BC Wheelchair Sports Medical Form
ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL
PART 1: Personal 
Surname: ______________________________       First Name: ____________________________________                                                

Address: ___________________________________________        City: _____________________________

Prov: _____________________________                                 Postal Code: ____________________________

Phone: (H) _______________________  (B) _____________________________________

Date of Birth: _______________________________

B.C. Medical Number: ________________________  

If NOT B.C. Medical Number, list other: 
__________________________________________

Current Doctor – Name: ___________________________   Phone: __________________________________

Address: _________________________________________________________________________________
CONTACT IN CASE OF EMERGENCY

Name: ________________________________   Phone: ____________________________

Address: ______________________________________           Relationship:__________________________



Type of disability: ______________________          Ambulatory:___ W/C User:___ Cognitive:____

How long have you had the above disability: _____________________________________
_


Date of last medical check-up: _________________________________________________



PART 2: Medical
Are you currently taking any medications?   Yes ____   No ____

Type and Time Schedule



Purpose

______________________________________               ______________________________

______________________________________
             ______________________________

______________________________________
              ______________________________

______________________________________
              ______________________________

Self-Administered?   Yes ____   No ____

**PLEASE BRING ANY PERSONAL MEDICATIONS/MEDICAL SUPPLIES WITH YOU ***

Any known allergies?  Yes ____   No ____   If yes, please specify: 
____________________

_________________________________________________________________________

History of:
Epilepsy:


Yes___
No___



Diabetes:


Yes___
No___



Breathing Problems:

Yes___
No___



Heart Problems:

Yes___
No___

Pressure Sores:


Yes___
No___

Bladder Infections:

Yes___
No___

Specify any recent problems of the above: 
_______________________________________

________________________________________________________________________________________


Any other medical conditions?   
Yes___
No___


If yes, please specify: _______________________________________________________________________

Have you had any illness requiring bed rest during the past year?
Yes___
No___

If yes, please give date and times and nature of illness: 
_____________________________


________________________________________________________________________________________

Have you ever been advised by a PHYSICIAN not to participate in Sports? 

Yes___   No___       If yes, please explain:_______________________________________________________

_________________________________________________________________________________________

Immunizations:   Date of last Tetanus Vaccination: _________________________________________

PART 3: SPECIAL NEEDS

Please specify any special needs required in the following areas


Bladder/Bowel Care:   ___________________________________________________________________


Skin Care:      _____________
_____________________________________________________________


Toilet Transfers:      _____________________________________________________________________


Bed/Wheelchair Transfers:   ________
_______________________________________________________


Applications of braces or splints: ____________________________________________________________


Dressing:   _____________________________________________________________________________


Swimming Pool:   _______________
_________________________________________________________

Do you need an attendant: Yes___     No___   If yes, to what degree do you need one?
__________________________________________________________________________________________

Do you require any treatments? (dressings, etc.)     Yes___
No___



If yes, please specify:  ____________________________________________________________

_________________________________________________________________________________________

PART 4: MEDICAL CONSENT

I, the undersigned, do hereby authorize the BC Wheelchair Sports Staff to contact my physician concerning my medical treatment or care.  I do thereby give my permission to release such pertinent information to the attending medical staff, as may be deemed necessary by the Staff, for my protection and safety,

Camper’s Name printed:   ______________________________________________


Signed:  ______________________________________________________



   (parent or person authorized to give consent)

Relationship to member: ______________________________________________

Witness: _____________________________________  Date: ________________

All of the above questions have been answered completely and fully, to the best of my knowledge.

______________________________________
_________________________

Signature






Date

