
SUPPLEMENTAL INFORMATION
Drivers please complete the following information.
In case of an accident, this information will be used to complete the incident report.
NAME:________________________________________

CLASS/CLASSES:_______________________________

DATE OF BIRTH:___________   YEARS OF EXPERIENCE:_______

DO YOU HAVE OTHER MEDICAL INSURANCE (Other than APBA)?

             [ ] YES             [ ] NO

IF SO, INSURANCE COMPANY NAME:_______________________

NAME OF YOUR EMPLOYER:______________________________

NAME OF SPOUSES EMPLOYER:___________________________

SAFETY CLOTHING INFORMATION:
GLOVES (Brand)_____________  DRIVING SUIT_______________

SHOES (Brand)______________  OTHER______________________

BOAT INFORMATION:
COCKPIT:

[ ] Conventional




[ ] Reinforced with Enclosed Canopy




[ ] Reinforced with no Canopy

LATCH RELEASE SYSTEM:




[ ] Rotary




[ ] Lever




[ ] No Safety Restraint System
Thank you for your cooperation! This information will assist the referee in completing his paper work in an expedient manner.

