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Personal Details
Name:                 		__________________________
Address:            	  	___________________________________________________________________
Date of Birth: 		__________________________
Contact Number:		__________________________

Emergency Contact Details/ Next of Kin
First emergency contact must be member’s next of kin (Please let us know if these details change)

1.   Name: __________________________ 	Relationship : ___________________________
 Mobile No: _________________      Work No: __________________      Home No: ____________________ 
2.   Name __________________________ 	Relationship: ___________________________ 
 Mobile No: _________________	Work No: __________________	       Home No: ___________________

    
Medical Details
1. Are you prone to headaches, fainting or dizziness?                          			YES (   )         NO (   )
     
2. Do you experience any chest pains, wheeziness, or sickness during or after 	YES (   )         NO (   )
     physical activity?                                                                               

3. Do you have any bone or joint problem that could be aggravated by physical    	 YES (   )        NO (   )
    activity?                                                                                        

5. Do you or have you suffered from:	Seizures                     	YES (   )          	NO (   )
        					Diabetes                     	YES (   )         	NO (   )
        					Asthma                       	YES (   )      	NO (   )
        					Allergies                     	YES (   )   	NO (   )
						Heart conditions	YES (   )		NO (   )

If YES to any of the above, please give details: 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






Are you currently on over the counter or prescribed medication? 	YES (   )         	NO (   )
If YES please give details: _______________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________

If there is any other condition not listed, which may affect your physical activity:
______________________________________________________________________________________________________________________________________________________________________________________

Doctors Details:
Name:  _____________________________________________________ Tel: _________________________
Address: _________________________________________________________________________________
Medical card: 	Yes (   ) 	No (   ) 
If so, medical card details:	 _______________________________

Signed: 		___________________________		Date:	____________________
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