MEDICAL PROFILE.)

All information on this sheet is confidential

Access to this sheet is limited to doctor, physiotherapist and manager.

PERSONAL DETAILS.

Surname: __________________________________
Given Names: ______________________________
Address:____________________________________________________________________________________

Postal:-  ____________________________________________________________________________________
Phone: (Home)______________________(Mobile)___________________________ _

Email:_______________________________________
Sex:________

Date of Birth: _____________
Blood Group:_      ___   Do you object to transfusions?  ___________  
EMERGENCY CONTACT.

Surname:_________________________________________

Given Names: _____________________________________
Phone: (Home)_______________ (Mobile)_______________ (Business) ___________________
Relationship: _______________
HEALTH CARE DETAILS.

Medicare No:________________________ Health Fund_______________________
Travel Insurer:_________________________________________________________

Private Doctor:_______________ _____Phone:________________________________

Address:_____________________________ _

CURRENT HISTORY.

Current Medical: _____________________________________

Medications ( prescription, supplements and natural – name and dosage)_____________________________________________________

Allergies:____________________________________________________________

Injuries (current and recurring):_____ ______________________________________

Vaccinations:___ ___________________________________

PAST HISTORY:

Have you had:

Epilepsy 

Yes/No
HepatitisA 

Yes/No                      

Hepatitis B 

Yes/No            

Hepatitis C 

Yes/No

Diabetes    

Yes/No

 
Heart Problems         
Yes/No

Asthma/Bronchitis    
Yes/No

High blood pressure 
Yes/No
 
Have you been tested for Hepatitis B/ Hepatitis C / HIV ?   Yes/No     Result :  ____________
Do you wear glasses / contact lenses ?  Yes/No   Specify_______________
Do you have dentures / plate ?                         


Yes/No
Do you wear a hearing aid ?                              


Yes/No
Do you suffer from back/neck pain ?



Yes/No
Do you suffer from any recurring pain in any joint with play?
Yes/No
I consent to receiving any medical treatment that the Tour Organisers or their authorised representatives consider necessary or desirable during or after the tour.

I consent to the Medical Staff communicating with my Medical provider should the need arise.

To the best of my knowledge all information contained on this sheet is correct.

Signature: _________________________________________________________

Date:_____________________________________________________________

