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Medical History and Clearance


Summary and General Purpose: 

To  obtain the medical history and condition of each individual member of this organization. To provide a comprehensive form used as the basis for information to be retained in this organizations database. To further utilize the information obtained to determine the suitability for  membership in this organization. To further utilize the information to determine the suitability for deployment of individual personnel.

History: 

This is an original document with no prior revisions.  Revisions take effect on date noted.

Interim Changes: 

Changes of significance will be distributed as implemented.

Document Distribution: 

No restrictions

Data Distribution: 

Data obtained is to be held confidential within the Command Staff of this organization.

Suggested Improvements: 

Suggestions for corrections, changes, additions, and deletions are encouraged. Please direct to the Proponent using the Contact Information provided herein.

Proponent and Exception Authority: 

Command Staff, by the Chief Medical Officer. Requests for exceptions are to be made in writing, directed to the Proponent, using the Contact Information provided herein.

Contact Information: 

1st Special Response Group

PO Box 230

Moffett Federal Airfield

Moffett Field, CA 94035-0230
USA

Tel: 650-603-8412

Fax: 650-603-8413

E-Mail: info@1srg.org
Web: http://www.1srg.org
CONTENTS

Medical History and Clearance Form

Complete the Medical History portion of the form and have an authorized physician perform a medical/physical examination that will allow him/her to sign-off on this form. For purposes of 1SRG an authorized physician is one who is: a) the medical officer of record for a military unit, law enforcement agency, fire/rescue service; or, an FAA Aviation Medical Examiner.

Note: The strict medical/physical requirements set by 1SRG are for both your safety and the safety of your teammates.  While the actual duties of a SAR operator on 1SRG are not inherently more dangerous or physically demanding than those performed as part of SAR operator duties on a local team, the availability of medical support – beyond the capability of the deployed team itself – is far more limited in the geographic locations that 1SRG might find itself deployed, than would be available in the areas where you would operate as part of your local team.
Upon completion of the medical examination this document is to remain in the custody of the examining physician who is required to mail the completed form, along with any pertinent documents or test results, to:

Chief Medical Officer


1st Special Response Group
PO Box 230

Moffett Federal Airfield

Moffett Field, CA 94035-0230

USA



Document begins on page following

Read the following instructions carefully before you complete this form

General Instructions to the Applicant

· Type or print clearly in black ink.

· If you need more space for an answer, use a sheet of paper the same size as this page. On each sheet write your name and Social Security Number. Attach all additional sheets to the last page of this form.

· If you do not answer all questions fully and correctly, you may delay the review of this form.

· Do not submit originals of any requested supporting documents. Submit copies only, and attach those copies to the last page of this form after any supplemental sheets you have added.

· Retain a copy of this form for your personal records.

· Sign and date the last page of this form. Initial and date all other pages of this form, as well as any supplemental sheets and all attached documents.

Privacy:

· We need the information and supporting documentation requested on  this form to help determine your suitability for status as an operational team member.

· The information supplied by you will not be disclosed to any other party, except as required by law or to ascertain the accuracy of that information.

· Providing any information requested within this form is voluntary. However, we cannot process this form if you do not provide the requested information.

I.  Personal Information -  (to be completed by applicant – fill in every blank; use additional pages if necessary)

General Instructions to the Examining Physician

· Type or print clearly in black ink.

· If you need more space for an answer, use a sheet of paper the same size as this page. On each sheet write the applicant’s name and Social Security Number. Also write your name and medical license number on each attached sheet. Attach all additional sheets to the last page of this form.

· Retain a copy of this form for your office records.

· Sign and date the last page of this form. Initial and date all other pages of this form, as well as any supplemental sheets and all attached documents.

Examination Criteria

· The applicant is applying for a voluntary membership in an organization that  responds to search and rescue missions in countries and locations where medical facilities may not be available or are primitive at best. The continued health and safety of this applicant, other members of this organization, and other individuals may depend on the initial good heath and condition of the applicant.

· You may provide this examination if you are: a) the medical officer of record for a military unit, law enforcement agency, fire/rescue service; or, an FAA Aviation Medical Examiner.

· Please conduct a medical examination, and any appropriate tests, to the extent that you may certify that the applicant has met the medical standards for active-duty, without limitations, for your organization, or, if you are an AME, to the medical standards for a Class II medical certificate as prescribed in Part 67 of the FAA Regulations.
Personal Info
Identification & Misc.
Description

Last
SocSec #
Sex

First
Organ Donor  ( Yes  ( No
DoB

Middle

Eye Color

Gen.(Jr./Sr. etc.)

