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SADS Climb 2007

Medical Information Sheet

Name:_________________________

DOB:__________________________

Medications taken regularly:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies to medications:

________________________________________________________________________

Environmental/Seasonal allergies:

________________________________________________________________________

Please list any health conditions for which you are presently or have been recently under the care of a health care provider:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any history of diseases/conditions affecting the following systems? 

(Please circle and describe below in detail)

Neurological/seizures/epilepsy

Ocular/glaucoma/vision impairment

Vertigo/dizziness/hearing difficulty

Thyroid disease/diabetes/metabolic

Pulmonary disease/asthma/wheezing

Cardiac/rhythm disturbances/

chest pain/fainting

Gastrointestinal/ulcers/dyspepsia/

abdominal pain

Reproductive tract/dysuria/

bladder problems

Musculoskeletal/arthritis/back pain

Integumentary/skin/rashes

Psychiatric/depression/emotional

Altitude sickness/photosensitivity/

other environmental

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

This section to be completed by physician:

Patient’s Name:_______________________________

DOB:________________________________________

Physical Examination

V.S.--- HR________

BP_________

RR________

HEENT
WNL

ABN__________________________________________

Neck

WNL

ABN__________________________________________

Pulmonary
WNL

ABN__________________________________________

Cardiac
WNL

ABN__________________________________________

Abdomen
WNL

ABN__________________________________________

GU

WNL

ABN__________________________________________

Musculoskel
WNL

ABN__________________________________________

Neuro

WNL

ABN__________________________________________

Integument
WNL

ABN__________________________________________

I certify that the above information is complete and correct, and find the patient to be physically fit.

___________________________________

Doctor’s signature

___________________________________

Doctor’s name (printed)

___________________________________

Office number

I certify all of the above information is correct to the best of my knowledge.

Climber’s signature:____________________________________________

