Class Registration Form

Name:

Address:

Home phone: Work phone:

Email: Cell phone:

Emergency Contact: Phone:

Date of birth: Class desired:

Height: Desired start date:

Weight: How did you hear about us:

List any other must know information

Medical History

This section must be filled in and submitted to your instructor before your class begins. The purpose of this
form is to determine if you should be examined by your doctor before participating in diver training.
Answering yes to any of the conditions below will require you to have a written clearance for diving activities
from your doctor before you can begin any water training.

All questions below must be answered with a YES or NO.

___Areyou pregnant or are you attempting to become pregnant?

Do you regularly take any medication? If so what kind?

Are you over the age of 45?

Do you have a history of:

_ Asthma ____ Frequent colds _____Drug problems

_ Pneumothorax _ Lung disease ____Severe hayfever
_____Chest surgery ____ Behavioral problems __Strokes / Seizures
___ Blackouts ' ____Decompression sickness ____Back problems
___.Digbetes ___Heart problems ____History of surgery
___ Ear or Sinus problems ____Bleeding problems ____High blood pressure

__Hernia . Uleers Epilepsy

1 acknowledge 1 have honestly and personally completed the above medical history survey

Sign Date

Store personnel use only
Class paid  Date Referral  Refresher  Has course materials Deposit
Notes







