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Slippery Rock University of Pennsylvania

Slippery Rock University Leadership Development
Medical History Form

The Slippery Rock University Leadership Development activities include lifting and spotting of group members, and climbing trees, ropes, and cables while protected by safety ropes at all times.  Workshops on the Executive Leadership Course Programs are by nature physically and psychologically demanding.  Although reasonable precautions are taken, injuries are possible.  Please come to the workshop/class prepared to accept these circumstances and to do your part to prevent accidents.  IF YOU HAVE ANY DOUBT ABOUT YOU PHYSICAL OR MENTAL PREPAREDNESS FOR THE ACTIVITIES OF THE WORKSHOP/CLASS, PLEASE CONSULT WITH THE EXECUTIVE LEADERSHIP COURSE PROGRAM COORDINATOR AND YOUR PHYSICIAN BEFORE THE MEDICAL DEADLINE.  SURGICAL PROCEDURES, FRACTURES, BAD SPRAINS, OR MAJOR ILLNESSES OR INJURIES THAT OCCURRED LESS THAN ONE YEAR AGO, REQUIRE A PHYSICIAN’S RELEASE TO PARTICIPATE IN THE EXECUTIVE LEADERSHIP COURSE PROGRAM.

IN ADDITION, THE SLIPPERY ROCK UNIVERSITY LEADERSHIP DEVELOPMENT STAFF RESERVES THE RIGHT TO REFUSE SERVICE TO ANYONE WHO IN THEIR SOLE JUDGEMENT IS UNABLE TO PARTICIPATE DUE TO PHYSICAL OR MENTAL LIMITATION.

Please respond to the following questions:

1. Do you have any physical disabilities or conditions, which might limit your participation?  

(   )  YES   (   ) NO    If yes, please explain  __________________________________________ _____________________________________________________________________________

2. Do you regularly take or need to carry any medication?

(   ) YES   (   )  NO    If yes, please list all medications and their purpose.___________________ _____________________________________________________________________________

3. 
Have you had any operations, fractures, bad sprains, or major illness during the past year?   

(   )  YES   (   )  NO     If yes, please explain them and their current condition.________________ ______________________________________________________________________________

4.  
Have you ever been stung by a bee or wasp?   (   )  YES   (   )  NO

5. Do you have any allergies (bee, wasp, food, medication, pollen, etc.)?

(   )  YES   (   )  NO
If yes, please indicate your allergy(s) and explain your reaction(s).

______________________________________________________________________________ ______________________________________________________________________________

_________________________________
_______________________________________

Participant’s Name (Print)


Participant’s Signature

_________________________________

Date

_________________________________
_______________________________________

Co-Signature of Parent/Guardian if under 18
Date

