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Diver Medical | Participant Questionnaire

Recreational scuba dwing and freediving requires good physical and mental health. There are a few medical conditions which can
be hazardous while diving, listed below. Those who have, or are predispesed to, any of these conditions, should be evaluated by a
physician. This Diver Medical Participant Questionnaire provides a basis to determine if you should seek out that evaluation. If you
have any concerna about your diving fitness not represented on this form, consult with your physician before diving. If you are feeling
i, avoid diving. If you think you may have a contagious dissase, protect yourself and others by not participating in dive training and/
or dive activities. References to “diving” on this form encompass both recreational scuba diving and freediving. This form is principally
designed as an initial medical screen for new dwers, but is also appropriate for divers taking continuing education. For your safety,
and that of others who may dwe with you, answer all questions honestly.

Directions

Complete this questionnaire as a prerequisite to a recreational scuba diving or freediving course.
Note to women: |f you are pregnant, or attempting 1o become pregnant, do not dive.

Yos Q
1 | have had probleers with my lungs, breathing. beart andior biood affecting my noemsl physicsl o mental peclormancs Go :: No O
Do
Yos Q
2 | g over 45 years ol 896 Gox No O
box B
3 | !5vuagk o perorm moderale mardise o mampe. walk 1.6 kiomatorone mia in 14 minuos o swim 200 matnrsarcs wihout resing), CA |y . Mo O
| have baen unabla to participate In a romal physcal achvity due to #4ness of heatth reasons within fhe past 12 months.
Yes O
4 | | haew had probkme with iy eyes, sars. of rassl passagealsEnuses bG&ag No O
5 | v had surgery within the sst 12 manths, OR | Bawe angang problers related 1o pest surgery Yos O° No O
| have kst consciousness. had migraine headaches, sezures,. stroke. significant head inury, or sutfer from parsistant newologic Yes O
8 Gole | MO
Injury or disease. bex D
| am currently undergeing treatment (or hawve required traatmant within T last fhve years) for psychalogioal proablems, perscealty Yee O
7 disorder, panic Aacks, o an SIACION 10 drugs o akcohol; or, | have Deen dagrosed with a kesrnng or developmental Gon No O
chsabibty box E
Yos O
8 | | hervw had back probleers, heenia. ulosrs, of dabetss Gotg Mo O
Do
You O
9 | | have had stomach or intestne problems, Indiuding recent diarrhea. Go g No O
baox
10 | am taking prescripson madications {with 1 excepton of birth contral or anti-malarial drugs other than maficquing (Lariam). Yes O No O
If you answered NO to all 10 questions above, a medical evaluation is not requred. Pleass read and agres to the participant statement
below by signing and dating .

Statement: | have answered all questions honestly, and understand that | accept responsibility for any consequences
resuting from any questions | may have anewered inaccurately o for my failure to disclose any existing or past health conditions.

Participart Sgrature (or, T4 minoe, parlicipant's parentiguardan sgrature requred Date (ddimendyyyy)
Paricipsrt Name (Prirt) Binhdate {ddermiyyyy)
Instructor Name (Pring) Faciity Nama {Prirt)

* If you answered YES to questions 3, 5 or 10 above OR 1o any of the questions on page 2, pleasa read and agree to the
statement above by signing and dating it AND take all three pages of this form (Participant Questionnaire and the

an’s Evaluation Form) to your physiclan for & medcal evauation. Patticpation in a diving courss requires your
phyeician's approval.

Version date: 2022-02-01 1013 ® 2020



Participant Name Birthdate

(Prird) Date (dd/mmiyyyy)

