Diving Medical History Form

APPENDIX 3
To Be Completed By Applicant-Diver
Name Sex Age Weight Height
Sponsor (Department / Project / Program / School / etc.) Date (Month / Day / Year)

SCUBA diving and snorkeling places considerable physical and mental demands on the diver. Certain medical and physical requirements must be met

before beginning a diving or training program. Your accurate answers to the questions are more important, in many instances, in determining your fitness to
dive than what the physician may see, hear or feel as part of the diving medical certification procedure.

This form shall be kept confidential by the examining physician. If you believe any question amounts to invasion of your privacy, you may elect to omit an
answer, provided that you shall subsequently discuss that matter with your own physician who must then indicate, in writing, that you have done so and that
no health hazard exists.

Should your answers indicate a condition, which might make diving hazardous, you will be asked to review the matter with your physician. In such instanc-
es, their written authorization will be required in order for further consideration to be given to your application. If your physician concludes that diving would
involve undue risk for you, remember that they are concerned only with your well-being and safety.

YES NO Please indicate whether or not the following apply to you Comments
O i C Convulsions, seizures, or epilepsy
""" O O Fantingspellsordizziness
""" O  Beenaddictedtodrugs

Motion sickness or sea/air sickness

Claustrophobia

Mental disorder or nervous breakdown

00

O

O | C | Areyou pregnant?
O O Do you suffer from menstrual problems?
O | O | Anxiety spells or hyperventilation

O | O | Had a major operation
@) O Presently being treated by a physician
O | C Taking any medication regularly (even non-prescription)
R L T e —
@) C Headaches (frequent and severe)
O ® : Wear dental plates

,,,,, O C  Bleedingdisorders
,,,,, O © Aeoholism
,,,,, O O Anyproblemsrelatedtodiving
,,,,, O Nenoustensionoremotional problems
,,,,, O O Teketanquiizers
,,,,, O O Peforatedeardrums
:
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YES NO  Please indicate whether or not the following apply to you Comments
O () | Hay fever

i Frequent sinus trouble, frequent drainage from the nose, post-nasal drip,

O i or stuffy nose
""" O (0  Frequentearaches
""" O (O Dranagefomtheears
""" O (  Difficulty with your ears in airplanes or on mountains
""" O O Barsugery
""" O  ( Ringnginyourears
""" O O Frequentdizzyspells
""" O (0 Hearingproblems
""" O O Touleequalizingpressure inyourears

Asthma

O
O

O (O Wheezing attacks

O (O | Cough (chronic or recurrent)
""" O O Fequentyrisesputum
,,,,, OO
""" oo
,,,,, OF
,,,,, O@
OO Mberess
O | O | shortness of breath
@) O Lung problem or abnormality
O | O | spitblood
""" & -  Breathingdiffcully after eating particular foods, after exposure to partiou-

i lar pollens or animals

Are you subject to bronchitis?

O

O

Subcutaneous emphysema (air under the skin)

Air embolism after diving

Decompression sickness (DCS)

OO

O

Rheumatic fever

Scarlet fever

O
.

Heart murmur

O
O
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Low blood pressure

O
O

O
O

Recurrent or persistent swelling of the legs

Pounding, rapid heartbeat or palpitations

O

O

Easily fatigued or short of breath

O

Abnormal EKG

O
.
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YES NO Please indicate whether or not the following apply to you Comments
O (0 | Back trouble or back injuries
""" O O Ruptredorsippeddisk
77777 O L|m|t|ngphyS|caI handicap;”mmm
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e) O Have you ever had any other medical problems not listed? If so, please list
~ ordescribe below;

O (0 | Is there a family history of high cholesterol?
O (O | Is there a family history of heart disease or stroke?
O (O | Is there a family history of diabetes?

CERTIFICATION

| certify that the above answers and information represent an accurate and complete description of my medical history.

Diver Signature Date
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