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Please answer all questions
Name: __________________________________Born: __________     /      /   19____
Address: _______________________________________________Sex: M/F:______ 
Name of relative: __________________________________Phone No. ___________

Blood type and Rh: ________________________________

Does the applicant have any physical handicap?  Yes  /  No

If yes, please state diagnosis (in case of cerebral palsy, please state if spastic, athetoid or choreiform type): _____________________________________________________

____________________________________________________________________

Description of disability:

Is he/she:                                                                      
a) chairborn                                                            g) able to dress him/herself  
b) on crutches                                                         h) able to feed him/herself  
c) able to walk                                                        i) affected in speech                            -alone   -alone                                                                    j) affected in sight

  -with help                                                             k) affected in hearing                                                                                                                    
d) able to manage stairs                                          l) wearing apparatus (if so                      

  -alone                                                                       state nature and whether      
  - with help                                                                night splints are required)

e) in need of help in lavatory                                 m) allergic to medicines/penicillin*
f) able to use hands fully                                        n) special diet*

  - controlled                                                            * please inform on special paper

  - uncontrolled

May he/she bath under supervision of life-savers? _______________________

Should any care be taken because of medical disability? __________________

_______________________________________________________________

_______________________________________________________________

If medicines are required, prescription or directions should be given here:  ___

_______________________________________________________________

Is the applicant fitted for participation in summer camp?  _______________________________________________________________

Has he/she any discharge or wounds requiring dressings?    _______________       ________________________________  

_______________________________________________________________

_______________________________________________________________
In order to plan activities suitable for the delegates, you are kindly requested to give your statement how the applicant is physically and mentally functioning in relation to his/her handicap ______________________________________________________

____________________________________________________________________

____________________________________________________________________

Other information: ____________________________________________________

Date: __________ 20___                                              _________________________

                                                                                       Signature and stamp of  Doctor
MEDICAL  FORM


To be completed by a Doctor!


To be sent in triplicate!
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