Diver Medical | Participant Questionnaire Continued

BOX A ~ 1| HAVE/HAVE MAD:
Chest surgary, heart surgery, Faan vake sagery, an implantatia medical devce (60 S%N1, pacemaker, NeCEIMUIAon. pNaUmacmax, ves' | o0
andior chronic lung dscasa.
Asthma, wheszing, savers shkegies, hay fever o Congusing ainvays witin the last 12 mongrs that femits my physical schvitylsserciss, YesD® | No D
A probiem ar Hness invatving my heart such as: angina, chast pain on exerticn, haart falure, Immaersion pumanary ecema, heart aack or sircke, | v | o O
OR am taking medication or ary haart cond tion.
Recursert bronchitis and currently coughing witin e past 12 months, O have Desn dagnased with erpifysema. YesD* | N0 O
Symploms affeciing my lungs, breathing, Preart andior Blood in the last 30 cays thal meain my piscal or mental performance YesO' | N0 O
BOX B - | AM OVER 45 YEARS OF AGE AND:
| currently smaks or inbale rcoline by ofwer mears, YesD' | N0 O
| hurow & high chokestiarc] kv, YesO* | N0 O
I have high biood pressure. YesD® | Mo O
I have had a che blood retative de suddenly o of cardiac dissase or stroke belore the age of SO, DR have a family Nistory of heant dieses vesD* | 80D
befors age SO (Inchadng abromral hear! rinthms. coronary artery dissass o cardiomyopsty)
BOX € - | HAVEMAVE HAD:
Snus surgery witin the lagt 6 monihs, YesD* | Mo O
Ear changse o aar surgary, hasring ioss. or problems with balancs, YesD' | N0 O
Rocurment snusils within $w past 12 months Yes O | 80 O
Eyu surgary within the past 3 menths. YesD' | N0 O
BOX D ~ | HAVEMAVE HAD:
Head injury with loes of Corscousress withn the past 5 years, YesO' | Mo O
Perastont newalogic injry or dsease. YesD* | N0 O
Recwring migraine headachaes witin the past 12 months, or lake medications to prevent Thom. YesD' | 8o O
Blackouts or fainting (fulVpartal lcss of consciousness) within e last 5 yoears. Yes O | N0 O
Eplepsy, ssizures, or comulsions, OR 1ake medicaions o previn! Hem YesO' | N0 O
BOX E - | HAVEHAVE HAD:
Behsriorsl heath. mentyl o peychological probiems requinng medicaiipsychishic treatranl, YesD* | M0 O
Maor depresson. BAG0s dealion, panic STacks. unconkoked bipalsr dsorder regquirng medcaionpeythiarc realmenl. YesD* | 8o O
Been diagnosed with a mental heath conditen ar a kaming/develcpmantal dsarder that requires ongaing care of specikal accommadation YesD* | N0 O
AN HIACIoN 10 drugs or alcohol reguirng tresiment witin 1he et 5 pasrs YesD* | 80 O
BOX F - | HAVEHAVE HAD:
Recurrent back problems In the last & months Tat Imit my averycay activity YesO' | N0 O
Back or spngl surgary within the last 12 monthe, Yes D | 8o O
Diabeles, eitwre drug or dist conbroled, OR gestatonal dabetss within the lsst 12 months YesO* | N0 O
An uncorrecied hernia thal imis nry physics abifles, YesD* | %Mo O
Active or unramed ucars, problem wounds, o uloer surgary within the st & months. YesD' | N0 O
BOX G ~ | HAVE HAD:
Ostomy surgery and do not have med cal cheaance to Swim o engage in physical achwy. YesD* | N0 O
Dehrycration requiring medical nlervensan within the last 7 days vesD' | Mo O
Active or unreaed stomach o intestinal ukoers of Ulcar srgery within the last 6 months. YesD' | N0 O
Frequent heartbum, regurgitalion, or gaslroesopiages milux dssass (GERD) YesD* | N0 O
Aclive o uncontralled uceralive colls or Crohn's dissass YesD' | N0 O
Barigric surgary witin P last 12 monts, YesD* | 80O
*Prysician's medical evaluation required (see page 1). 2013 @ 2020



Diver Medical | Medical Examiner's Evaluation Form

Participant Name Birthdate

(Prirg) Date (da/mmbyyyy)

The above-named person requests your opinion of hisfher medical sutabiity to participate in recreational scuba diving or freedwing
training or activity. Please visit yuhms.org for medical guidance on medical conditions as they relate to dwing. Review the areas rele-
vant to your patient as part of your evaluation.

Evaluation Resulit

[ Approved - | find no conditicns that | consider incompatible with recreational scuba diving or freediving.

D Not approved - | find conditions that | consider incompatible with recreational scuba diving or freediving.

Signature ol certfied medical docker or other kegaly certifed medcal provider Date {adrmiyyyy)
Medical Examiner's Name
(Frint)
Clinical Degrees/Credentials
Clinic/Hospital
Address
Phone Emall

Physician/Clinic Stamp (opticnal)

Created by the Diver Medical Screen Commitiee in association with the
following bedies:

The Undersea & Hyperbaric Medical Soclety
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