MEDICAL FORM di: _______________   
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                     STAGIONE ANNO: _____/_____



	

	Peso: _____Kg.
	Altezza: __,___cm.

	

	Fumo:_______________
	Alcol:_______________

	

	Pressione arteriosa: ____________________________

	

	Alvo: __________________
	Diuresi:_____________

	
	

	Linfonodi:    ( Palpabili   ( Non palpabili

	

	Tumefazione tiroide:    ( Si      ( No

	

	Limitazione articolare:   ( Si      ( No

	

	Note:________________________________________________________________________________________________________________________________________________________________________

	

	Addome:__________________________________________________________________________________________________________________________

	

	Apparato cardiocircolatorio:______________________ ___________________________________________

______________________________________________________________________________________



	

	Apparato respiratorio: __________________________

______________________________________________________________________________________

	

	Orecchio – Naso – Gola: _________________________

______________________________________________________________________________________


	Manovra di compensazione : _____________________

____________________________________________

	

	ECG basale: _________________________________

____________________________________________________________________________________

	

	ECG dopo sforzo e valsalva: _____________________

____________________________________________________________________________________

	

	Spirometria: ________________________________

__________________________________________

	

	Esami urine: _________________________________

__________________________________________

	

	Osservazioni e/o eventuali accertamenti richiesti: _____

________________________________________________________________________________________________________________________________________________________________________

	

	Pertanto dalla visita medica non emergono segni clinici di malattie in atto o pregresse tali da controindicare a 

______________________

la pratica sportiva non agonistica delle attività subacquee. 

	

	Approva il medico: 

                            _____________________________

Data :___/___/___