Hair Color


Blood Type




Your Contact Info

Apt. #
Phone (Home)

Street
Fax (Home)

City
Phone (Work)

State
Fax (Work)

Zip
Phone (Cell)


Pager                                             

         ( Alphanumeric    ( Digital

Emergency Contact Info

E-Mail

Name
Relationship

Phone (H)
Phone (W)
Pager

II. Medical History -  (to be completed by applicant – fill in every blank; use additional pages if necessary)
General

In your own opinion, your current heath is:  (Excellent  (Good  (Average  (Fair  (Poor

In your own opinion, your current physical condition is:  (Excellent  (Good  (Average  (Fair  (Poor

Name, address, and telephone of personal physician:





Specific Conditions and Symptoms: Do you have, or have you had, any of the following conditions or symptoms?

Y
N

Y
N

Y
N




01. Blood Pressure - High 


25. Seizure Disorder


49. Broken Bones              



02. Blood Pressure - Low


26. Seizure within past year


50. Neck Problem              



03. Heart - Disease


27. Head injury


51. Back Problem              



04. Heart - Murmur


28. Headaches  


52. Arm Problem               



05. Heartbeat - Irregular 


29. Sleep Walking  


53. Shoulder Problem          



06. Heart Attack - Family History


30. Hearing Impairment        


54. Knee Problem              



07. Heart Palpitations 


31. Vision Impairment          


55. Ankle Problem               



08. Chest Pain/Pressure         


32. Stomach Ulcers            


56. Leg Problem                 



09. Frequent Shortness of Breath 


33. Intestinal Problems         


57. Foot Problem                



10. Frequent Dizziness           


34. Bladder Infection           


58. Skin Problem       



11. Frequent Fainting            


35. Difficulty Urinating         


59. Frostbite



12. Circulation Problems  


36. Active Bedwetting   


60. Heatstroke    



13. Bleeding Disorder


37. Kidney Problems            


61. Muscle Cramps       



14. Blood disorder


38. Thyroid Problems           


62. Intolerance to warm temps    



15. Anemia


39. Endocrine Problems        


63. Intolerance to cold temps     



16. Sickle Cell Trait


40. Diabetes                   


64. Unexplained weight loss      



17. Active hepatitis


41. Hypoglycemia               


65. Unexplained Sweating        



18. History of hepatitis


42. Anorexia Nervosa            


66. Learning Disability    



19. Asthma


43. Bulimia        


67. Special Diet   



20. Chronic cough


44. PMS or menstrual problems 


68. Do you use a prosthesis



21. Recurrent lung infections


45. Heartburn                    


69. Other _________________________



22. Tuberculosis


46. Motion Sickness            


70. Other _________________________



23. Recent exposure to active TB


47. Currently Pregnant      


71. Other _________________________



24. Positive TB test


48. Cancer       


72. Other _________________________

If you have answered “Yes” to any of the above items, please explain below; include the following:

· What specific symptoms are occurring
· How long symptom/condition lasts
· Date of last occurrence

· How often symptom/condition occurs
· How you care for symptom/condition
· How symptom/condition restricts your activity 

Item #
De        Detailed Description (include restrictions if any)

























Allergies: (including medicines, foods, bites and stings)   NONE  

Allergy 
Reaction
Medication Required





















Medications: (including prescription, psychiatric, and over-the-counter medication.)   NONE  

Medication
Condition
Dosage (size & freq.)
Current Side Effects


























NOTE: If you are taking medication, bring double dosages on deployments, in separate,  non-breakable, waterproof containers along with dosage instructions.

Hospitalizations/Emergencies/Professional Treatment: (During the last three years.)     NONE  

Date(s)
Reason
Name of treating professional and phone #





















Personal History

Y
N




Have you been in counseling with a psychiatrist, psychologist, or other counselor within the past three years? 
Reason for counseling

 Academic   Family Issues

 Depression   Substance Abuse

 Career
 Divorce
   Suicide

 Other ______________________
Name of treating professional and phone #



Are you currently in counseling/treatment?  
Reason for counseling

 Academic   Family Issues

 Depression   Substance Abuse

 Career
 Divorce
   Suicide

 Other ______________________
Name of treating professional and phone #



Do you use alcohol?  
 How much/how often? 



Do you use tobacco? 
 How much/how often? 



