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                                            MEDICAL QUESTIONAIRE.                               

MR   MRS  MISS                                     SURNAME;                                CHRISTIAN NAME;                                                 
ADDRESS;                                                TEL.NO;                                                          D.O.B;

ARE YOU REGISTERED UNDER THE DISABLED PERSON(EMPLOYMENT)ACT 1944 AND 1958?      YES         NO

IF YES,PLEASE COMPLETE THE FOLLOWING;  CERTIFICATE No.                                           EXPIRY DATE;________

PLEASE INDICATE FROM THE LIST BELOW IF YOU HAVE SUFFERED FROM ANY OF THE FOLLOWING;

O  ASTHMA                               O  EPILEPSY                        O  HEART TROUBLE                  O  RHEUMATIC COMPLAINTS.

O  BACK TROUBLE                  O  FITS                                 O  HERNIA                                    O  SERIOUS SKIN DISORDERS.

O  BRONCHITIS                        O  FAINTING                      O  MIGRAINE                               O  TUBERCULOSIS

O  DIABETES                            O  HAY FEVER                   O  NERVOUS DISORDER

SEX;      MALE/FEMALE                                       WEIGHT;                                         COLOUR OF HAIR;                                       

COLOUR OF EYES;                                                    

HAVE YOU NORMAL VISION IN BOTH EYES WITHOUT GLASSES?   YES             NO  WITH GLASSES  YES      NO

NORMAL SENSE OF SMELL    YES       NO        NAME OF YOUR DOCTOR;

ADDRESS OF YOUR DOCTOR;

MAY WE REQUEST MEDICAL INFORMATION FROM YOUR DOCTOR,IF NECCESSARY?                       YES      NO

HAVE YOU HAD A CHEST X-RAY IN THE LAST TWO YEARS?                                                                       YES      NO

HAVE YOU EVER ATTENDED AN OUT PATIENTS DEPARTMENT FOR LONGER THAN SIX WEEKS?

                                                                                                                                                                                             YES     NO

ARE YOU CURRENTLY RECEIVING ANY MEDICAL TREATMENT?                                                                  YES    NO

PLEASE GIVE DETAILS OF ANY OTHER SERIOUS ILNESS,INJURY,OPERATION,PHYSICAL DEFECT OR

DISABILITY;__________________________________________________________________
I Declare That I Am Medically Fit And Give No Fault To Injury/Accident Or Death Either Prior/During Or After Any Activity/Event.
Signed--------------------------------------------                                                Date--------------------------

