49 NZCF 8




MEDICAL / STAFF - IN –CONFIDENCE
JULY 08
49 (District of Kapiti) SQN

Activity Permission And Medical History Form

1.  PERSONAL DETAILS:

	Surname:
	
	First Names:
	

	Rank:
	
	Gender
	

	Full Residential Address:
	

	
	

	Telephone No Home
	
	Mobile:
	
	Email
	


	I AM ATTENDING

YES / NO



2.  NEXT OF KIN:
	Surname:
	
	First Names:
	
	Relationship:
	

	Full Residential Address:
	

	
	

	Phone No (Hm)
	
	Mobile:
	
	Email
	


3.  ACTIVITY DETAILS:


Course: Exercise Kiwi
Course Dates: 18 – 20 Dec 2009  Location: Waitarere Forest 
A.
TRANSPORT REQUEST:

I can assist with transport as follows:

· 1915 hrs 18 DEC 09 49Sqn Unit  to Waitarere Forest

· 1445 hrs 20 DEC 09 Waitarere Forest to 49Sqn Unit
B.
ACTIVITY SPECIFIC DETAILS:

See attached Joining Instructions

C.
ADMIN SPECFIC DETAILS:

	This Form MUST be returned by:
	Wednesday 09 December 2009
	

	This Form must be returned to:
	ADJUTANT – admin@49squadron.org.nz
	

	Payment Method (Circle one)
	Cash / Cheque
	


Admin Use Only

 FORMCHECKBOX 

Received & Checked by Flight Commander

 FORMCHECKBOX 

Received & Checked by Admin Office

 FORMCHECKBOX 

Payment to ATCANZ

 FORMCHECKBOX 

Received by Activity Manager

7.  MEDICAL HISTORY, DIETARY REQUIREMENTS AND LEARNING ABILITY:
A. MEDICAL

Name of family doctor, (or the doctor to be contacted in the event of a problem): ________________________________
Doctor’s Surgery Address:  __________________________________________________________________________


Do you currently have any disease / sickness / injury / allergies?
Yes
No



Are you recovering from any disease / sickness / injury / operation?
Yes

No
 


Are you currently receiving any medical treatment ?
Yes
No



Are you taking any medication?
Yes
No



Have you had a reaction to any medical drugs used?
Yes
No


If the answer to any of the above questions is YES, or if there is any other medical information that may be relevant, please provide details!

1.
Injury / sickness / disease / operation type and severity / allergies: _____________________________________

2.
Restriction on activities: ______________________________________________________________________

3.
Medication required (type, amount and frequency): _________________________________________________

4.
Medical drugs reacted to: _____________________________________________________________________

B. DIETARY

Please state any special dietary requirements (state exact requirements, attach to form if required): 

_______________________________________________________________________________________________

C. LEARNING

Do you have a learning disability?   No    


Is a reader/writer required for examination? No    

8.  PARENT / GUARDIAN DECLARATION FOR CADET UNDER 18 YEARS OF AGE:
I ………………. hereby consent to my son / daughter / ward, participating in the course detailed above, which may include any of the following activities:

Flying in military aircraft

Civil flying / Glider flying

Sailing in naval / merchant ships

Sailing / waterborne activities

Travel in military vehicles

Team sports / Physical training

Rifle safety / rifle shooting

Bushcraft

Drill

I consent to my son / daughter / ward being treated by NZDF Medical Staff if required and accept responsibility to pay doctors fees or prescription charges, should this be necessary. I also consent to NZDF Medics providing initial assessment during authorised activities and on consultation with registered NZDF Medical staff, commence appropriate treatment as necessary.

Date: __________________
Signature: ___________________________________

9.  DECLARATION BY OFFICER OR CADET 18 YEARS OF AGE OR OVER:

I (full name)_____________________________________________________   declare that the medical information provided above to the best of my knowledge, is accurate and true.

Date: ______________________
Signature: ___________________________________
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