BDFE

BUND DEUTSCHER
FAUS/ l’l(A\[l'l‘ IR

BOXER’S MEDICAL EXAMINATION FORM

(To be completed at time of application and annually when licence fee is due)
BDF OFFICE: D - 63695 Glauburg/Glauberg, Glauburg Stral3e 3 E-Mail: bdf-ramona@wittmann-boxing.de

Note to Applicant:
This examination must be carried out by a Qualified Medical Practitioner, currently on the Medical Register.

Note to Examining Doctor:

This form, when completed, should be forwarded to the BDF office.
The fee for the exam is paid by the boxer and should be no less than the B.M.A recommended fee.

QUESTIONS TO BE ASKED BY AN EXAMINING DOCTOR

FUIT PrIVALE NaMIB. . oot e oo e e et e e e e e s e st eeee e e e e s s bbb e eeseees e s abbaeeeeees s abbesas sesbbeeeesesesssasseebeeeeesessnnres
(BLOCK LETTERS)

Professional Boxing Name (if other than @DOVE)...........cocvi i
(BLOCK LETTERS)

N0 o TR
(BLOCK LETTERS)

Date of Birth.......cococevvvniciicenn Tel. NO. oo Mobile NO. ..o
IVIBITERL STALUS. ...ttt e ettt e R ekt b ekt et e e s Re £k e bt er e e se e e et e e e s eenr e s e e e nenrenreene e e
Occupation (OtNEr TNAN DOXET) ....ccui ittt ettt b e et et e e e b e et e s reaee e e n e
Manager OF PrOPOSEO IMANAGET ... ..o ittt ettt et b ettt b e etk e e be b es e st e se e ebeeb e e nbe st es e s bt e s s e n e e e e srenre e e e
Have YOou held @ [ICEBNCE DETOIE .......ooi it r e b et r e e re b et e e b b e e ane e ne s

If so, give past record of contests:



3. Have you suffered at any time from any of the following (if so give full details, dates and doctors consulted
and results of investigations:

[ L Lo F (o g LT o] Tt (o 1T 3o O {1 <Y
YN DAL AV LS o g [=T o] =EST] o] PR RRRTPRPIN
Paralysis or any other mental OF NErVOUS QISBASES.........couiieirieieeiieiiieie ettt ettt eree e et et e seean e ereeseesreereea
Have you seen a psychiatrist or taken tranqUITTISErS...........ooi i
4. Visual disturbances. Diplopia, blurring vision, or do YOU Wear glasSes..........c.ciururririieeiirie e sieie e
5. ANy ear diSCharge, AEafNESS, BIC. . .uiiii i i e e it e s e te e et e e rte e e s te e e e s eteeene e e teeaneeenneeenreens
6. Heart disease, high blood pressure, heart murmurs, varicose veins, rheumatic or scarlet fever.........ccccccccvevevnrnnne
7. Any asthma, bronchitis, pneumonia, pleurisy, or T.B., sinusitis or any difficulty in nasal breathing.....................
8. Any chronic indigestion, stomach or duodenal ulcers, gall bladder or liver disease, appendicitis, hernia..............
Bowel disorders, i.e. colitis, Crohn’s Disease, haemorrnoids, EIC..........ccuiiiiiiiiiiiiieiiree s
9. Any kidney or bladder problems, diabetes, renal colic, haematuria, venereal infections or prostatitus..................
10. Any bone or joint problems, e.g. hand injuries, fraCtUres, BLC.........oiviiiiiiiiiiieie e
11. ANy SKiN diSEASES....cccveviviiiiiiiieeeiieie e ALEIGIES...coiiieciiie e
12. Are you or have you been attending your doctor or hospital regularly for any reason..........c.cccccevcvviniiveicneiennn,
13. Do you take any tablets/medicings, etC., FEQUIAITY ........coviiiii i e
14. Date and result of 1ast X-ray (if @NY).....eoiiiiiiiiiie et e st e s st e e e beenne e e sraenes
15. Any other investigations, i.e., blood tests, X-rays, E.C.G, E.E.G. .....ccccoiiiiiiiiiiiece e
Number of Cigarettes SMOKEd PEI QAY.......cooueiieiieiee e e
Daily @lCONOT INTAKE ..o et r et e ne e er e nr e nr bttt r s e n e e

Family History
Father (age and health)...........ccccccoi e, Mother (age and health)..........cccccoovivieiiiiiie e,
Brothers (age and health)..........c.cccooiiiiin, Sisters (age and health)..........cccooriiiin e

I hereby give my consent to the BDF and its Medical Officers to contact my doctor to obtain medical information
pertaining to my application to box.
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Examination

Blood pressure (if above 140/90 please record three further readings at five minute intervals)

