
TCIA PERSONAL MEDICAL INFORMATION

The following medical information about yourself may help our staff provide you with the necessary medical
assistance in the unlikely event of an accident or illness. Please complete this form as accurately and truthfully as
possible. The information you disclose will be kept confidential, and will only be used to assist staff respond to a
medical situation during or following the training/assessment event.

Full name : ______________________________________________________________________________

Gender :    □  Male    □  Female □  Other Date of Birth : ______/_______/__________

Home address : ___________________________________________________________________________

_______________________________________________________________________________________

Phone Number: _________________________________

In case of emergency please contact:

Name : __________________________________________________    Relationship : _________________

Home Phone : __________________  Work Phone : __________________  Mobile : __________________

Doctor _________________________________________    Doctor’s Phone : ________________________

1. Do you suffer from any medical condition requiring regular/intermittent medications? □  YES □  NO

If ‘YES’ please indicate:
□  Arthritis □  Asthma □  Bleeding condition □  Diabetes
□  Epilepsy □  Heart disease □  High blood pressure □  Kidney disease

Other :  __________________________________________________________________________________

2. If you take regular/intermittent medications please state:

Name : ____________________________ Dosage : ________ Frequency of use : _____________

Name : ____________________________ Dosage : ________ Frequency of use : _____________

Name : ____________________________ Dosage : ________ Frequency of use : _____________

3. Are you allergic to any medications/drugs? □  YES □  NO

If ‘YES’ please indicate: □  Penicillin □  Morphine

Other: ___________________________________________________________________________________

4. Are you allergic to any foods or other substances? □  YES □  NO

If ‘YES’ list substances and describe allergic reaction:

Substance 1 _______________________________________________________________

Allergic reaction ____________________________________________________________

Substance 2 _______________________________________________________________

Allergic reaction ____________________________________________________________

Substance 3 _______________________________________________________________

Allergic reaction ____________________________________________________________
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5. Do you have any history of heart problems? □  YES □  NO

If ‘YES’ describe and state limitations.

_________________________________________________________________________________________

_________________________________________________________________________________________

6. Do you have any disabilities (physical or mental)? □  YES □  NO

If ‘YES’ please describe :

_________________________________________________________________________________________

_________________________________________________________________________________________

7. Do you suffer from any fears/phobias (e.g. heights, confined spaces, water, etc)? □  YES □  NO

If ‘YES’ please indicate : _____________________________________________________________________

8. When was your last Tetanus injection?

□  Within last 2 years □  Within last 10 years □  More than 10 years ago □  Never

9. Do you wear contact lenses? □  YES □  NO

10. Do you have dentures/false teeth? □  YES □  NO

11. Can you swim? □  YES □  NO

If ‘YES’ how would you rate your swimming ability?

□  Strong swimmer □  Reasonable swimmer □  Poor swimmer

12. What is your approximate Height? _______________ Weight? _______________

13. Do you have any specific Dietary Requirements? □  YES □  NO

If ‘YES’ please state:

_________________________________________________________________________________________

Signature :  _____________________________________ Date :  _______________________
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