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MEDICAL QUESTIONAIRE MedEverest

Answers to questions are subject to medical confidentiality. The questionnaire data will only be available to Robert Szymczak, MD. Please  complete the  medical questionnaire and sign it. Please print, sign every page, scan it / take a photo and then send to  medeverest@gmail.com 
	First Name:                                                                    Last Name: 

	Address:

Address for correspondence:

	Email:
	Phone number:

	Date of birth:
	Body weight:                                     height:

	Education:
	Occupation:

	Contact person
(to be notified in the event of an accident)

First name:

Last name:

Address:
Phone number:

E:mail:

Degree of relationship: 
	Insurance policy:

Number:

Emergency number:

Sum insured

 - rescue action – 

 - search action - 



	Family Doctor – Your GP: 

First name:

Last name:
Address:

Phone number: 
E:mail:
	First Aid knowledge and skills:
lack / basic / advanced
Please write the type and date of the course:

	Your  level of experience on the expeditions and high altitude.

no experience / experienced

Please, list the expeditions and heights of the summits you climbed: ….
	Your Next Expedition?:
When?...

Where?...

How high? …


	Have you ever been diagnosed with a mountain sickness? 
NO

YES: Acute Mountain Sickness (AMS); High Altitude Pulmonary Edema (HAPE); High Altitude Cerebral Edema (HACE); Frostbites; Hypothermia; Snow Blindness; other illness (write what kind of illness):

(when?, at what altitude? what kind of treatment was applied?:

	Are you currently or have you been in the last 12 months  under the care of a specialist due to a health problem?

NO

YES: What is the health problem? Which specialist is taking care of you?

	List the last year operations and other reasons for hospitalization.

not applicable

	Other health problems:

Leave or highlight those diseases that affect you.

Write whether the health problem is current or occurred in the past.

Please list the current symptoms and associated limitations. 

Respiratory diseases: asthma; COPD, history of pulmonary embolism, other

Cardiovascular diseases: heart disease, coronary heart disease, myocardial infarction, heart failure, hypertension, Raynaud's disease, varicose veins of lower limbs, history of deep vein thrombosis, other
Diseases of the nervous system: epilepsy, seizures, stroke, migraine, other
Diseases of the digestive system: peptic ulcer, chronic intestinal inflammation - Crohn's disease, Colitis Ulcerosa, cholelithiasis, diverticulitis, irritable bowel syndrome, hemorrhoids, other
Kidney disease: renal failure, nephrolithiasis, other
Liver disease
Eye diseases: glaucoma, cataract, surgical correction of vision defects, other 

Musculoskeletal diseases: fractures, dislocations, arthritis, other
Mental illness - Have you ever been consulted by a psychologist / psychiatrist? Have you been taking medication because of depression or other mental illness?
Endocrine diseases: Diabetes, thyroid disease (hyperthyroidism, hypothyroidism), other 

Anemia,  iron deficiency, sickle cell anemia, others

Cancer

Chronic infections

Addictions: alcohol, drugs, drugs

List the dates of all surgical procedures and infectious diseases: ...

	Are you pregnant? Can you be pregnant now?  YES / NO / not applicable

	List out your current medications: (including: inhalers, eye drops, oral contraceptives, hormone replacement therapy, drugs for erectile dysfunction)
Write medication dosage and frequency of intake.

Not applicable

	Allergies: (medicines, food, environmental allergens - dust, pollen, fur, etc)

Describe: what type of allergic reaction you have: rash, dyspnoea, anaphylactic shock

Not applicable

	Do you have an International Book of Vaccination?                         YES                      NO

If YES - please scan or take a photo (all pages) and attach to the questionnaire
If NO - report to the nearest Travel Medicine Clinic for vaccinations

	Please provide vaccinations' dates based on Vaccination Book:

diphtheria; polio; tetanus; hepatitis A; hepatitis B; meningococcal meningitis; rabies; japanese encephalitis; tuberculosis (BCG); typhoid; yellow fever.

	Blood group:

	Teeth,

It is necessary to cure all dental problems before the expedition. 

Please provide date of last panoramic photo of teeth and dental control:

Current result: Please attach a scan / photo of the last result.

	Please provide laboratory results of blood and urine tests(from the last 3 months) 
Complete blond count; creatinine;  ALT- Alanine Aminotransferase; bilirubin; glucose; serum iron, general urine test 

	Abdominal ultrasound: (result from the last 3 months): Please attach a scan / photo of the result

	Chest x-ray: (result from last 3 months): Please attach a scan / photo of the result

	Cardiological exercise stress test (people> 40 years of age): (result from the last 3 months): Please attach a scan / photo of the result

	Do you smoke cigarettes: NO; YES (how many years? How many cigarettes a day?)

	Eyes - vision problems:     NO

YES: Do you have a visual impairment? Do you wear glasses / contact lenses?

Have you had ophthalmic surgery? (such as laser eye treatment)

	Physical condition. How do you rate your physical condition: Poor / Average / Good / Very good

	VO2max physical performance test (result from the last 3 months):
VO2max =                                                  Attach a scan / photo of test result

	Describe other issues related to your health, which you think your doctor should know:




	DEATH ON THE EXPEDITION

	If I die due to illness or accident in the mountains:

1. I would like to be buried in the mountains

2. I would like my body to be transported to my country. I realize that this will only be possible if transportation from a height does not jeopardize the life of the rescuers. In another situation, the body will remain buried in the mountains.

	Signature of the person examined:

……………….
	Signature of the nearest relative (contact person): 
……………………………………….


STATEMENT:

· I certify that the above information is true and is in accordance with my knowledge.

· My participation in the expedition is voluntary and on my own responsibility.
· To my knowledge, my state of health allows me to participate in a high-altitude expedition.

· I realize, that a mountain expedition involves exposure to cold and low oxygen levels in the air and is a physical and mental challenge for my body.

· I understand that in the high mountains there are limited treatment and rescue possibilities, and that a minor illness or injury that is not a medical problem at sea level can lead to serious health consequences, disability and even death in the mountains.
· I realize, that staying in high mountains can be a cause of my death or permanent disability.

· I understand, that I am responsible for taking with me on the expedition the medications and medical supplies that I use because of my current medical condition. I should also have a first aid kit equipped with medications needed to treat diseases related to high altitude. 
· I understand, that medications prescribed by my doctor, if my health condition in the high mountains would require it, will be taken on my own responsibility and after consultation with the doctor. I realize that taking of medication prescribed by my doctor by other people requires their individual medical consultation.
· I understand that the problems disclosed during this medical consultation may require further specialized medical consultation, radiological or laboratory diagnostics. 
·  I will notify the doctor about any additional health problems,  if occur before the expedition.
· I understand, that it is up to me to buy the right insurance covering the costs of the search, rescue, transportation to my country and medical care during transportation.
· I know that when I return from the trip, I should notify the doctor about any health problems.
Signature…………………………





Date……………………………

(Please print, sign every page, scan or take a photo and send e-mail to medeverest@gmail.com)

Contact doctor:
Robert Szymczak, phone number 0048 667674141. E :mail – medeverest@gmail.com
                         Dr n. med. R. Szymczak, MedEverest Copyright 2017                                   1
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