Do you currently have a substance or lifestyle abuse problem? 
 Drugs   Alcohol

 Gambling

 Other _____________________



Do you have a history of substance or lifestyle dependency? 
 Drugs   Alcohol

 Gambling

 Other _____________________

Note: Please arrange for a release of information to 1SRG’s Chief Medical Officer may contact him/her.   Have you done so?  Yes   No 
Comments (optional):  _________________________________________________________________________________________________

All information contained herein will remain confidential.  You should know that applicants must be reviewed for a variety of Medical/Psychological difficulties to evaluate whether or not they can safely perform as field personnel.  Failure to disclose such information could result in serious harm to you or your fellow team members.  If you deploy on a mission or training activity with a pre-existing condition or injury which is not indicated on your medical form and you do not notify the CO, XO, or Training Officer - prior to deployment -  this could result in your permanent removal from the team.  

I understand the statement above and authorize the release of this information to the examining physician and further authorize the release of this information and the results and conclusions of the medical examination, and any and all tests, to the Chief Medical Officer of 1st Special Response Group. Additionally, the CMO is hereby authorized to discuss my medical condition with the Command staff of 1SRG .  The information is current and correct to the best of my knowledge and may be considered part of the basis for my selection or rejection for operational status.

Applicant Signature







Date

III. Report of Medical/Physical Examination – (to be completed by the examining physician)

Physical

Check each item
Normal
Abnormal
Check each item
Normal
Abnormal

101. Head, face, neck, and scalp


113. Vascular system (pulse, amplitude and character; arms, legs, others)



102. Nose


114. Abdomen and viscera (including hernia)



103. Sinuses


115. Anus (not including digital exam)



104. Mouth and throat


116. Skin



105. Ears, general (internal and external canals)


117. G-U system (not including pelvic exam)



106. Ear Drums (perforation)


118. Upper and lower extremities  (strength and range of motion)



107. Eyes, general


119. Spine and other musculoskeletal



108. Opthalmoscopic


120. Identifying body marks (scars, tattoos; size and location)



109. Pupils (equality and reactions)


121. Lymphatics



110. Ocular motility (associated parallel movement,                     nystagmus)


122. Neurological (tendon reflexes, equilibrium, senses, cranial nerves, coordination, etc.)



111. Lungs and Chest (not including breast exam)


123. Psychiatric (appearance, behavior, mood, communication, and memory)



112. Heart (precordial activity, rhythm, sounds, murmurs)


124. General systemic



Item #
Detailed Description of every abnormality (if necessary use additional sheets and attach to this form)



















Hearing


Right
Left

Right
Left

125.

Voice Test


126.

Audiometer

(threshold in decibels)
500
1000
2000
3000
4000
500
1000
2000
3000
4000
















Vision

127. Distant Vision
128. Near vision
129. Color Vision

   ( Normal      ( Abnormal

Right   20/                Corrected to 20/
Right   20/                Corrected to 20/


Left      20/                Corrected to 20/
Left      20/                Corrected to 20/
130. Field of Vision

   ( Normal      ( Abnormal

Both    20/                Corrected to 20/
Both    20/                Corrected to 20/


131. Heterophoria 20’

(in prism diopters)
Esophoria
Exophoria
Right Hyperphoria
Left hyperphoria







Tests and Measurements

132. Blood Pressure

(sitting)
Systolic
133. Pulse (resting)
135. Urinalysis

   ( Normal      ( Abnormal


Diastolic
134. EKG if over  45 (date)


136. Height
137. Weight

Albumin
Sugar







Other Tests Given









Comments on History and Findings (The examining physician shall comment on all “yes” answers in the “history” section and for all abnormal findings of the examination.  Attach copies of all consultation reports, EKGs, X-rays, etc. to this form before mailing.)  Significant Medical History  (Yes (No   Abnormal Physical Findings  (Yes (No













Examining Physician’s Declaration: I hereby certify that I have personally reviewed the medical history and personally examined the individual named on this document. This report with any attachments embodies my findings completely and correctly.

Select one:

 ( I am a FAA authorized Aviation Medical Examiner. Were this examination for the purpose of an FAA Class II medical certificate the individual named on this document:

would qualify (  would not qualify  (
( I am a medical officer of record for the following organization _________________________________________________. Were this examination for the purpose of determining fitness for full active duty the individual named on this document: 

would  (  would not  (  qualify.

Physician Signature







Date

Physician Info
Identification & Misc.

Name
Phone

Street
Fax


Lic. #

City, State, Zip
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