BDFE

BUND DEUTSCHER
FAUSTKAMPFER

BOXER’S MEDICAL EXAMINATION FORM

(To be completed at time of application and annually when licence fee is due)
BDF UK OFFICE: Unit 7, Quarry Farm Business Centre, Bodiam, East Sussex TN32 SRA
or Email: info@pbaboxing.com

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 UK Representative of the BDF
The fee for the examination is payable by the Boxer and should not be less than the B.M.A recommended fee.

QUESTIONS TO BE ASKED BY AN EXAMINING DOCTOR

FULL PTIVALE NAINIE. ... ..eiiieviieeeeee ettt e e e e e et e e e e e e e e e eeaeeeeeaseeeenseeeeaeeeeeaseeeenneeeenseeeeneeeeenseeeenseeeenneeeenseeennneean
(BLOCK LETTERS)

Professional Boxing Name (if other than aDOVE).........c.coiiiieiiiiieiieiecieie ettt sttt e e s ensesaeeneeenas
(BLOCK LETTERS)

(BLOCK LETTERS)

Date of Birth........cocooeveninincncnenee Tel. NO. ot Mobile NO. .coevviriiieieicicieeeeeee
IMATTEAL STALUS. c..ceuteeitiiieit ettt ettt bt et a et eat et eae e bt e et s bt eas e s bt et e eb e eas e s bt ent e eb e e st eae e bt eeeenae et e naeennenue s
Occupation (Other than DOXET).........ccueiieieriieiert ettt ettt te st et et ebeeet et e est et e ens e st e esseeseensesssessesnsensesssensennsenseensenseanes
Manager OF PrOPOSEA IMANAZET...........ccueriiieieieiteteetieteeteetesteetesseestessessaesseessasseessansesseessesseense sesseensesssenseassenseensenseensesseensennes
Have you held @ ICENCE DEIOTE .....c..cuiuiiiiiiiiiiiitietere sttt sttt eb bbbt bbb sttt neen

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:

Headaches, DIACKOULS OF TIES.........coviiiiiie ettt ee ettt e et e e e e e eaeeeeteeeeeseeeeseaeeeeseeeeeareseerneeeereeeenns
ADNXICLY STAES OF AEPIESSIONS. . .ccueeuiitirteeiietirtertteteete sttt ettt ettt e bt e bt e bt et b sb et et e st et essestentebtebeebtebeebesbenbentenbenaens
Paralysis or any other mental Or NETVOUS dISEASES. .......cuetruiriririiriirintintente et ste sttt ettt ettt ettt e e seeene
Have you seen a psychiatrist or taken tranquilliSETS.........coeriririerierieiiiiinenese et
4. Visual disturbances. Diplopia, blurring vision, or do yOU Wear glasses........c.ecveveriieiieriierierierieseereeseeseeseesiesenens
5. Any ear diScharge, deaffNiess, CTC......cieiiiriiiieiieie ettt ettt ettt st e et teete e esaesre et e s e enteereenseeneenes
6. Heart disease, high blood pressure, heart murmurs, varicose veins, rheumatic or scarlet fever.............ccoccvevene.ne.
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, haemorrhoids, €1C.........cc.ooeeviiiiieriiiiieeeeee e
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, E1C.........oovveruiriieriiriere ettt
11. Any SKin diSEases.........cccereerierierieenieeieniieieeeeenieeeeee s ALLCTZICS. ..ttt ettt enae e
12. Are you or have you been attending your doctor or hospital regularly for any reason...........cccocceverenenenencnennns
13. Do you take any tablets/medicines, etc., TEZUIATLY..........cciiieiiiiieieiee e
14. Date and result 0f 1ast X-ray (1 QNY)......ccccerieierieienieieee ettt sttt e sea et eeeaesseessesseessesseensesseessesssensennnes
15. Any other investigations, i.e., blood tests, X-rays, E.C.G, E.E.G. .....cccociniiiiiieieieceee e
Number of cigarettes SMOKEA PEI daAY......cc.eiieriirieriieiieieieete ettt ettt et ettt e se et e sssesseensesseansesseensesnnes
Daily AlCONOL INTAKE .....eoviiiiiriiitiiteiteet ettt b bbbt bbbt bbb et a et et eb e st ebe et ebeebe b
Family History
Father (age and health)...........cccccoooiriiiniicieniee Mother (age and health)...........ccooceririiinienieieeeeee
Brothers (age and health).............cccooeriiiiiieiiiiee, Sisters (age and health)...........ccoocoeviiiiniiiinie 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.