Heart sounds
Any murmurs
If so describe
Any varicose veins

Respiratory System

Chest MOVEMENTS......ccveiieiiriirierieseeee et TFACNEA. ....eieecce e
Percussion NOtes..........ccccevevereenee. Air Entry.....ccooovevvievenenn, Breath Sounds ..........cccecvviennene Added Sounds.........c.ccoeuernenn.
Abdomen
Any scars, tenderness or Masses — if SO, UESCIIDE ......cviiieie et sr e et e be e seesteeneeseeeneesreenes
Are liver, spleen and Kidney PAIPADIE .......c..ooiiiiie it re e reereenaeneenrens
Hernia orifiCes........ccoeviiiiieiicecce Genitalia.......cooevveieneieeee UFINE..otiiee e e
Central Nervous Systems
Cranial NerveS.........cocveveveieeerenee e e PUPIIS...coiee e Optic fundi.....cccoeeveviieiineceee e
NYSEAGMUS ... et as [RL0] ] oT=T (0TI 1 P
Limbs
TONE...ooiiiiice e POWET ... Co-0rdination..........ccccevererenerenas Sensation.......c.ccecveveeieninienenne
RETIEXES ..ot s Plantar rESPONSES. ......cueieeriereeriereeereesteeieseee e stee e e e e sreeneeneeas
ANY PSYCNONEUIOSIS ....vevvvveieeieaiesiieseeeseeseeesie e eeeeneesreeseeseees 1 SO dESCIIDE ...ocveieee e
Skeletal System
Cervical Spine........cccccevvennnen. Shoulders.......ccccccevveeernnnne. EIDOWS.....ocvvvcievciece e, Wrists and Hands.........cccccocevvennnnne
Lumbar SPiN€......cccceviveieiiciire e HIPS.ciieeeeee e e KNEES.....vveie e
AANKIES. .. ettt btk bk b b s bR b b E e Sh e R e bR e AR R £ SR £ SR RE e R e R e R e AR e R e R e AR £ R e Re R e R e R bR e et e bR b e et e nrenen

HIV & Hepatitis Vaccination and Screening

HIV Test:- Date Tested
Hepatitis C Antigen:- Date tested
Hepatitis B Antigen:- Date tested
Hepatitis B Surface Antibody:- Date tested

Hepatitis B Vaccination:- Date of first dose

Laboratory results must be forwarded to Head Office

Laboratory results must be forwarded to Head Office

Laboratory results must be forwarded to Head Office

Laboratory results must be forwarded to Head Office



Please note that every boxer must complete the Hepatitis B Vaccination course, the course consists of three doses.
The second dose is given one month after the first dose and the third dose is given five months after the second dose.
This course must be completed and evidence of dates given must be forwarded to Head Office.

N.B. — if any abnormality noted, please investigate further and refer all relevant documents to the Chief Medical Officer
at the Office of the BDF.

Date OF EXAMINATION .oiiiviiiii it e e et e et e e e e b bt e e e e e s se bbb e e e sabbeeesabbes e e aasbaesesbebeesatbeeseasbebaeseases

I AM SATISFIED AS TO THE CORRECT IDENTITY OF THE EXAMINEE WHO HAS PRODUCED FOR
ME HIS BOXER’S LICENCE OR PASSPORT, OR ALTERNATIVELY, | CONFIRM HIS LIKENESS BY
SIGNING THE ATTACHED PHOTOGRAPH.

Signature and stamp of eXaMINING TOCLOT..........ooiiiiiiiieie ettt e bbb eesaresnne e

EYE TEST

Eyes to be completed by an Ophthalmic Optician/Consultant

Visual standards (Snellen’s type figures without glasses PlEaSE)..........cuveieriiiiiieiiee i
WISUBL FHEIAS. ... et bbbt bbbt h ekt ea e eh e e et e e benb e eb e e bt e bt eb e en e et eb e et ees
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Ophthalmoscopic examination (with special attention to retinal defects)...........ccovveiiiiiiini i,
Date OF EXAMINALION. ... ittt bttt b et s e bt et e st e be et e eee £t e ebe e b e et e en e et esbenbeeeebebeenas

I AM SATISFIED AS TO THE CORRECT IDENTITY OF THE EXAMINEE WHO HAS PRODUCED FOR
ME HIS BOXER’S LICENCE OR PASSPORT, OR ALTERNATIVELY, | CONFIRM HIS LIKENESS BY
SIGNING THE ATTACHED PHOTOGRAPH.

Signature and stamp of OPtiCIaN/CONSUITANT.........c..iiiiiiiii et e e e re et eebeeanee s




TO BE COMPLETED BY THE CHIEF MEDICAL OFFICER (OR HIS DEPUTY)

To the Officers of the BDF.

The following recommendation is made in the case of:

(2) Licence granted OF FENEWET.........ccueuiaiieeieieeieeieete ettt ettt te et e e e seeseeseeseesae e eneeneeneas

(b) Licence not granted/rENEWED.........cceiviiiiie ittt e st e et e b e e naeeae e reeans



