CONFIDENTIAL

ANTIGUA & BARBUDA NATIONAL CADET CORPS
Camp Blizard
Box 1572, Coolidge, Saint George, Antigua

Tel: (268) 484-2100/462-1458 Fax: (268) 462-2716

Email: ABNCCHQ@abdf.gov.ag / abncc.anu@gmail.com
Commandant: Major Samuel C. Roberts, MM

CADET HEALTH RECORD

SURNAME: FIRST NAME:
ADDRESS:
DATE OF BIRTH: NEXT of KIN:

RELATION:

Cadet Training and Cadet Camps involve strenuous activities such as running, carrying weights, crawling

NEXT of KIN TELEPHONE#

through undergrowth, bush and tall grass as well as remaining in wet clothing for extended periods of
time. During exercises, meals may be irregularly spaced and some activities take place in the midday

sun.
THIS SECTION MUST BE COMPLETED BY A REGISTERED MEDICAL PRACTIONER
Allergies Yes No Nervousness Yes No
Headaches/Migraine Yes No Epilepsy/Convulsions Yes No
Fainting spells or blackouts Yes No Weakness of limbs Yes No
Shortness of breath Yes No Diabetes or Sugar Yes No
Asthma Yes No Nose Bleed Yes No
Cough or chest troubles Yes No Bleeds or Bruises easily Yes No
Heart Problems Yes No Back/Knee/Ankle injury Yes No
Low or High Blood Pressure Yes No Tuberculosis Yes No
Sleeping Disorder Yes No Pneumonia Yes No
Rheumatism Yes No Jaundice Yes No
Visual problems/wears glasses Yes No Hearing issues/wears hearing aids | Yes No
COVID 19 Vaccination Yes No Oral Cavities Yes No
Eczema Yes No Amnesia Yes No
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Does your child/ward take special medicine? Yes/No?
If yes, state the medication and the dosage schedule.

Has your child/ward ever been hospitalized? Yes /No
If yes, for what?

Height: Weight:

Blood Pressure: Pulse:

Recommended Tests:

| hereby certify that | have examined and he/she is
medically FIT/UNFIT and is CAPABLE/INCAPABLE of participating in Cadet Training/Camp locally,
regionally and internationally, and that he/she is free from infectious diseases.

Name & Address of Practitioner

Signature & Stamp of Practitioner

Date:

TO BE COMPLETED BY PARENT/LEGAL GUARDIAN

PERMISSION

I certify that my child/ward does not suffer from any
communicable disease or any other aliment which would prevent him/her from taking part fully
in any Cadet activity. | hereby give permission for my child/ward to participate in all Cadets
activities.

MEDICAL RELEASE

I hereby give consent to the Antigua and Barbuda National Cadet Corps
(ABNCC), to medically examine my child/ward, and also to give emergency medical treatment should my

child/ward become ill or be injured in any way.

In the event of a life-threatening emergency involving my child/ward, for example (appendicitis), where time
is critical, | hereby give consent for the appointed Antigua and Barbuda National Cadet Corps (ABNCC)
Representative, to sign the hospital medical forms for any appropriate medical procedure that may be

necessary.

Signhature Parent/Legal Guardian: Date:
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