STGNALUTE OF BOXET....ceutiiiiieiiieiie ettt ettt et ettt et e st e et e s et e ea b eesateenbeesabeeteeabeenbeesabeenbtesabeenbaesabeensaesnseanne

STGNALUTE OF DIOCTOT...c.uieiutieiiiteiieeite ettt ettt e b e et e e bt esab e e bt e sa bt e beesab e e baeeabeebeesabeestesabeesaaeenbeesbbeenseanseenns



Examination

Any murmurs
If so describe
Any varicose veins

Respiratory System

Chest MOVEMENLES........c.coerieiiriiieienieenieeeentet et TTACKEa. ...
Percussion notes...........cccceeveeenee Air Entry.....coocveeveienieennn. Breath Sounds ........ccccoevveueeneee. Added Sounds........cccccererennne
Abdomen
Any scars, tenderness or Masses — if SO, AESCIIDE ...c..ovuiriiiiiiiieieeeee et ettt st etesbestesbesseeneens
Are liver, spleen and Kidney palpable ..........cocciviriiiiiiiiiniiicre ettt e
Hernia orifices.......ccoveverenrecneninenecneecnne Genitalia.........ccoeceneineneicnenicneene UTINE. .ttt
Central Nervous Systems
Cranial NeTVES.......cceeveeierieriieieeieieieie e PUPIlS...ccoooeieeieieieeeee e Optic fundi.......oceeeeevereneninieeeeeeee
NYSEAZMUS. c..cveieiiiiieiietie ettt ROMDEIGISIM.....oveniiiiiiiiiiciccce e
Limbs
TONC....cvviiieiricicrcne POWeT ..o Co-ordination.........ccceceeveeruereuennn Sensation........cccceeeeeereeenneeenn
REfIEXES. ..ottt Plantar reSPONSES......ecvervieuieieieienieetieteeteteste e seeseeeseeneeseeseeneens
ANy PSYCHONCUIOSIS .....eeveneviienieiirieieicrteieteneee e I£S0 dESCIIDE ...veniiiiieiccc e
Skeletal System
Cervical Spine........cccocccevveneee. Shoulders.......c.coeeveenennnee. EIDOWS....coevveinriiniiiccnienee Wrists and Hands.........c.cccoeevneneee.
Lumbar Spine.......cccocceevvereinercnencinecncnnns HIPS oo Knees......ccoooviiiiiiiiiiiiii
AATIKIBS. ...ttt b etk h e H ek hr et H e h e ekt h et a ket b et b e e bt a et be e s e

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 UK Office of the BDF representative with this form.

Date Of EXAMINATION ......uvviiiiiiiiiiie ettt eeee e et eeeete e e e eeeitaeeeeeeetareeeeeeeearaseeeeeestaseseeeeeeatsseeeseentrseeesennnrreeaeas

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

Signature and stamp 0f eXamMINING AOCLOT........cc.ecieiuirieiieieie ettt te ettt te st be st e beeseenseesteseeseesseeneesseennes

EYE TEST

Eyes to be completed by an Ophthalmic Optician/Consultant

Visual standards (Snellen’s type figures without glasses please)..............c..cccooeiiiniiiiiinininineesee
VISUAL FIELAS. c..cvititeee ettt b ettt e bt bbb bttt b et et et et et et eeteseeneeneas
OCULAT TEIISTOM. ¢. vttt ettt ettt ettt b e bt bbb st et et et e st eb e eb e e bt eh e bt e bt s bt st e st ebteb e ebe e bt ebe e bt st e st et e nae st ennenee
OCULAT TNOVEITIEIIES. .....eueietieieeteeteet ettt ettt ettt ee et eb e bt bt sb e e bt e b sa et e et et e st estentebeebeebe e bt ebe s bt sa e et e be st e s enteneeneeneas
Ophthalmoscopic examination (with special attention to retinal defects)..........ccccevvverviriiniinininininincrceee
Date Of @XAMINALION. .....cceiitiiiiiieieii ettt ettt ettt ettt et eaee bt ease bt eeneemtesuaenaesasenbeeanenbeessesbeenneae

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

Signature and stamp of Optician/CoONSUILANL. .........cueiieiierieieiiete ettt ettt ete et et eseeseesseesaessesseensesseensesseenes




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:

(a) Licence granted OF TENEWE.......cccuiiriierieiiiieeiieriie ettt ettt ettt ettt et e st ebee e ebeesaees

(b) Licence not granted/TeNEWed. ........ccuveiirierieeieieeie sttt seteste sttt eae e e tessaesteeeaesseenseeseensesaens



