
Name: Date of Birth: Height:
Street Address: Sex: Weight:
City, State, Zip: Email:

Home Phone: How did you 
Work Phone: hear of Elakah?

Please register me for the following trip(s): 
Trip Name: Trip Dates: Thru

Trip Fee: $ 50% Deposit: $ Balance: $
Check ___   Visa ___   MC ___ CC#: Expires:

Relative/Friend: Dr. Name:
Street Address: Dr.  Phone:
City, State, Zip: Insurance Co.:

Home Phone: Policy No.:
Work Phone: Ins. Phone:

Boyancy: Y    . N    . Vision: Y    . N    .
Circulation: Y    . N    . Hearing: Y    . N    .

Mobility: Y    . N    . Sensation: Y    . N    .
Decision Making: Y    . N    . Stamina: Y    . N    .

Reasoning: Y    . N    . Speech: Y    . N    .
Motor control: Y    . N    . Balance: Y    . N    .

Judgement: Y    . N    .

For any "Y" answers, please explain your situation:

Do you have any allergies or dietary restrictions? Y    . N    . please specify:

Do you take any prescription medications? Y    . N    .

If yes, please specify name of medication and its treatment:

Do you use any assistive devices? Y    . N    . please specify:

PO Box 28514, Bellingham, WA 98228 - 800.434.7270 - info@elakah.com - www.elakah.com

Trip Registration

Personal Information

Trip Information

Emergency Contacts

Functional Abilities
Please indicate whether you have difficulty functioning fully in any of the 
following areas:


