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Confidential Medical Record
APPROVAL
PART | General Information (o e completsd by the appiicant
R
1. Name
2. Program Mame 3. Program Starting Date / /
4. Occupation 5. Birth date el BN 6. Ageatprogramstart
7. Height #._____in. ‘Weight Ibs. 8.Male __ Female 9. Daytima Phone { )
10. Address Evening Phone ( )
City/State/Zip Fax( )
11. Family Physician Phane ( ) 12. Soc. Sec. ¥
13. Incase of emergencycontact Relationship

Daytime Phone ( )

Address

City/State/Zip Evening Phone ( )
14. Father/Guardian Mother/Guardian

Address Address

City/State/Zip City/State/Zip

Employer Employer

Title/COccupanon Title/Occupation

Telephone (Home) ( ) Telephona (Homa) ( )]
Telephone (Work)( } Telephona (Work) ( )
15. Do you speak and understand Engiish? Yes No |
16. Ethnic Sackground {optional) ' Asian O Black / African American 2 Hispanic
7} Native/ American Indian - White / Caucasian < Other

onsible for any medical expensas and should be coverad by his/her own sickness and accident

Please Note: Each applicant is resp
st be answered for our insurance records.)

insurance. (The following questions mu
17. s applicant covered by any hospitalization/medical care policy? Yes QO neQ
Policy or Cartificate #

City/State/Zip

18. Insurance Company Nama

Address

19. Does Insurance company require pre-authorization? Yes O NoQ Iifyes, phone (

Signature Required

Cnmmt:'4h-uurgmnfmmupplicnmwmndmmmﬂmmpmrinhnhﬁmhrw-m-rg-mymm.
operation, hospitalization or other treatmant which might become necessary.

All information will remain confidential. ¥ou should know that over the m.mwmnmmﬂmww
difficulties have successfully completed our programs, but we miust ba aware of these conditions. Failure to disciose such information could
resuit in serious harm to you and your fellow applicants.

lfyoumtualmuprogmmmrtwimaerﬁsﬁrvgwﬁimuiMwﬁﬂlhnutwdmwurmmﬁlfummdwum
subsequently forced to leave mupmgrlmhmunuﬂmﬂnwﬂm.mﬂhmmﬂmmmﬁﬂmtmlﬂlHlfmd-

Parent / Guardian (if applicant is under legal age) Date

Date

Applicant's Signature
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PART Il Participant History: Past and Present Medical Problems
I (To be completed by applicant. Eill in EVERY blank, Use acditional pages if necessary.)

A. Conditions and Symptoms

Yes No Yes Mo
1. High: Blood Pressure 2 2 24 Frostite 2 3
2. Hean Disease 3 QO 25 Circulation Problems 2 3
3. Heart Murmur 3 3 26. Acuve Badwetting a3
4. Ireguiar Heanbeat 3 2 27 Headaches 2 3
5. Family history of heartanack _3  J 28, Head injury w/ neuroiogical
6. Tuberculosis i B impairmant —_— 2
7. Recentexposure o active TB _J Q29 Siomach Ulcers 2 32
8. Positive TB test 2 2 30, Intestinal Problems a 9
9. Active Hapatitis 3 QO a1, Heatstroke = =
10. Hiztory of Hepatitis 3 Q32 gladder Infection a2 a
11. Seizure Disorder 2 2 33 pifficulty Urinating a3
12. Seizure within past year —3 O 34 Kidney Problems 2 23
13. Bleeding Disorder —3 3T 35 Thyroid Problems = I
14. Blood disorder/anemia/ 36. Endozrine Problems a 3
sickle ceil trait 3 I 37. Hearing Impairment a 2
15. Chranic cough 2 3 38 Vision Impairment 2 3
16. Recurrent lung infections 3 3 30 Motion Sickness 3 3
17. Asthma 3 2 40. Sleep Watking 2 2
18, Diabates 2 2 41.BrokenBones _________ 32 2
19. Hypoglycemia 2 I 42. Neck Problem 2 3
20, Anorexia Nervosa 2 3 43, Back Problem e [
21. Bulimia d 32 44 Arm Problem 3 2
22. Cancer 3 3 45 shoulder Problem S R |
23. Skin Problem 3 3 46 Knee Problem S

