MEDICAL QUSTIONNAIRE

NAME : __ IAGN LS50 _a\L _________ FIRSTNAME: __ SETAL _ _

DATEOFBIRTH : 13/ 0L/ Aa(%_ PLACE OF BIRTH : _\[.&25'5 _eweder

LEVEL OF PRACTICE of hemispherical skydiving NUMBER OF JUMPS * : 12:3._.
at tow aititude:

e Levell (< 20 jumps) O *You must be able to justify these jumps on
e Level2(21/40jumps) [ presentation of proof {(ex: jumps booklet)

o Level3(> 40jumps) [X

1°) Have you ever had surgery?

- - - - - - - - - - -

YE N
tfyesspecify | _ __ _ __ { @ estete 5&%3@«.3. ____________________ ; > ¥
2°) Have you ever had a head injury? YES ®NO)
if yes, specify {date and consequences)_ _ _ _ _ _ _ _ _ _ _ oo ____

3} Have you suffered a spinal compression injury? [ YES NDD
4°} Do you have a chronic illness? @
Epes8pedliy. ; oo e o e e o o e b
5°) Have you ever had one or:
* Fracture :when___ ______ location _ _ ..
®  Sprain :when__ location _ _ _ _ _ _ _ _ _ o ___ YES @
* Dislocation : when_ _ location

6°) Do you follow a one-time, recurring or regular drug treatment?

- o - w— e Wy G e e e M e N G A e W N N e e G A MM WS W G W R W N W T e e e W AR WS e W w ey e e e

fyesspecify - @)
7°) In the past 12 months have you experienced chest pain, palpitations, unusual )

shortness of breath or malaise? YES L)
yesspecify _

8°) Did a member of your family die suddenly of a cardiac or unexplained cause? YES I [eY,
9°} Have you ever had an episode of wheezing (asthma type) YES ND
10°) Do you have sight problems?

If yes, do you wear glasses or contact lenses:_ _ _ _ _ _ _ _ _ _ __ ___ _________ - o
qaqe h i id : @)
11°) Do you have hearing problems? If yes, do you wear a hearingaid:__ _ YES

12°) Do you have useful information to communicate:_ __ __ _ ______________ YES NO)

I, the undersigned (surname/first name) _ _ﬁw
I certify on my honor the accuracy and sincerity of the information given above.

Made in}ﬁk}‘_ﬁ{\@% vz _The 23 / ©} /71025 _signature : <
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