
EMERGENCY CONTACT FORM 
Oahu Hawaiian Canoe Racing Association 

 
 
THIS FORM MUST BE TURNED IN WITH THE HCRA INSURANCE WAIVER 

 
 

 
Participant’s Name _____________________________DOB_____________________ 
 
Street Address _________________________________________________________ 
 
                        __________________________________________________________ 
 
Home Ph. _______________________Work# ___________________Cell___________ 
 
Medical Insurance Coverage ____HMSA  ____ Kaiser ____HMA  ____Other 
 
Physician’s Name _______________________________Hospital _________________ 
 
 
_______________________________________________________________________ 
 
 
IN CASE OF EMERGENCY, PLEASE CONTACT: 
 
1)   Name __________________________________Relationship_________________ 
 
       Address ___________________________________________________________ 
 
       __________________________________________________________________ 
 
Home # _______________________Work # __________________ Cell #____________ 
 
 
2)   Name __________________________________Relationship_________________ 
 
       Address ___________________________________________________________ 
 
       __________________________________________________________________ 
 
Home # _______________________Work # __________________ Cell #____________ 
 
 


