IVEDI CAL APPLI CATI ON FORM
FOR PEC SW MM NG POOL AND FI TNESS CENTRE (Gym)

To be conpleted by ALL persons - for solo use well before using these facilities
Section A. Medical Hi story

To be conpleted in examining doctor's presence. (PLEASE COVPLETE THI'S FORM I N BLOCK LETTER)

NAME: Date of Birth: day m __ year
PEC I D NO : Sex: Mal e/ Fenul e AGE
CLASS/ DEPT: E-Mail | D
ADDRESS: Post Code: __
TOMW CI TY: STATE Mobi | e No:
Have you ever suffered at any time fromany of the foll ow ng?
1. Ear trouble, earache, discharge or deafness YES / NO
2. Sinus trouble YES / NO
3. Chest disease, including asthma, bronchitis, collapsed lung or TB YES / NO
4. Attacks of giddiness, blackouts or fainting YES / NO
5. Fits, nervous disorders, persistent headaches or concussion YES / NO
6. Anxiety, "nerves", nervous breakdown YES / NO
7. Diseases of the heart and circulation, including high blood pressure YES / NO
8. Do you have di abetes YES / NO
9. Do you regularly or frequently take any nedication YES / NO
or other treatment with or without prescription YES / NO
10. Are you currently receiving nmedical care, or have you YES / NO
consul ted any doctor in the past year
11. Have you ever been refused life insurance YES / NO
or failed a medical exanination YES / NO
12. Have you attended or been adnitted to hospital YES / NO
13. Have you had a previous nedical for any swi m sports conpetition YES / NO
If YES was the result satisfactory YES / NO
14. Eyesight — is your eyesight within normal linmits YES / NO
15. Any history of head injury YES / NO
16. Hi story of Surgery YES / NO

If the answer is YES to ANY of these questions, please give further
details:

| hereby declare that to the best of ny know edge, | amin good general health and that
| have not onmitted any infornmation that nmight be relevant to ny fitness to swimOR gym
OR exercise. | authorise ny nedical doctor/attendants to disclose any detail of ny past
or present nedical history if requested to do so by a PECUT Oficial. | also agree that
rel evant information about my health may be disclosed to the persons directly concerned
with ny attenpt to Swimor Exercise or Gym | DECLARE THAT | WLL | NFORM THE OFFI Cl ALS
OF PECUT SPORTS DEPT. OF ANY IEDI CAL CONDI TI ON THAT OCCURS AFTER THE PRESENTATI ON OF
THI' S MEDI CAL APPLI CATI ON FORM AND BEFORE | MAKE MY ATTEMPT TO SWM OR EXERCI SE OR GYM

SI GNED: (appl i cant) Dat e:

SI GNED: ( Exam ni ng Doct or) Dat e:

MAKE SURE THI'S SECTION IS FILLED I'N FULLY AND S| GNED!
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USER?S FULL NAME:

Section B. FOR THE EXAM NI NG DOCTOR

The above named person w shes to be exanmined with a view to checking his/her physical
fitness to participate in an attenpt to swimor Exercise or Gymin PEC Swi mri ng Pool
and Fitness Centre (Gym). Please bear in nind that these physical undertakings are
arduous.

Height: Metres. Wight: Kg Build:
ENT Is hearing inmpaired___ YES / NO
CHEST pul se

CARDI OVASCULAR SYSTEM BP

URI NE: Al bunen G ucose

JO NTS & LI MBS

NERVOUS SYSTEM

SKI NV CONTAG OQUS DI SEASE

REMARKS:

After exam nation, | consider this applicant (named above)

to be -- FIT — or — UNFIT -- (Piease delete one of the categories)
to attenpt to Swimor Exercise or Gym

Si gnature of exam ni ng doctor Date. [/ |

DOCTOR S NAME or Doctors Stanp:

ADDRESS:

TEL no (Has FI T/UNFIT decl aration been conpl et ed?)

Note: Any fee in respect of this medical examination is the responsibility of the person naned.

BOTH MEDI CAL CERTI FI CATES (Section A Medical History and Section B
Medi cal Exam nation) MJST BE COVPLETED IN FULL AND RETURNED TO THE PEC
SPORTS OFFI CE AS SOON AS PGSSI BLE BUT AT LEAST ONE WEEK BEFORE YOUR
ENTRY TO SW M OR EXERCI SE OR GYM

| NCOWPLETE FORMS W LL BE RETURNED & YOUR APPLI CATI ON DELAYED.
ANSVERS ALL QUESTI ONS & CHECK THE FORMS FULLY BEFORE SUBM TTI NG
KEEP A COPY FOR YOUR RECORDS.
Make sure you and your doctor has signed in all the relevant places and
Crossed out either the “FIT or UNFIT” part of the declaration in
“section B”

Have all questions been answered in full?
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