MEDICAL DECLARATION - GIRLS

GPs Details
Name....................................................................................................................................................

Address.................................................................................................................................................

Telephone No. ......................................................................................................................................

If the answer to any of the questions is ‘yes’ please give full details on separate sheet:

1.
Do you have a history of heart problems, chest pain or stroke?


Yes / No

2. 
Do you suffer with high or low blood pressure?




Yes / No
3.
Have you been advised by a doctor not to exercise?




Yes / No
4.
Are you currently taking any prescribed medications?



Yes / No
5.
In the past three years have you received any hospital treatment as an

Yes / No

in-patient, out-patient or in the casualty department?

6.
In the past three years have you suffered any dislocations, any recurring

Yes / No

muscle, ligament, tendon or cartilage problems?

7.
In the last three years have you suffered from fainting, epilepsy, blurred

Yes / No

vision, head injuries or concussion?


8.
Do you have any respiratory problems, such as asthma?



Yes / No
9.
In the last three months have you suffered from abdominal pain, weight

Yes / No

loss, vomiting or diarrhoea?


10.
Are you diabetic?








Yes / No

11.
Do you suffer from any circulatory problems?




Yes / No
12.
Have you ever had any allergic reactions to any medications, such as

Yes / No

Penicillin, skin creams, nasal sprays etc?  Are you allergic to any food or


drinks, etc?

13.
Are there any other medical conditions from which you have previously

Yes / No

or currently suffer which have not been covered in the foregoing questions?

14.
Are you pregnant or have you recently given birth?




Yes / No
I hereby give my consent for ........................................................................... to be treated by

Croydon RFC First Aid staff

Name...........................................................................
Parent/Guardian

Signed..........................................................................
Date.............................................

