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Please fill our all information on this form fully and honestly.  This information will be used for your safety and the safety of other YES! participants.  Failure to disclose such information could result in situations leading to serious harm to you or fellow participants.  Efforts will be made to accommodate all people’s abilities.  All information on this form will be kept confidential by AVR/YES! staff and will be shared only with appropriate personnel and in the event of an emergency.

Participant Name:_________________________________________________________________________


Parent or Guardian

Name:________________________________________ Phone #:__________________________________

Address:_______________________________________________________________________________

Emergency Contact

(in case Parent/Guardian cannot be reached)

Name:________________________________________ Phone #:__________________________________

Medical History:  please check whether or not the participant has had:
	
	Yes
	No
	
	Yes 
	No

	1. High Blood Pressure
	
	
	26. Recent Infections
	
	

	2. Heart Disease/ Conditions
	
	
	27. Shoulder Problems
	
	

	3. Seizure Disorders
	
	
	28. Foot Problems
	
	

	4. Teeth/ Mouth Disorders
	
	
	29.  Ankle Problem
	
	

	5. Currently Pregnant
	
	
	30. Leg Problem
	
	

	6. Bleeding Disorder/Hemophilia
	
	
	31. Knee Problem
	
	

	7. Asthma
	
	
	32. Fear of Heights
	
	

	8. Diabetes
	
	
	33. Special Diet (vegan, lactose, etc)
	
	

	10. Anorexia Nervosa
	
	
	34.  Surgury
	
	

	11. Bulimia
	
	
	35. Other
	
	

	12. Medial Devices/ Equipment
	
	
	Do You Currently Have any of the Following?

	13. Motion Sickness
	
	
	36. Chest Pain/ Pressure
	
	

	14. Frostbite
	
	
	37. Heart Palpitations/ Murmurs
	
	

	15. Circulation Problems
	
	
	38. Unexplained Sweating
	
	

	16. Headaches/ Migraines
	
	
	39. Shortness of Breath
	
	

	17. Traumatic Brain Injury
	
	
	40. Frequent Dizziness
	
	

	18. Hearing Impairment
	
	
	41. Fainting
	
	

	19. Vision Impairment
	
	
	42. Intolerance to Heat
	
	

	20. Sleepwalking
	
	
	43. Intolerance to Cold
	
	

	21. Broken Bones
	
	
	44. PMS/ Menstrual Problems
	
	

	22. Hand Problems
	
	
	45. Other medical disorders
	
	

	23. Neck Problems
	
	
	46.  Psychological Disorders 
	
	

	24.  Back Problems
	
	
	47.  Currently Taking Any Medication
	
	

	25. Arm Problems
	
	
	48. Other
	
	


Please explain any “Yes” answers in the space provided below.  Include the following information:  Specific symptoms, length of symptoms/condition, how often symptoms occur, how to care for symptoms, date of last occurrence, any related limitation (including ability to walk, run, sit, lift, etc.)
Item Number






Detailed Description
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Allergies (including food, medicines, bites, stings, dust, etc.)  If none, please write “NONE.”
Allergy




Reaction



Treatment


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications: (including prescription and over the counter medications) If none, please write “NONE.”

Medication

Dosage (amt./freq.)

What Condition

Reactions

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other:  Is there anything else we should know about?  Please indicate any injuries, medications, allergies, conditions, etc. that has not been covered.  Please explain in detail.  If none, please write “NONE.”

____________________________________________________________________________________________________________________________________________________________________________________________________
Physician:  Is the participant currently being treated by a physician?  Has been in the last year?  Has participant been hospitalized in the last year.  Please explain in detail.  If no, please write “NO.”

____________________________________________________________________________________________________________________________________________________________________________________________________
Primary Care Physician:  Name, Phone, Address

__________________________________________________________________________________________________
Insurance:  What insurance is the participant covered by?  If possible, please include participant’s ID number.

__________________________________________________________________________________________________
Please notify AVR/YES! staff if there are any changes in health or fitness that occur before or during participation in the program.

I declare that the information provided is complete and correct.  If any information is withheld, I fully understand that I can be expelled from the program.  In case of injury or illness, I give permission to be treated in the case that I can not give consent and/or I am a minor.

Participant Signature:________________________________________________________Date:___________________

Guardian Signature:_________________________________________________________Date:___________________

