
PASSENGER IN FORMATION FORM

Full Name:

Address:

Title First Middle Name Last

Street Address ApartmenilUnit #

City

Home Phone: ( )

Province

Gender:

Country

n Mate tr Femate

Postal Code

Date of Birth (MMIDDI/YYY):

Citizenship:

Passport:

Country of Birth:

Passport Number Date of lssue (MM/DDNY) Date of Expiration (MM/DDNYYY)

Country of lssue

Sharing room with:

Full Name:

Address:

Name of someone not traveling with you Relationship

Street Address ApartmenUUnit #

City Province

Evening Phone:

Country

)

Postal Code

Daytime Phone:

n Visa n Masteroard fl Ame* n Diners n DiscoverPaid By:

Address:
Credit Card Holders Name Credit Card Number Exp. DaIe(MMNYYY)

Check with your physician for optional vaccines such as: hepatitis...etc.)

1) Do you have any medical conditions we should know about?

2) Do you have any life threatening allergies?

3) lf yes to the above question please provide details, name of your physician and your physician's telephone number.

4) DO yOU HAVE MEDTCAL TNSURANCE? rF YES, PLEASE PROVTDE DETATLS INCLUDING YOUR POLICY NUMBER -THE

INSURANCE COMPANY AND CONTACT NUMBER

5) Are you a member of Aeroplan or it's partners?


