MEDICAL-IN-CONFIDENCE (After first entry)

Submarine and Underwater Medicine Unit

Diver Health Questionnaire

e Use only black pen and/or stamps

Health Facility Number
Service Rank
Unit, ship or section Family name Encl or
Folio
Corps, category or mustering Given name(s)
Reason for assessment Date of birth Age Gender
Patient to complete
In completing this form consider your entire health history. Have you ever had or are you now suffering from any of the following:
Yes| No [Unsure Medical Officer's Comments
1. Eye or vision problems
2. Prescription glasses or contact lenses
3. Eye surgery or vision correction (refractive) surgery
4. Continual sneezing/runny nose/itchy eyes/“hay fever”
5. Sinusitis
6. Deafness, hearing problems or ringing noises in ear(s)
7. Ear infections or discharge from the ear
8. Problems with ears or sinuses when flying in aircraft
9. Operation on ears
10. Loss of balance
11. Severe motion sickness or seasickness
12. Severe or frequent headaches
13. Migraine
14. Fainting or blackouts
15. Convulsions, fits or epilepsy
16. Unconsciousness
17. Head injury or concussion
18. Heart disease
19. Electrocardiogram (ECG) or heart tracing
20. Palpitations or awareness of your own heart beat
21. High blood pressure
22. Rheumatic fever
23. Pain or discomfort in the chest on exertion
24. Shortness of breath on exertion
25. Bronchitis, pneumonia or lung abscess
26. Coughing up blood or phlegm
27. Chronic or persistent cough
28. Tuberculosis (TB)
29. Pleurisy or severe chest pain
30. Pneumothorax or collapsed lung
31. Asthma or wheezing
32. Need to use a puffer or inhaler
33. Operation on chest, lungs or heart
34. Indigestion, peptic ulcer or acid reflux
35.  Vomiting blood or passing red/black bowel motions
36. Recurrent vomiting or diarrhoea
37. Any change in bowel habits or blood/mucus in faeces
38. Jaundice, hepatitis or liver disease
39. Hemia
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Number Rank Given name(s) Family name
Yes | No | Unsure Medical Officer's Comments

40. Back injury

41. Joint problem or sports injury

42. Limitation of movement

43. Fractures (broken bones)

44. Paralysis, muscle weakness, humbness or tingling

45, Kidney or bladder disease

46. Change in capacity to pass or retain urine

47. Discharge from your penis or vagina

48. Diabetes

49. Blood disease or bleeding problem

50. Skin disease, rashes or skin lesions

51. Any chronic or contagious disease

52. Depression

53. Claustrophobia

54. Mental lliness

55. Experienced weight gain or loss in excess of 5 kg

56. Any other illness or health problem

57. Any operative procedures

58. Wires, pins, plates, rods or any surgical implants

59. Current smoker Cigarettes/day:

60. Previous smoker Quit date:

61. Do you drink alcohol Drinks per week (average):

62. Presently taking any medications (prescribed or not) List:

63. Allergies or reactions to medications/food Detail:

Females Only

64. Any possibility of being pregnant

65. Any incapacity during menstrual periods

Dive Experience Yes | No | Unsure

66. Previous trial or training in SCUBA diving Approximate date of first compressed air dive:

(If “Yes”, then provide details) Total hours under pressure:

Current level of training or qualification:
Approximate number of dives to date:
Longest dive: Deepest dive:

67. Diving injuries (ear/sinus squeeze, barotrauma)

68. Headaches during or after a dive

69. History of Decompression lliness (DCI)

70. Any other diving related problems

Member's signature Printed name Rank Phone number Date

MO, NO, AMA, SMA or authorised delegate to complete

Date of last annual health assessment

Spirometry (CPHE only)

Sharpened Romber

Test (CPHE only)

FEV1 FvC

Ratio % 1 min 2 min 3 min 4 min

Total

Date of last comprehensive medical

1240

MO to complete

Medical fitness to dive recommendation

[ There are no contraindications to diving

[1 The member must be restricted from diving pending further evaluation

Does member require a comprehensive medical?

[ONo [ Yes® Is CPHE (Form AD 147) attached? []Yes []No
Does member require medical reclassification?
[ONo [ Yes# Is MECR (Form PM 518) attached? []Yes [] No

Medical Officer conducting assessment

Signature Printed name

Rank or title

Phone number

Date
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