Questionnaire medical screening
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Do you agree that your general practitioner receives a report of this screening (if applicable)?...........ccccoveeeennn.. Yes/No

®  SPOt(S) feeeeeiiiie e frequency: .......... /week, duration :......... hours

L O frequency: .......... /week, duration :......... hours

L O frequency: .......... /week, duration :......... hours
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o Other MediCal NiStOry .. ... e e

e Smoking : Yes/No, if so : average of ......... per day

e Alcohol : Yes/No, if so : average of ......... per day
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o MediCation (JaSt 2 YEaIS) & ...ttt

L N | 1Y o= P

General questions

e Have you ever been seriously or chronically SICK/Il 2 ...........ooiiiiiiiii e Yes/No
e Have you ever been treated by a medical specialist/psychologist ? .........cccceiiiiiiiiie i Yes/No
o Did YOU ©VEN NAVE SUIGETY ? ...ttt ettt ettt ettt e ettt e e et e e e sttt e e sttt e e ettt e e sate e e e sbeeeeabeeeeaaseeeeenbeeeaseeeen e e s Yes/No
o Did YOU €VEr NAVE AN ACCIHENT 2 ...eoiiiiiiiiiie ettt ettt e e sttt e e st e e e s e e e smeee e smbeeeanteeesneeeeeesaneeeaneeeeens Yes/No
o Did you ever feel unhealthy or1ess fit 2 ..o e Yes/No
o Have you ever had overtraining SYNAIOME 2 .......ooiiiiiiieiiiie et et e st see e st e e sneaesnaeeeean Yes/No
o Do you have SIEeping ProBIEMS 2. ...ttt et e ettt e e sae e e sab e e ante e e anneeeeeesnneeas Yes/No
o Do you have a special diet ? (for example vegetarian)? ..........ccooiiiiiiii s Yes/No
o Do you have intolerances to Certain fOOUS 2.......ciiiiiiiiiii ettt et e e et e e e Yes/No
. Are you satisfied WIth YOUEr WEIGNT 2 ...t e e e Yes/No
. Have you ever lost or gained a lot of weight 2 ... ... Yes/No
. Have you ever had eating problems, NOw or in the Past ? ... Yes/No
. Did/do you suffer from stomach ache / SOUr DUIM 2 ... Yes/No
. Did/do you suffer from diarrhoea / problems with Your ST00l 2 ..........cooiiiiiiiiiiiii e Yes/No
. Did you suffer from SKIN GISEASES ? .....coiiiiiiiiei ittt ettt e e e et bbb e e e e e bbb e e e e e e snnreeeeeannnes Yes/No
. Did/do you suffer from frequent NEAJACNES 2 .......ooi i Yes/No
. Did/do you suffer from ViSual ProbIEMS 2 ...t Yes/No
. Did/do you suffer from deafness / 10SS Of NEAING ? ......ooiiiiiiiiiii e Yes/No
. Have you ever had a (Stress/fatigue ) fraClUre ? .....oooueiiieiiiiieiee e Yes/No
. Do you use braces, orthotics or tape during @XEICISE ? .....ocuueiiiiiiiiiiie ettt e et saeaeeeas Yes/No
e Have you been treated by a physiotherapist in the 1aSt YEar? ... Yes/No
For women

o DO YOU NaVe irr@QUIAT PEIHIOTS?. ......eeii ittt et ettt e ettt e e e e bbbt e e e s e b e et e e e s e sbe e e e s aansbbbeeeeeannbreees Yes/No
e Did you ever had no menstrual period after rage 0f 15 2.... ..o Yes/No
e Was your first menstrual period after age Of 157, .. ..o Yes/No
o DO You USE Dirth CONIOI PIlIS... .. ittt e e e e e et s etbe e e e e e e e sanbaeeeaeeanees Yes/No

