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	Please answer the following questions to the best of your ability. Your responses are completely confidential and only NNE AGWU Dream Team Members will have access to your information. The information you provide will be of benefit in the event of an emergency or medical treatment. 


Personal Details 

	Name 
	

	DOB/Age 
	DOB                                                       Age                        

	Address 
	

	Postcode 
	

	Gender
	

	Religion
	

	Height/Weight
	Height                                                  Weight

	Tel Contact 
	UK                                                        Abroad 


Emergency Contacts – (Details of the person/s we should contact in the event of an emergency abroad)
	Name 
	

	Address 
	

	Postcode 
	

	Tel Contact 
	

	Email 
	

	Relationship to you
	


Emergency Contact 2
	Name 
	

	Address 
	

	Postcode 
	

	Tel Contact 
	

	Email 
	

	Relationship to you
	


Known Allergic Reactions 

(Please list known allergies or reactions)

	Medication 
	Reaction 

	
	

	
	

	
	


Current Medications 
(Please list any medications you are currently taking or intend to be taking during your stay)

	Medications 
	Reason for taking 
	Dosage 
	Amount/Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medical/Health History 

(Please respond to every question below by putting a tick in the relevant box)

	Do you or have you ever had or suffered with: 
	Yes 
	No 

	Heart Disease (heart attack, stroke, palpitations, heart murmur) 
	
	

	Diabetes 
	
	

	Respiratory problems (asthma, bronchitis
	
	

	Thyroid, Liver or Kidney Disease (Lupus)
	
	

	Sickle Cell Anaemia or Trait 
	
	

	Epilepsy 
	
	

	Cancer
	
	

	High blood pressure
	
	

	Low blood pressure
	
	

	Depression, Stress (personality disorder)
	
	

	Alcohol Disease or Dependency?
	
	

	Neurological Conditions? 
	
	

	Arthritis/Rheumatism?
	
	

	Varicose veins, Deep Vein Thrombosis?
	
	

	Disability (hidden disability)?
	
	

	Are you or could you be pregnant?
	
	

	Had or intend of have surgery for any medical condition above or otherwise? Give details below:

	
	

	Conditions not listed above
	
	

	
	
	

	
	
	


Treatment Preference

	Medication
	Yes 
	No 

	Traditional 
	
	

	Alternative
	
	

	Conventional 
	
	


If you have ticked yes to any of the above questions please give details below

	Condition
	Details 

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Additional Information 

	Question 
	Yes 
	No 

	Do you travel with all your medication/s?
	
	

	Do you have preventative medication with you?
	
	

	Do you know of any reason why you should not have an X-ray, Ultrasound, CT Scan or MRI?
	
	

	
	
	


Additional Information continued....

	


I have read and understood the questions asked of me above. I acknowledge that my information provided is a very important factor in the event of an emergency. I have answered to the best of my ability. If there are any changes to my medical condition I will notify you immediately.
Signed.............................................................................. 

Print Name......................................................................
Date.................................................................................
Thank you for your cooperation. 
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