St HELIER RACQUETS COMPETITION 5tk APRIL 2008
COMPETITOR MEDICAL FORM
This Form may be submitted in a sealed envelope if you prefer

Adult Form

Surname Forename
Telephone Telephone
(Home) (work or mobile)
Transplant
Unit Team Manager

. Date of Date of
Date of Birth | _/__/__ Transplant — Results —/—/—

TYPE OF TRANSPLANT - Tick as appropriate

Stem cell (Bone Marrow) |:| Heart |:| Kidney |:|
Liver |:| Lung |:| Pancreas |:|

ALL TRANSPLANTS

Hb Creatinine

BP Wt

HbsAg Positive / Negative * | Diabetes Yes / No *

Musculo-Skeletal

Disorder Vision Normal/Impaired/Blind

LIVER TRANSPLANTS

Liver Function Tests

HEART AND LUNG TRANSPLANTS

Cardioangiography

Echocardiography Exercise ECG

Lung Function Tests

BONE MARROW TRANSPLANTS

WBC Neutrophils Platelets

Medication

Medical Advisors Comments
Please comment on graft function, fitness and suitability in the box below

Signed Print Name

Designation Date / /

I declare I have been in training for at least 3 months in the following events:

1 2 3 |

4 5

Signed | Date | / /

Parent/Guardian on behalf of participant (if under the age of 16)

Print Name of Relationship to
Parent/Guardian Child

Parent/Guardian
Contact Tel No.

Notes:

Kidney Transplants: Adults Hb >10gm/dl, Creatinine <300umols/L, BP<150/90

Children Hb > 10gm/dl, Creatinine <200umols/L, BP , 97th centile

Liver Transplants Hb & BP as per Kidney Transplants

Creatinine <200umols/L, LFTs <20% above normal values

Heart and Lung Transplants Hb, Creatinine & BP as per Kidney Transplants = Good graft function as
demonstrated by cardioangiography/echocardiography/ exercise ECG/Lung - function tests

Bone Marrow Transplants Hb, Creatinine & Bp as per liver transplants WBC >3X109/L

Neutrophils >1.5 x 109 Litre, platelets >80 x 109 /L
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