ERNZEFTE
HONG KONG AIR CADET CORPS

B S EE

Name of Member

EAfir
Unit

G

HKIC Number (

AS/001/706

H & 4m5T

) Serial Number

f& Bk & B
HEALTH CONDITION DECLARATION

If it cannot be confirmed and declared that the Member is free from any medical concerns, please circle one or more of the following
choices that best describe the relevant medical concerns, and feel free to provide further information you consider appropriate.
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Neurological #H&& £ 5t

History of epilepsy, fits or blackouts & ~ /L AIHIIZ B kT
History of migraine {75ER
History of psychiatric illness ¥&

Othorhinolaryngological E &0z

Acute otitis media or externa =M H YN F
Chronic suppurating otitis media &ML HH %
Scarred ear-drum E-f5iE(5

Sinusitis 285 %

Abdomen HEE

Abdominal operation within the last month J [A] % 31 THE 0 F-1ify
Colostomy Z5H5#5
Other significant abdominal conditions A& B i HEK

Endocrine and Drugs 43005 289

Diabetes ¥EFRIHE

Under treatment by antihistamines, tranquilizers, or
decongestant drugs, or any type of drugs with side effects
that could affect alertness and judgement
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Date / /

FHRERNAN# D) Further Information (if appropriate)

Respiratory [FEIE 247

Acute respiratory conditions &7 EE P Z 45 HRE
Bronchitis RE R

Asthma I (please provide further information FE# At #E—&F

- frequency and severity of attacks S {FFER 2R
- date of last attack FZREE{EHEH :
- treatment required T3 6% -

Cardiovascular [V RIEER AL

Cardiac illness /[ fifE55
Hypertension 15 [fi &

Visual 7]
Acute Myopia JZEEITH

Visual field limitation or uniocular vision {7 E¥[ElEralEEHR

Locomotor EHEjZ 45

Limitation of limb or hand movement i fa sk -5 G Hf [E ke

Others HAf

Allergic to Drugs $ZE91f R} (Type of Drug ZE¥/fd}H):
Allergic to Food ¥ &¥78E, (Type of Food &¥fEH):
Other conditions not mentioned on this page
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DECLARATION E2HH

I/We hereby declare that to the best of my/our knowledge and belief the information contained in this
Health Condition Declaration is true and complete in every aspect. The Hong Kong Air Cadet Corps is
authorized to contact the Member’s physician for further verifications if necessary.
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FAMILY PHYSICIAN SREs4

If requested by HQ HKACC, Family Physician’s endorsement
BN FEASE TR - AR ER A

I certify that, to the best of my knowledge, (member’s name) does / does not *
suffer from any of the diseases or disabilities listed in this Declaration.

LA AFTAL (EEEZ) B / RA * A EATHURREGERE - Rt
7 o

*Delete as appropriate {fif] =A<

Additional Comments (if any) R &R ( 203 )

Name of Physician

B 4 Signature %54
Address

HodE -

Telephone ZE:E : Date HHf :

CONTACT PERSON IN CASE OF EMERGENCIES 3 I 8BS Biss A
Name #:%4 -
Address i -

Telephone EEEF :

I/We understand and accept that the information given in this Health Condition Declaration will be used by the
Hong Kong Air Cadet Corps and other authorized persons or entities related to the running of its activities and
administration of its affairs.
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Member’s Signature [ B %% : Date H#f :

Parent’s/Guardian’s name (if the member is under 21 years of age)

HE/EE ANER (AE SR =+ pkedA T )

Parent’s/Guardian’s Signature % /5558 N\ 35& :

Date HHF :
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