
 EMERGENCY INFORMATION REQUIRED 
 

                                                                                           

                                                                                                              NAME: _______________________________________________  
                                                                                                                                                           First                                                         Last 

 

                                                   TOUR:  __________________________________ 

Age______     
 

IF APPLICABLE: 
 

Global Entry # __________________________ TSA # ____________________________ Frequent Flier/Air Miles #__________________________                                                                
 

US Emergency contact__________________________________________ Relation ____________________   Phone_______________________ 

US Physician ______________________________________________________________________________ Phone_______________________  

FROM PRIMARY INSURANCE CARD: 

Insurance Company _________________________________________ Group No.______________________ ID No.________________________ 

Claims Mailing Address: __________________________________________________________________________________________________  

Claims Questions Call _______________________________________ Type of Policy: ________________________________________________ 

Circle one – I am the:  INSURED   DEPENDENT     If a Dependent, insured’s name/ relation here: ___________________________________    ____________ 

MEDICATION / Strength /DOSAGE 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

 
 

FOOD / DRUG ALLERGIES 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 

_____________________________________________________      _____________________________________________________ 
 

MEDICAL INFORMATION THAT WOULD BE IMPORTANT IN CASE OF EMERGENCY (prior surgeries, medical conditions, etc.) 
 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

 

 
TLC Holyland Tours | P. O. Box 14757 | Knoxville, TN 37914                                                     or scan to: Jill@tlcholylandtours.com 

FROM PRIMARY INSURANCE CARD: 

Insurance Company _________________________________________ Group No.______________________ ID No.________________________ 

Claims Mailing Address: __________________________________________________________________________________________________  

Claims Questions Call _______________________________________ Type of Policy: ________________________________________________ 

 


