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EVENT APPLYING FOR: _______________________________________________
Contact Information – 
Name ________________________________________________________________________________
Date of Birth _______________________________ Phone Number ______________________________
Email ________________________________________________________________________________
Address ______________________________________________________________________________
How did you hear about us? ______________________________________________________________
_____________________________________________________________________________________
Have you ever participated in an event with us or another organization? __________________________
_____________________________________________________________________________________Have you ever been hunting or fishing before?        Yes    /    No
Military History – 
Branch of Service ___________________ Rank _________________ Wounded in Combat?    Yes    /    No
Years Served _______________ Date of Discharge ______________ Discharge Status _______________

Please give a short bio about yourself, and your military career (please feel free to use back of page)
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How will this event impact you, or improve your life going forward? (please feel free to use back of page)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Continue to next page to fill out Medical Questionnaire 





*Please understand that by submitting any of your information or veterans’ information, you will be contacted by an HTO representative to verify all information. We take your privacy seriously and will only use your information regarding this event, or if not selected, any future events.
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Healing Through the Outdoors Medical Questionnaire
Name ________________________________ Date of Birth __________________
Describe any injuries you sustained during service _____________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do any of the following apply to you?
	Alcohol Abuse
	Anxiety
	Avoidance
	Back Pain

	Depression
	Despair
	Drug Use
	Easily Startled

	 Hearing Loss
	Heart Problems
	High Alertness
	High Blood Pressure

	Knee Pain
	Isolation
	Loss of Focus
	Loss of Limb

	Loss of Memory
	Lost Close Friends in War (or after)
	Migraines
	Negative Thoughts

	Nightmares
	Physical Disabilities
	Pregnant
	PTSD

	Seizures
	Sleep Apnea
	Sleeplessness
	Swollen Jointed

	Survivors Guilt
	TBI
	Other
	


If other, please explain __________________________________________________________________
_____________________________________________________________________________________
Do you smoke?     Yes    /    No		Do you have a service animal?    Yes    /    No
Please describe any disability restrictions that may require accommodation _______________________
__________________________________________________________________________________________________________________________________________________________________________
Have you had any hospitalizations that we need to be aware of in the last year? ____________________
__________________________________________________________________________________________________________________________________________________________________________



_______________________________________                                                          ____________________
Signature                                                                                                                               Date

Please print and fill out this form in its entirety and submit via email to healingthroughtheoutdoors@gmail.com along with a picture in uniform to be considered for an event


*Please understand that by submitting any of your information or veterans’ information, you will be contacted by an HTO representative to verify all information. We take your privacy seriously and will only use your information regarding this event, or if not selected, any future events.
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