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MEDICAL DECLARATION FORM 







Full Name:	_________________________________________________	Date of Birth: 	____________________________
Home Tel No:	______________________________________	Mobile No:	________________________________________
Home Address:	___________________________________________________________________________________________
	__________________________________________________________________________________________________________
Post Code: 	______________________________	Email Address:	_______________________________________________

NEXT OF KIN (please give details of two people we can contact in an emergency, who ideally should be at home when you will be overseas on the team)
Name:  	____________________________________________	Name: 	____________________________________________
Relationship to you:	_______________________________	Relationship to you:	 _______________________________
Address: 	__________________________________________	Address:	__________________________________________
	____________________________________________________		___________________________________________________
	____________________________________________________		___________________________________________________
Tel No:	____________________________________________	Tel No: 	____________________________________________
Mobile: 	___________________________________________	Mobile:  	___________________________________________
MEDICAL INFORMATION
Name of GP:  	______________________________________	Tel No:  	___________________________________________
Practice Name: 	____________________________________	Email:	____________________________________________
Address:  	_________________________________________________________________________________________________
	__________________________________________________________________________________________________________
Blood Group (if known):  	___________________________
Are you allergic to anything?  Yes/No   Please give details:	_________________________________________________
	__________________________________________________________________________________________________________
	__________________________________________________________________________________________________________
Do you suffer (or have you suffered) from any illness or medical condition?  Yes/No
Please give details:	_______________________________________________________________________________________
	__________________________________________________________________________________________________________
	__________________________________________________________________________________________________________
Are you currently on any medication? Yes/ No   Please give details:	________________________________________
	__________________________________________________________________________________________________________
	__________________________________________________________________________________________________________
To the best of your knowledge, have you been in contact with any contagious or infectious disease or suffered from anything in the last TWO months that may be or become contagious or infectious?   Yes/No
Please give details:	_______________________________________________________________________________________
	__________________________________________________________________________________________________________
	__________________________________________________________________________________________________________

Are you waiting for a medical appointment or hospital treatment of any kind?  Yes/No
Please give details:	_______________________________________________________________________________________

INOCULATIONS
Please give details of all inoculations or vaccines you have received in preparation for this trip:
	
Description
	
Dates(s) received

	
	

	
	

	
	

	
	

	
	

	
	



NOTE – The above details may be filled in nearer departure date if your inoculations have not been received at the time of signing the Declaration below.

DECLARATION
I declare that I am medically fit to travel and that I am not travelling contrary to the advice of a medical practitioner.  If required, I agree to provide a medical certificate to confirm this.
I undertake to inform [Insert details here] as soon as possible of any change in my medical circumstances, or in the details of my next of kin between the date of signing this form and the commencement of the team to [Insert details here].  
In the event of my becoming ill or having an accident while I am away with the team, and I am unable to give my consent, I authorise the team leader or his/her deputy to sign on my behalf any written form of consent that may be required in order for me to receive emergency medical treatment.

Signed:  	___________________________________________	Date:  	_____________________________________________




YOUR PASSPORT DETAILS

Nationality:	_______________________________	Passport No:	_____________________________
Issued By:	________________________________	Place of Issue:	___________________________
Date of Issue:	_____________________________	Date of Expiry:	___________________________











THIS FORM SHOULD BE COMPLETED AND RETURNED WITHOUT DELAY TO:
[Insert details here]
Please complete further details on the reverse side and sign the Declaration
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