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Registration Form

Bracelet Owner’s Information

Name: Nickname:

Date of Birth: Sex: M/F

Address:

Town:

Phone:

Emergency Contact Informaticn:

Name: Relationship:
Address:

Phone: Alt. Phone:

Name: Relationship:
Address:

Phone: Alt. Phone:

Name: Relationship:
Address:

Phone: Alt. Phone:




Medical Information: {Primary Dr. Social Worker, Psychologist. Etc..}

Name: Title:
Address: Phone:
Name: Title:
Address: Phone:
Name: Title:
Address: Phone:
Allergias

Medical Conditions

Additional Information {Likes, dislikes, destinations, method of communication etc,)

Additional Information to be placed on Bracelet: {limited to 3 lines 24 characters per line)

| hereby give permission to WESCOM to release information contained on this form to
authorized persons in cases of emergency in accordance with the purposes of this program.

Bracelet Owner (or Guardian) Printed Name:

Signature: Date:

**Feel free to attach additional pages, photographs, or any other pertinent information you
wish to be on file**



