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Appendix 6: Participant Medical Information Form 
To be completed by ALL PLAYERS & TEAM MANAGEMENT and returned to their team manager. 

 
SURNAME: ……………………………………… FIRST NAME: ……………..……………………... 
 
TEAM:……………………………………………………………... ….. DOB: ……………..…………….… 
 
EMERGENCY CONTACT:…………………………………………… MOB: ……………..…………….… 

 

MEDICAL INFORMATION – IMPORTANT NOTE 

 
A. Any participant attending any ARU fixture with a medical problem should bring a letter from his 

doctor regarding detailed treatment of the condition.  
B. A copy of such letter and/or any special diet ordered by a doctor should be provided as an 

attachment to this medical information form. 
 
PLEASE ANSWER THE FOLLOWING QUESTIONS: 
 
1 Do you suffer from any chronic illness or disability? YES/NO 

 If the answer is yes, what is its nature?  
 

 

   
2 Have you suffered from any acute illness during the past four weeks? YES/NO 

 If yes, state the nature of the illness  
 

 

  
 

 

   
3 Have you been treated by a medical practitioner for injury or illness during the last 4 

weeks? 
YES/NO 

 If the answer is yes, obtain a report from the doctor with instruction about further treatment 
and a certificate stating that the athlete is fit to play. 

 

   
4 Are you taking any mixture, tablets or any other form of medication at present? 

Please provide full details or attach instructions from the doctor concerned. 
 

YES/NO 

  
 

 

 
5. Do you suffer from: 
 

 ( a )  Asthma YES / NO  ( d )  Epilepsy, fits and blackout YES / NO 

 ( b )  Skin condition YES / NO  ( e )  Sleep Walking YES / NO 

 ( c )  Diabetes YES / NO  ( f  )  Allergic conditions YES / NO 
 
 If yes, give full details of any necessary treatment   
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
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6. Do you have an allergy to any medications?  YES / NO 
 
 If yes give full details  
 
   
 

7. Please list any major injuries over the last year and any subsequent treatment/rehabilitation. 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
8. Please indicate any food preferences or intolerances (ie; Vegetarian, Gluten-free, etc.) 
  

________________________________________________________________________ 
 
 ________________________________________________________________________ 
 
MEDICAL TREATMENT: 
 
Medicare card number is required by team management in order to receive immediate medical attention 
should this be necessary.  
 
Medicare Card No. _____________________________________  Valid Until _______________ 
 
Health Care Card No.  ___________________________________________________________ 
 
Private Health Insurance Fund  ____________________________  No. ___________________ 
 
I hereby release and indemnify Australian Rugby Union and it’s officers, servants and agents against all 
actions, suits, claims, demands, proceedings, losses, damages, compensation, costs, charges and any 
expenses whatsoever in respect of any personal injury of or any infringement disturbance or destruction 
of any rights of any person including myself arising directly or indirectly out of the aforementioned 
administration of medication. 
 
I accept the conditions detailed above and hereby warrant that the above details are true and correct. 
(Parent/Guardian to sign if participant is less than 18 years of age) 
 
 
 
__________________________ _____________________________ _____________ 

Signature Name (Print clearly) Date 

 

Team managers are required to collect and collate all Participant Medical Information forms & 
attachments and forward a COPY ONLY to Championship Administrator by FRIDAY 15th March. 
 
NOTE: PARTICIPANT MEDICAL INFORMATION FORMS & ATTACHMENTS SHOULD BE REVIEWED 
BY TEAM MANAGER AND TEAM MEDICAL STAFF. COPIES MUST BE AVAILABLE AND 
ACCESSIBLE TO TEAM MANAGEMENT DURING THE CHAMPIONSHIP. 

 


