



MEDICAL FORM - BMX WORLD CHAMPIONSHIPS 2013

The following information will be confidential and made available to the suitable personnel, only if required. Contact will be made to the parent/caregiver as noted below.

Rider Name: _______________________   DOB: _________________ BMX Club: __________

Emergency Contact: _____________________ Cell phone Number: _____________________
ALLERGIES

1. Are you allergic to any medications?    YES   NO


If YES, please list: _____________________________________________________________

2. Are you allergic to any insect bites?      YES   NO


If YES, specify insect(s) & reaction: ________________________________________________

3. Do you have any other allergies (i.e. food allergy, hay fever, etc.)?  YES  NO


If YES, please specify: __________________________________________________________

HEAD AND NECK

1.
Have you ever suffered a concussion or head injury? YES NO


If YES, when and how severe? ___________________________________________________

2. Have you ever been knocked unconscious? YES NO


If YES, when: _________________________________________________________________

3. Have you ever been hospitalized for a head injury? YES NO


If YES, when? ___________________ How long? ____________________

4. Do you suffer from migraine headaches? YES NO


If YES, how often? _______________ Medication ____________________________________

5. Do you suffer from frequent headaches? YES NO


If YES, How often? _______________ How severe? ___________________________________

6. Have you ever suffered a neck injury? YES NO


If YES, give details: ____________________________________________________________

7. Have you ever been hospitalized for a neck injury? YES NO


If YES, when? ___________________ How long? ____________________________________

OTHER:

1. Do you have any type of blood disorder (haemophilia, anaemia)  YES  NO


If YES, give details: ____________________________________________________________

2. Are you taking any medication at present?      YES    NO
If yes, please list any medications, the dosage and commencement/completion date.   

Is it on-going medication or short term?         ON-GOING    SHORT-TERM

_____________________________________________________________________________

​​​​​​​​​​​​​​​​​​​ ANY OTHER RELEVANT INFORMATION: 

​​​​​​​​​​​​​​​​_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________


__________________________                                                  ________________

  
Signature (parent if under 18)                                                               Date
