: Date of Birth:

Street Address: City: State: Zip:
Phone: Alt phone:

Driver’s License # State:

Medical Insurance Provider: Policy #

Person to notify in case of emergency:

Name: Relationship:

Street Address: City: State: Zip:
Phone: Alt phone:

Medical information:

Medical conditions
(i.e. heart, diabetes,
asthma, recent
surgeries, etc.)

Medications

List organic or inorganic replacement
of body parts that medical personnel
need to be aware of prior to
treatment? (Hip/knee replacement,
implants, pacemaker, etc.)

Blood type: Allergies:

Living will: Yes|:|No I:l

Primary care physician:

Motorcycle/Vehicle information:
Motorcycle/vehicle license tag #

State:

Vehicle insurance policy#

Name of carrier:

Phone:

Make of bike/vehicle:

Breakdowns: RFTW will transport the motorcycle either to the next forward dealership or to our next nightly stop. After that, it is

your responsibility.

Accidents: If the police permit and if you can instruct us, RFTW will transport the motorcycle to the next forward Dealership. If you
cannot instruct us, the motorcycle will be left where the accident happened. Use the following for instructing us on what to do with

your motorcycle:

Personal equipment release/deposit to:

Release/deposit at local Dealer or Police Impound:

Next Forward Dealership I:I

Police Impound |:|

SIGN HERE TO AUTHORIZE RELEASE/DEPOSIT OF MOTORCYCLE

Disclaimer: The EIF is a fillable PDF. None of the information is retained by RFTW. Please, give complete information as you fill out this form since
it maybe invaluable to medical personnel if involved in an incident. Print two, one for your bike and one for your lanyard. This is your personal
property and will not be removed by RFTW personnel. It should remain with you, on your person at all times during the run.
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