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Medical Form 

/!Personal Details 
 
Surname ___________________________  Given Names ____________________________ 

 
Address _________________________________________________ Postcode ____________ 

 
Home Phone _________________________  Date of Birth ____/____ /_______ 
 

Mother's Name _______________________  Occupation _____________________________ 
 
Work Phone _________________________  Mobile _________________________________ 

 
Father's Name _______________________  Occupation _____________________________ 

 
Work Phone _________________________  Mobile _________________________________ 
 

Emergency Contact Details 
 
Surname ____________________________  Given Names ____________________________ 

 
Home Phone _________________________  Work Phone _____________________________ 
 

Mobile ______________________________  Relationship to child ______________________ 
 

Health Care Details 
 
Blood Group _________________________  Do you object to transfusions   YES / NO 
 

Medicare Number _____________________  Ambulance Cover    YES / NO 
 
Private Health Insurance   YES / NO   Fund/Cover _____________________________ 

 
Private Doctor ________________________  Telephone ______________________________ 

 
Address _________________________________________________ Postcode ___________ 
 

Can the doctor be contacted at all times  YES / NO 
 
 

 
If urgent attention is required and neither parents or the alternative number given can't be reached, I 

give consent for my child to be treated by a medical practitioner as arranged by Rebound Sport Aerobics. 
 

Signed ______________________________  Parent / Guardian  Date _______________ 

http://www.reboundaerobics.com
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Medical Form Continued 

Current History 
 
Current medical problems ______________________________________________________ 
 

___________________________________________________________________________ 
 

Regular medications, including supplements, stating name and dosage ___________________ 
 
___________________________________________________________________________ 

 
Allergies ____________________________________________________________________ 

 
___________________________________________________________________________ 
 

Sports injuries (please list any injury which is current/recurring or requires surgery) ________ 
 
___________________________________________________________________________ 

 

Past History 
 

Have You Had:   □ Epilepsy   □ Hepatitis A   □ Hepatitis B 

  

     □ Diabetes   □ Asthma/Bronchitis □ Heart Problems 

 

     □ Heart Murmur  □ Concussion   □ Hernia 

 

Do You Wear:    Glasses  YES / NO   Contact Lenses  Soft   YES / NO 
 
                Hard YES / NO 

 
Have you had a fracture in the last three years and if so, where? ________________________ 

 
Have you had a dislocation and if so where? ________________________________________ 
 

Do you suffer from recurring pain in any joint and if so, where? _________________________ 
 

Do you suffer from Back / Neck Pain   YES / NO 
 
Have you ever been treated for a head, neck or spinal injury?   YES / NO 

 
Details _____________________________________________________________________ 
 

To the best of my knowledge, all information contained on this sheet is correct. 
 

 
Signed ______________________________ Parent / Guardian   Date ______________ 
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