MSVR 2025 Medical Information

Riders Name DOB

Home Address

Contact Number Class | Sidecar

Next of Kin

Name

Home Address

Contact Number Home Mobile

GP Details (Your own family doctor)

Name

Surgery Name and Address

Telephone Number

Local Hospital

Hospital Telephone Number

Specialists details (any previous or current care i.e. Physio, Orthopaedic surgeons, therapists etc.)

Name

Address

Telephone
Number

Speciality




Have you any current illnesses? Yes [ ] No []
If Yes please explain

Do you regularly/often take any medicines, drugs or

tablets? ves [ No L
If Yes please explain

Have you declared these to the ACU to comply with Anti

Doping rules? Yes [] No L
Do you have any allergies (i.e. penicillin, iodine etc.)? Yes [] No []
If Yes please explain

Have you had any ‘major’ or ‘significant injuries’

requiring admission to hospital and/or surgery? Yes [ No L
If Yes please explain (what, where, when, how it was

treated)

Have you had any surgery/operations (excl. those

above)? Yes [ No L
If Yes please explain (what, where, when, how treated)

Have you ever had any problems with anaesthetic? Yes [] No L]
If Yes please explain

When did you last have an Anti-Tetanus injection? Year | | Dontknow [ ]
Do you have private medical insurance? Yes [] No L]
If Yes, with whom

Does this cover emergency treatment in hospital? Yes [] No L]

Is there anything else important we should know?

I understand the above information will be treated with the strictest confidence, and only be released to
health care professionals for my treatment during or following a Race Meeting.
| agree that the details of any injuries and treatment received can be released to the Championship Chief

Medical Officers.

Signed

Date




MSVR 2025 Medical Information

Riders Name DOB

Home Address

Contact Number Class | Sidecar

Next of Kin

Name

Home Address

Contact Number Home Mobile

GP Details (Your own family doctor)

Name

Surgery Name and Address

Telephone Number

Local Hospital

Hospital Telephone Number

Specialists details (any previous or current care i.e. Physio, Orthopaedic surgeons, therapists etc.)

Name

Address

Telephone
Number

Speciality




Have you any current illnesses? Yes [ ] No []
If Yes please explain

Do you regularly/often take any medicines, drugs or

tablets? ves [ No L
If Yes please explain

Have you declared these to the ACU to comply with Anti

Doping rules? Yes [] No L
Do you have any allergies (i.e. penicillin, iodine etc.)? Yes [] No []
If Yes please explain

Have you had any ‘major’ or ‘significant injuries’

requiring admission to hospital and/or surgery? Yes [ No L
If Yes please explain (what, where, when, how it was

treated)

Have you had any surgery/operations (excl. those

above)? Yes [ No L
If Yes please explain (what, where, when, how treated)

Have you ever had any problems with anaesthetic? Yes [] No L]
If Yes please explain

When did you last have an Anti-Tetanus injection? Year | | Dontknow [ ]
Do you have private medical insurance? Yes [] No L]
If Yes, with whom

Does this cover emergency treatment in hospital? Yes [] No L]

Is there anything else important we should know?

I understand the above information will be treated with the strictest confidence, and only be released to
health care professionals for my treatment during or following a Race Meeting.
| agree that the details of any injuries and treatment received can be released to the Championship Chief

Medical Officers.

Signed

Date




	Text Field 1063: 
	Text Field 1079: 
	Text Field 1080: 
	Text Field 1081: 
	Text Field 1082: 
	Text Field 1083: 
	Text Field 1065: 
	Text Field 1068: 
	Text Field 1070: 
	Text Field 1071: 
	Text Field 1072: 
	Text Field 1084: 
	Text Field 1073: 
	Text Field 1075: 
	Text Field 1077: 
	Text Field 1074: 
	Text Field 1076: 
	Text Field 1078: 
	Text Field 1067: 
	Text Field 1064: 
	Text Field 1066: 
	Text Field 1069: 
	Text Field 1085: 
	Text Field 1086: 
	Text Field 1087: 
	Text Field 1088: 
	Text Field 1089: 
	Text Field 1090: 
	Text Field 1091: 
	Text Field 1094: 
	Text Field 1092: 
	Text Field 1093: 
	Check Box 2: Off
	Check Box 4: Off
	Check Box 6: Off
	Check Box 8: Off
	Check Box 10: Off
	Check Box 12: Off
	Check Box 14: Off
	Check Box 16: Off
	Check Box 19: Off
	Check Box 7: Off
	Check Box 9: Off
	Check Box 11: Off
	Check Box 13: Off
	Check Box 15: Off
	Check Box 17: Off
	Check Box 20: Off
	Check Box 18: Off
	Check Box 5: Off
	Check Box 3: Off
	Text Field 1095: 
	Text Field 1096: 
	Text Field 1097: 
	Text Field 1098: 
	Text Field 1099: 
	Text Field 10100: 
	Text Field 10101: 
	Text Field 10102: 
	Text Field 10103: 
	Text Field 10104: 
	Text Field 10105: 
	Text Field 10106: 
	Text Field 10107: 
	Text Field 10108: 
	Text Field 10109: 
	Text Field 10110: 
	Text Field 10111: 
	Text Field 10112: 
	Text Field 10113: 
	Text Field 10114: 
	Text Field 10115: 
	Text Field 10116: 
	Text Field 10117: 
	Text Field 10118: 
	Text Field 10119: 
	Text Field 10120: 
	Text Field 10121: 
	Text Field 10122: 
	Text Field 10123: 
	Text Field 10124: 
	Text Field 10125: 
	Text Field 10126: 
	Text Field 10127: 
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off


