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Medical Release Form
Patient’s Name ____________________________________________________________
Patient’s Address __________________________________________________________
Patient’s Date of Birth _______________              Patient’s Phone Number_______________________________
Patient’s Email ____________________________________________________________
The above patient is seeking admittance for a fishing excursion on a boat with services provided by Wish to Fish organization and its affiliates. Wish to Fish is on a mission, with our guests, to share the beauty of nature during a day of fishing on the open sea. Our purpose as a public charity is to provide an intimate fishing opportunity for individuals navigating through a life altering situation a path to strengthen transitions and healing through a recreation of mind, body and soul. By completing this form you are not assuming any accountability for Wish to Fish’s services. If you are aware of any medical reason your patient should not be a guest on one of our boating/fishing excursions please indicate on this form. For more information or for any concerns please contact Wish to Fish at customercare@wishtofishusa.org, by telephone at (917) 309-9657 or by mail at 37 Conifer Street, Howell NJ 07731.
To be completed by the guests physician (Report of Physician)
Check the line below that is applicable:
____ I am aware of no reason why my patient may not participate.
____ I advise that my patient not participate. 
____ I believe my patient can partake, but advise caution for the following reason(s): __________________________________________________________________________________________________________________________________________________________________________________
Physician’s Name (Print)_________________________________________________________
Physician’s Address_____________________________________________________________
Physician’s Signature_______________________________________Date_________________
This information is confidential and property of Wish to Fish Inc,
37 Conifer Street, Howell, NJ 07731      •      p: (917) 309-9657      •      wishtofishusa.org      •      customercare@wishtofishusa.org
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