
 

 

 

 

 

Medical Information 
 

 

All information submitted in this form is confidential. Many participants with a variety of medical conditions have 

successfully completed our events, yet we must be aware of all conditions.  

You need a physical and/or psychiatrist’s clearance, in order to participate in this Freedom Challenge event. 

Complete and accurate medical disclosure is required for your safety and the safety of other participants. A 

physician’s clearance is required. Once you receive this form, please print it and bring it to your appointment. 

Before leaving the doctor’s office, please verify that the form has been completed in full and emailed to 

freedomchallenge.us@om.org.  

*Please note this form is due no later than May 8th, 2019 

Participant Information  
 

Participant Name:  Event Name:  

Street Address:  
City:  

Postal / Zip Code:  Country:  

Primary Phone:  Email:  

Participant Date of Birth:  
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Physician Examination  
 

This section is to be completed by an attending physician only.  

NOTE TO PHYSICIANS: The examinee is applying to Operation Mobilization to participate in an expedition 
style trek. The physical examination form is designed to facilitate our assessment of the applicant’s ability 
to participate in this project. The examinee will be expected to manage the stresses of the physical 
exertion, high altitude, adapt to a variety of climates and temperatures, diet, cross cultural relationships, 
and living standards. We are particularly interested in any unusual findings that might hinder their 
successful adjustment.  

Instructions: Please review the questions and add comments to explain for each section listed.  

Name of Examinee: _____________________________  

Date of Examination: ____________________________  

Age:    Height:   Sex:    Weight:   BP:  Pulse:  

 

General: Please indicate if patient has a history of unexplained fever, unexplained weight gain/loss, sleep 

difficulties, any significant changes in the past two years?  

 

 

 

HEENT: Please indicate if patient has a history of visual problems, speech problems, or hearing problems. Other 

conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 
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Cardiopulmonary: Please indicate if patient has a history of asthma, Tuberculosis, Sleep Apnea, High Blood 

Pressure, COPD, CAD, CHF, Valvular Heart Disease, Rheumatic Fever, Decreased exercise tolerance, or 

Syncope. Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

Digestive System: Please indicate if patient has any specific diet requirements. Does patient have dietary 

preferences (vegetarian, high protein, etc.)? Are there any conditions that will be aggravated by foods from other 

cultures? Hepatitis A, B, C? PUD? Inflammatory Bowel Disease? Irritable Bowel Syndrome? Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

 

Endocrine/Hematology/Oncology: Please indicate if patient has a history of Hypoglycemia, Diabetes, Chronic 

Fatigue Syndrome, Lupus/Autoimmune Disease, thyroid disorders, Anemia, Polycythemia or Cancer of any type. 

Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

 

Genito-Urinary/GYN System: Please indicate if patient has a history of Incontinence, Endometriosis, 

PreMenstrual Syndrome, sexually transmitted diseases, HIV/AIDS virus or Stone disease. Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 
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Central Nervous System: Please indicate if patient has a history of dizziness, stroke, Epilepsy, gait abnormality, 

memory problems, chronic headaches, learning disabilities, dyslexia, or ADHD. Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

 

Musculoskeletal System: Please indicate if patient has a history of neck pain, numbness, weakness, back 

problems or Fibromyalgia. Other conditions?  

 

 
Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

 

Psychiatric Findings: Please indicate if patient has a history of obsessive/compulsive disorder, depression, 

anxiety problems, Bipolar Disorder, psychiatric counseling, or substance/alcohol abuse. Other conditions?  

 

 

 

Exam within normal limits? ☐   Yes  ☐ Abnormalities: 

 

 

 

 

 

 

 

 



 

12     

Physician Comments:  

 

☐ Recommend without reservation 

☐ Recommend with the following recommendations: 

☐ Do not recommend for the following reasons: 

Signed: __________________________________  Date: __________________________ 

Print Name: ________________________________________________________________  

Address: __________________________________________________________________  

Phone: ____________________________________________________________________  

 

If US, Please return to: freedomchallenge.us@om.org, or The Freedom Challenge P.O. Box  

1013 ,Tyrone GA 30290 Outside of US, reply to sender 


