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Athlete Medical History 2011
Name of Athlete: 
________________________________________    Date of Birth:       ____ /____ /____
Address:

 ______________________________________________________________________
Person to be contacted in emergency: 
__________________________________________________________
Relationship to Athlete:   parent (   caregiver (    other ( (specify):  __________________________________

Phone Numbers: 
Day ____________________    Evening __________________    Mobile _____________ 

Alternative Contact:  Relationship to Athlete:    parent (     caregiver (     other ( (specify): _______________
Phone Numbers:  Day __________________    Evening __________________   Mobile ____________________
Medical Practitioner: ___________________________________       
Contact Number: _________________

	RELEVANT MEDICAL HISTORY

	Medical Conditions: (e.g. asthma, diabetes)

	· 

	· 

	Medications: (prescribed and/or over the counter)

	· 

	· 

	Allergic reactions:

	· 

	· 

	Vaccinations:

	· 

	· 

	Vaccinations:

	· Have you been vaccinated for Hepatitis “B”?
   No (            Yes (        Date: ___ / ___   month / year

	

	· When did you last receive your Tetanus vaccination?

Date: ___ / ___ 
  month / year

	

	Previous Injuries:
	
	

	Injury:
	
	Date:
	
	Treatment:

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	
	
	

	Other Conditions: (e.g. contact lenses, braces)

	· 

	· 


Special Dietary Needs: (specify)   __________________________________________________________________
I consent to the collection of the above details for use should any medical treatment be required for an injury or condition I may sustain while involved in activities related to my sport. I acknowledge my right to access and correct this information. This consent is given in accordance with the Privacy Act 1993.

Signed: ______________________________________________                         Date: _________________________ 


(Parent/Caregiver sign if athlete is under 18 years of age)
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