GSW Challenge Course


Medical Information Form

I.
General Information (please print)
Name                                                                                          Today's  Date_______________________________

Local Address_______________________________________________ 
Male (       )  Female (       )

Local Phone__(_____)___________________________ Height______________Weight______________


Smoker___________Non-smoker______________
II.
Medical Information

1.
Family Physician______________________________________________Phone Number__________________

Address___________________________________________________________________________________

2.
Person to notify in case of injury or illness_________________________________________________________

Address___________________________________________________________________________________

Home Phone (_____)________________Work Phone(_____)________________Relationship_______________

3.
Date of last tetanus booster______________________________

List any medication to which you are allergic_______________________________________________________

__________________________________________________________________________________________

List any other allergies (food, insect bites, poison ivy, etc.)____________________________________________

__________________________________________________________________________________________

Are you allergic to bee stings?_________________If yes, do you carry medicine?_________________________

Name of medicine____________________________________Nature of reaction_________________________
III.
Medical History
1.
Name any illness or condition for which you are now undergoing treatment and list any medication that you are currently taking  ______________________________________________________________________________________

___________________________________________________________________________________________

2.
If you have had any of the following, state the year of occurrence and the location of your body in which it occurred: Hernia___________________________________________________Fracture____________________________

Dislocation_______________________________________________Sprain/Strain_________________________

3.
Name any injury, illness or disability not mentioned and year of occurrence

___________________________________________________________________________________________

___________________________________________________________________________________________
___________________________________________________________________________________________
4.
If you have been hospitalized, list below
Date


Name and location of hospital


Illness or injury
___________________________________________________________________________________________
__________________________________________________________________________________________​_

___________________________________________________________________________________________
5.
If you now have, or have had any of the following symptoms or conditions, please circle "yes", underline and describe the                     problem.  If not, circle "no".
a)   YES
NO
Dizziness, loss of consciousness, recurrent headaches
b)   YES
NO
Eye, ear, nose, throat, tonsils, sinus symptoms
c)   YES
NO
Impairment of sight, hearing, or speech
d)   YES
NO 
Chronic cough, bronchitis or asthma, coughing up blood, close contact with tuberculosis

e)   YES
NO 
Chest pain, shortness of breath, palpitation, swelling of ankles, heart murmur, heart 



disease, high or low blood pressure
f)   YES
NO
Reaction to bee stings
g)   YES
NO
Sensitivities/allergies to:  Horse serum (tetanus antitoxin), sulfa, penicillin or any other drug
h)  YES
NO
Symptoms relating to the gastro intestinal tract (i.e.: diarrhea, recurring abdominal pain, passing of blood, ulcer of  stomach or duodenum
I)   YES
NO
Severe menstrual cramps or menstrual problems, currently pregnant
j)   YES
NO
Albumin, sugar or blood in urine; kidney stone, frequency in urinating, bed wetting, or urinary                                                                   difficulties
k)   YES
NO
Muscle, joint, knee or back pain, bursitis, arthritis, sciatica
l)    YES
NO
Benign or malignant growth or tumor
m)  YES
NO
History of diabetes, thyroid imbalance, hypoglycemia
n)   YES
NO
Episodes of depression, anxiety, hysteria, nervousness
o)   YES
NO
Special dietary restrictions, i.e.:  Diabetic, low cholesterol, vegetarian, etc.
Give details in regard to any of the above question (a-o) to which you have circled "yes"
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IV. Insurance
We do not provide sickness or accident insurance for participants.  Therefore, it is each participant's responsibility to be covered by his/her own hospitalization policy.
1.
Are you covered by a hospitalization or medical care policy?       _____Yes

_____NO

2.
If yes, indicate name of insurance company issuing such policy________________________________________
Policy or Certificate Number___________________________________________________
V.
Signature (if participant is under 18 years of age, Parent or Guardian must sign.)
“I fully understand the rigorous nature of the programs offered by the GSW Campus Recreation.  In the event of an accident or emergency that renders me unable to communicate, I grant my permission for any medical care, operations and/or anesthesia which might become necessary.”
This information is collected for use in the event of injury or emergency.  We do not screen applicants for medical fitness, so if you have any doubts about your fitness or ability to participate, DO NOT PARTICIPATE.  For medical advice, see your physician.  Individuals who suffer from high blood pressure, heart disease, back problems, emotional instability, pregnancy or acrophobia should not go on high ropes without consulting their physician.  Failure to complete all portions of this form could result in injury or compound the damage of an existing injury.
I certify that the above information is true and accurate to the best of my knowledge.

_____________________________________

____________

Signature of Participant


                     Date

_____________________________________

____________




      Signature of Parent/Guardian

               Date

For Office Use Only

Medical Information form has been reviewed.   _______________






   Facilitator Initials

Comments/Notes:  _________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

