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MEDICAL	INFORMATION		 	 		
Personal	details	

Name:	 	 	 	 	 	 	 	 	 	 	 	 	

Male/Female	(circle)	 	 DOB:		 	 	 	 	

Contact	number:		 	 	 	 	 	 	

Email:			 	 	 	 	 	 	

Postal	address:		 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

Dance	training	and	injury/medical	history	

1. Years	of	dance	training	 	 Part-time:	 	 Full-time:	

	

2. Do	you	have	any	current	medical	 issues?	(E.g.	asthma,	diabetes,	heart	problems	etc.)	

	 Yes/No.			

	 	 If	so,	what	is	the	nature	of	these	issues?		 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 	

	

3. 	 Do	you	take	any	regular	medications?			Yes/No.			

	 	 If	so,	please	list?		 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 	

	

4. 	 Have	you	had	any	past	medical	problems?			Yes/No		

	 	 If	so,	what?		 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 	

	

5. Have	you	had	any	surgery?		Yes/No	

Please	give	details	of	any	surgery:		 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	



Russel Page Graduate Program – Medical Form 
	

Russell	Page	Graduate	Program	2018	

	

6. Have	you	had	any	fractures	or	dislocations?	Yes/No	

Give	details	of	past	fractures/dislocations.		 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 	

	

7. Are	you	suffering	/	have	you	suffered	any	injuries	that	have	caused	you	to	modify	your	

dancing	for	longer	than	1	week?	

Injury:		 	 	 	 	 	 	

Date	of	injury:		 	 	 	 	 		

Incident:	________________________________	

Any	residual	problems?			 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 	

Injury:		 	 	 	 	 	 	

Date	of	injury:		 	 	 	 	 	

Incident:	________________________________		

Any	residual	problems?			 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	 		

Injury:		 	 	 	 	 	 		

Date	of	injury:		 	 	 	 	 	

Incident:	________________________________		

Any	residual	problems:		 	 	 	 	 	 	 	 	

	 	 	 	 	 	 	 	 	 	 	 	 	

	

I	declare	that	the	information	I	have	provided	on	this	Medical	form	is	true	and	accurate.	

Name:			 	 	 	 	 	

Sign:	 	 	 	 	 	 	 Date:		 	 	 	 	