If you have answered “yas® to any of the above itams, please explain below. Includae the fellowing:

» What specific symptoms are occuring * How long symptomicondition lasts
* How often symptom/condition occurs + How you care for symptom/condition

47. Ankle Problem
48, Leg Problem

49, Foot Prablem
50. Currently Pregnant __
51. Special Diet
52. Learning Disability
53. Madical Equipment/Davices __
54.Unexplained weight loss __
55. Other
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|
|
i
|

56. Chast Pain/Pressura

57. Heart Palpitations
58. Unexplainsd Sweating

83. Muscle Cramps
64. Intoleranca 1o warm temps __
65. Intoleranca to cold temps __
66. PMS or menstrual problems _
67. Other

Juduuuuuuuw
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+ Date of last occurrance

» How symptom/cendition restricts your activity in any way, including your ability 1o run, lift and ciimb

| item No.| Detailed Dascription (inciuding restrictions if any)

|
I
|
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G. Life-style

1. Do you use alcohol? Yes 2 NoJ How muchhow often?
2. Do you use tobacco? Yes J No Q How much/how often?
3. Do you currently have a substance abuse problem (alcahol, drugs. eic...) 7 YesJ No = |

I yes, please cescnbe
Last usea?

4, Do you have a histery of chemical dependency? Yes 23 Mo 2 Drug(s)

H. Current Exercise Activity
1. Please list current axercise activity. Note: As you know, you do not have to be an athlete to attend one of our programs. Qur applicants

coma at varying levels of condition.

Actvity | Frequency Approximate Time/Distance Leisurely Moderately Intensety |

| ,

2. Swimmung Ability (check ona) a Non-Swimmer 2 Cannat swim maore than 100 yards 3 Moderate Swimmar

3 Strong Swimmer 3J Curment lifesaving certificate

PART Il Do | Need a Physical Examination Before My Program?
Instructions: All applicants must complete Sections A & B.

A. Blood Pressure measured within 6 months)

Instructions: Required only if you are over age 30 and/or overweight.

1. Blood Pressura ! Date taken
systolic diastolic within 6 months

! Date taken

2. Second reading if above 150 /50: Blood prassure

B. Health Problems 0o you have any of the following conditions?

Yes Mo

Resting pulse reading over 100

Systolic bloed pressure reading over 150 and/or diastolic blood pressure fﬂfﬁ“ﬂ over 30
Experiencing chest pain and/or pressure

Hean disease past or present (including high blood pressure)
Abnormal heart murmur (If you have normal or functional murmur, written confirmation by your physician to

our organization Is required Qply if you murmur is abpormal is a physician's exam required.)
Diabetas

Seizure Disorder (If "yes" your physician must confirm that you have been seizure free for one year.)
Fainting/ Dizziness

Chrenic lliness or physical infirmity

| would prefer my physician's advice pricr to program participation.
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| have checked “Yes® 1o one of the items above and will be submitting a Confidential Medical and Physical Examination Record for

Physicians as follows:
+ Obtain a Confidential Madical and Physical Examination Record for Physicians from our office and anach it to this

Paricipant Confidential Medical Record
= Have the form completed by a physician, physician's assistant or nurse practitioner.

= Make sure your exam has taken place within one year of your program start date.
+ Remember - WE CAN ACCEPT ONLY A CONFIDENTIAL MEDICAL AND PHYSICAL EXAMINATION RECORD SUP PLIED BY

THIS ORGANIZATION, comgleted in full.

Qur arganization raserves the right to require a physical examination upon review of applicant history section of this form.
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