ADULT STAFF PRE-ANNUAL CAMP MEDICAL SCREENING

The Commandant has requested that all Officers/Adults attending Annual Camp complete the Mandatory Medical Questionnaire prior to attending.   All information will be confidential and forms should be returned in an envelope marked ‘Confidential Medical Form’ FAO the ACF MO.

Name: ................................................................ Rank: .......................... Number:......................................................

Name and address of your GP: ...................................................................................................................................

.....................................................................................................................................................................................


Do you have a current medical condition for which you are receiving medication?   Yes                     No 

If yes please give brief details of condition and medication: .....................................................................................
.....................................................................................................................................................................................

.....................................................................................................................................................................................


Do you have any known allergies?





         Yes                     No     

  
If yes do you require medication?  Epipen/antihistamine                                               Yes
    No     
Do you have or have you had a hospital or GP consultation within the past/future

3 months?                                                                                                                                 Yes    
    No      

If yes please give brief details: ....................................................................................................................................

....................................................................................................................................................................................

.....................................................................................................................................................................................

Do you suffer with any of the following?     Heart Disease         Asthma         Diabetes        High Blood Pressure

                                                                             
                     
         
       


Do you require regular check- ups?                                                                                        Yes                    No                  

If yes please give date of last check-up: ........................................................................

Are you aware of any medical condition which precludes you from attending             Yes  
       No  

Annual Camp?      
If yes please give brief detail: .....................................................................................................................................

Do you take part in any form of regular exercise?                                                               Yes  
       No 

If yes how many times per week? ..............................................................................................................................

It is the individuals’ personal responsibility to ensure they have sufficient supplies of any prescribed medication to cover the whole period of Annual Camp.

If you are unsure as to your fitness to attend Annual Camp ask the CEO to contact the  MO who will contact you to discuss these concerns in confidence.  If this is not appropriate you must consult your Doctor for advice on attending.

MEDICAL IN CONFIDENCE (WHEN COMPLETE)
