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PERSONAL DETAILS


>> ALL INFORMATION CONFIDENTIAL<<

	Name :

Surname :
	Date of Birth:

	Residential Address:
	Tel (Home):

Tel (Work):

Cell:

	Postal Address (If different from residential):


	Email Address:

Student number: 

	Emergency Contact Person:

Tel:

Relationship to you:
	Physician/Doctor:

Tel:


PREVIOUS EXERCISE EXPERIENCE


1.  What is your previous exercise involvement, if any (Please tick)?

	· Gym/

· Aerobics/

· Spinning
	· Organised Sport [Frequent]
	· Recreational Sport [Infrequent]
	· Other:
	· None


3.  How often have you exercised in the past 6 months? None  /   1x per week  /  2-4 per week  / Daily
4.  What is your reason for joining the Health Suite <Please tick>

	Sport Specific Training
	Weight Loss/Management
	General Health / Wellness

	Rehabilitation / Recovery
	Other <Please specify>:


PLEASE TURN OVER

MEDICAL HISTORY 


<<THIS INFORMATION IS A SAFETY REQUIREMENT!!>>
1.  Have you ever sustained any sports related, or motor vehicle related injuries? 

Y / N

2.  If YES, what? __________________________________________________
When? [Year] __________

3.  Do you suffer from/have you been diagnosed as having any of the following:    (Please provide details)

	1. Asthma?
	Y
	N

	2. Allergies?
	Y
	N

	
	
	

	3. Chest pains while exercising?
	Y
	N

	4. Heart Problems?
	Y
	N

	5. High Blood Pressure?
	Y
	N

	6. Diabetes?
	Y
	N

	7. Stroke?
	Y
	N

	If YES to number 3 -7 above, please provide details of a GP/Specialist who has given you PERMISSION to exercise: 
[Dr’s Name]:                                                                      [Contact Number]:


4.  Are you on chronic  medication? [ie ANY medication you are required to take for a length of time longer than 3months]  Please provide details: ______________________________________________________
5.  Have you had surgery within the last 12months? Y / N Details: _____________________________________________________________________________________
6.  Any other relevant information? [I,e. Current health status – ie pregnant/undergoing treatment] ______________________________________________________________________________________

I hereby enrol as a member of the Rhodes University Health Suite and declare as follows:

· I fully understand the conditions of membership of the Health Suite and agree to abide by the rules of the health Suite as determined by the Management Committee.

· I irrevocably waive and abandon any and all claims and/or demands and/or rights whatsoever against the Rhodes University Health Suite, Health Suite Instructors, Rhodes University Sports Administration, Rhodes University or its employees and controlling bodies by reason of any participation in Health Suite activities.

· All sessions are undertaken at my own risk.

· All medical concerns have been declared to aid the Health Suite’s instructors in their job of safe exercise prescription.

	SIGNED:
	DATE:


· I certify that the above information is correct to the best of my knowledge.
