[image: image1.png]



	
NETEX HEALTH AND MEDICAL CONTACT FORM
Please complete in block capitals. Note: SIGNATURE is required on this form.
	

	NAME OF PARTICIPANT
	
	DATE OF BIRTH
	

	TEAM NAME
	
	GROUP
	

	DISTRICT
	
	
	


	Contact Details of HOME CONTACT / NEXT OF KIN

	NAME
	
	Address

(inc Postcode

	Home Phone Number
	
	

	Mobile Number
	
	


	HEALTH DETAILS AND EMERGENCY PERMISSION

	FAMILY DOCTOR:
NAME and ADDRESS

of GP Practice [Including County]:

TELEPHONE NUMBER OF DOCTOR
	

	HOSPITAL CONSULTANT [If applicable]: HOSPITAL:

TELEPHONE NUMBER OF HOSPITAL
	
	

	DO YOU SUFFER FROM ANY OF THE FOLLOWING: ALLERGIES, ASTHMA, CHEST COMPLAINT, DIABETES, EPILEPSY, FAINTS OR FITS, HAY FEVER, MIGRAINE, NERVOUS DISORDERS, PERIOD PAINS, WHEEZING OR ANY OTHER ILLNESS OR DISABILITY?YES/NO

If YES, please give details:



	ARE YOU RECEIVING ANY MEDICAL TREATMENT AT PRESENT? YES/NO

If YES, please give details including name of drug, dosage and frequency ,inhalers, EPIPENS [Continue overleaf if not enough room here]:



	HAVE YOU HAD ANY CONTACT WITH ANY INFECTIOUS ILLNESSES IN THE LAST MONTH: YES/NO If YES please give details [Continue overleaf if not enough room here]:



	DATE OF LAST ANTI-TETANUS

	THE FOLLOWING MEDICINES AND EXTERNAL REMEDIES WILL BE AVAILABLE IF REQUIRED. PLEASE INDICATE WHICH ONES CAN BE USED ON YOU? (PLEASE LEAVE ONLY CORRECT ANSWER VISIBLE)

	Paracetomol
	YES / NO
	Calpol 6+
	YES / NO
	Indigestion

remedy
	YES / NO
	Cough Linctus
	YES / NO

	Antihistamine
	YES / NO
	Throat

Lozenges
	YES / NO
	Ibuprofen
	YES / NO
	
	YES / NO

	IN THE EVENT OF AN INCIDENT REQUIRING MEDICAL ATTENTION I AUTHORISE MY NEXT OF KIN TO GIVE PERMISSION TO THE TRAINED MEDICAL STAFF/DOCTOR/FIRST AID TEAM TO UNDERTAKE WHATEVER TREATMENT IS CONSIDERED NECESSARY FOR ME IF I AM UNABLE TO DO SO MYSELF [INCLUDING USE OF EPIPEN].

	Signed


	
	DATE
	

	(NAMED PERSON ON FORM ) Please note if you are over 16 years old you can sign your own form.