Cardiovasculair screening

e Did you ever loose consciousness during or immediately after eXercise ?.........ccocccviiiiiiieiiiiiiiee e Yes/No
e Did you ever have chest tightness, shortness of breath or excessive coughing during or after

e exercises, in such a way that this effort was made diffiCult ?...........ccoooiiii i e Yes/No
e Have you ever been treated fOr aStNMEA 2.........ooo i Yes/No

e Did you or do you suffer from EPIIEPSY 2.......coo i e Yes/No



e Did you ever get the advice to stop sports because of a heart diSEaSe?...........ccccvevieviiiiiie e e Yes/No
. Did you or do you suffer from high blo0d PreSSUIE 2........eeiiiiiiiiiie et rreaae e Yes/No
. Did you or do you suffer from high cholesterol ?.......... Yes/No
. Have you ever have palpitations while resting or during eXercise.............ooviiiiiiiiii e, Yes/No
. Do you notice sometimes extreme fatigue that does not fit your regular exercise level ?...........cccccoecvveveenen. Yes/No
. Did you or do you suffer from a heart MUIMUE 2...........ccoveeiiiiiiiee e Yes/No
. Did you or do you suffer from arrhythmia 2...........oooiiiiiiii e e e s e Yes/No
. Did you or do you suffer from other heart problemMS?.........ccuvviiiiiiie e Yes/No
e Have you recently been diagnosed with a serious (viral) infection ?...................... Yes/No
e Have you ever had acute rheUmaALiC TEVET 2.........oii i e e e e e Yes/No
Family history

Has anyone in your family*

o died suddenly and UNEXPECIEAIY 2........eviiiiiiiiiii et e s e e s e e e e e e e e e e aabaraaaeanes Yes/No
o been treated for reCUIrent fAINTING 2........oooiiiiiiie e e s e e e e e e e e et e e satba e e e e s senrneees Yes/No
o had unexplained SEIZUIE PrODIBIMS 2.......eiii i e e e e et e e e e e e e s e aabre e e e e e e e s Yes/No
e had unexplained drowning while swimming ? Yes/No
I ¢ F= Vo WU Loy o] = g =T o= L= ot od o (= o | AR PP Yes/No
e been diagnosed whit cardiomyOPatiy 2.........oooiiiiiiiie e e eas Yes/No
e had aheart ttaCk OF @NGINGA 2........ooiuiiiiiiieiii et e et e st e e et e e st e e sat e e e asteeesneeeeaneeeaaseeeeanteeseeeenes Yes/No
e had angioplasty OF NEAIT SUIGEIY 2.......eii ettt e e et e sttt e e st e e s et e e sabee eeestbeeesnseeesnneeeentreeeane Yes/No
e had aheart tranSPIANTALION 2..........couiiiiiiie et e st e e st e s b e e et e e e bteeesnee naeeesnbeeeeaneeeennees Yes/No
e had pacemaker or defibrillator IMPIANTEA 2.........cooiiiiiie e s Yes/No
e been treated forirregular hEArt DEAL 2........cocuiiiiiiiiii e e e Yes/No
e has anyone in your family been experienced sudden infant death (cor death) ?.........ccccoooiiiiiiiiiininiee Yes/No
e has anyone in your family been told they have Marfan syndrome ?...........c..ccocceeevnnen. Yes/No
* among family are close family, but it also includes nephews, nieces and second cousins

Date : ........ ST T

NBMIE & e SIgNATUTE 1.

Please do NOT fill in the information below

Lenght .o, cm Weight @i, kg BMI i kg/m2
Sum of skin folds .................. mm Fat percentage :............... %

Vision right (VOD) ......ocevivneaneee Left (VOS): . oooiiiiiiiiins Both (VODS) @ ..o
Lung function FVC :.....L (....%pred) FEV1:@.......... L (....%pred) Tiff i, %

Blood pressure @ ................. mmHg Urine @i Hb oo, mmol/L
Shuttlerun: ............ trap

Physical examination :
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