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Please be aware that if this section is not completed you may not be able to participate in training.
Students are advised that while personal data collected on this form is regarded as confidential, it will be automatically processed for administrative purposes. If you participate in Hapkido training, your medical details will be disclosed to the Master or leader, in the case of an emergency they will be given to the emergency services. 
STUDENT DETAILS
First Name___________________________

Surname__________________________

Date of Birth(DD/MM/YY)_____/_____/_____
I give permission for my medical details to be held as stated



(Yes

I give permission for the disclosure of my medical details to leaders


(Yes
Singed………………………………………

Date ………/…………/………

In cases of emergency we may need to contact your next of kin as indicated by you on this form. 
Next of Kin: Mr/Mrs/Ms……………………………… Relationship to Student……………………..….………..
Address ………………………………………………………………………………………………………………..…..

……………………………………………………………………………….Postcode…………………………………...
Tel: Work…………….………….....Home……………………………. Mobile…….………………………………….
Do you have or have you ever had any of the following? (Please tick appropriate boxes)

Asthma



(
 

Hepatitis



(
Diabetes


( 


Epilepsy/Convulsions


(
Heart Problems


(


High Blood Pressure


(
Periods of Unconsciousness
(


Tuberculosis



(
Known Allergies

Chicken/Eggs


(


Penicillin



(
Sulphonamides


(


Other Antibiotics


(
Seafood


(


Peanuts or other nuts


(
Bee/Wasp Sting

(


Do you receive any Allergy shots
(
         Insect Bites

        (
        Other………………………………………………….

Is there any other information about your health we need to know?

If so, please explain or have your doctor advise us regarding your problem(s).

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Do you have any physical limitations, which might affect your participation in physical activities? (if so, please be specific)

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………For office use only; entered on database by:…………/……………/…………………..
SKMA  


INSURANCE REGISTRATION 








