WORLD ASSOCIATION
OF KICKBOXING ORGANIZATIONS

CUESTIONARIO MEDICO DE WAKO
EXAMEN MEDICO DEPORTIVO

Evento:

Lea atentamente la siguiente informacién, complete los datos solicitados, feche y firme debajo de su nombre. Este formulario
debe completarse y entregarse a un funcionario de Control Médico al momento de inscribirse.

Nombre: Sports ID:
Fecha de , Corre? .
nacimiento: Pais: electrénico:
Categoria de peso: kg Style:

Si No

¢, Ha estado enfermo ultimamente?

¢Naciste con alguna parte del cuerpo ausente?

¢ Alguna vez has sido atendido en un hospital?

¢, Toma usted algin medicamento habitualmente?

¢, Tomas alguna sustancia complementaria a la alimentacion?

¢Alguna vez te has desmayado durante o después del entrenamiento?

¢ Alguna vez has tenido dolor en el pecho?

¢Alguna vez has tenido presion arterial alta?

¢ Alguna vez has tenido alguna enfermedad de la piel?

¢ Tiene alguna molestia dermatoldgica en estos momentos?

¢ Sufres de asma?

¢ Tiene algun problema relacionado con los huesos, las articulaciones, los tendones o los musculos?

¢Alguna vez ha sufrido una lesion en el craneo acompafada de pérdida de conciencia?

¢, Ha tenido dolor de cabeza en los ultimos 10 dias?

¢Llevas aparato dental? Si es asi, adjunta el certificado del aparato dental.

¢ Estas a dieta a menudo?

Por favor, proporcione mas detalles sobre las respuestas con “Si”:

Declaro oficialmente que soy plenamente responsable de las respuestas dadas anteriormente. Asimismo, declaro
que, de conformidad con el Reglamento (UE) 679/2016 (RGPD), soy consciente de que los datos recopilados a
través de este documento se trataran para los fines descritos en el Aviso de Privacidad de WAKO y que he tenido
acceso a este ultimo de conformidad con el articulo 13 del RGPD.

Fecha: Firma:

Para un kickboxer menor de 18 afios, firma del padre o tutor legal:

Firma del padre o tutor legal

WAKO HQ: Via Alessandro Manzoni,18 - 20900 Monza (MB) Italy
E-mail: administration@wako.sport - Tel. +39 3450135521 - Fax +39 039 2328901 - Web: http://www.wako.sport
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	Name: 
	Sports ID: 
	DOB: 
	Country: 
	E mail address: 
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	Style: 
	YesDid you have any illnesses earlier: 
	NoDid you have any illnesses earlier: 
	YesWere your born with any of your body parts missing: 
	NoWere your born with any of your body parts missing: 
	YesHave you ever been treated in hospital: 
	NoHave you ever been treated in hospital: 
	YesDo you take any medicine on a regular basis: 
	NoDo you take any medicine on a regular basis: 
	YesDo you take any food complementary substances: 
	NoDo you take any food complementary substances: 
	YesHave you ever fainted during or after training: 
	NoHave you ever fainted during or after training: 
	YesHave you ever had any chest pain: 
	NoHave you ever had any chest pain: 
	YesHave you ever had high blood pressure: 
	NoHave you ever had high blood pressure: 
	YesHave you ever had any skin diseases: 
	NoHave you ever had any skin diseases: 
	YesDo you have any dermatological complaints at the moment: 
	NoDo you have any dermatological complaints at the moment: 
	YesDo you suffer from asthma: 
	NoDo you suffer from asthma: 
	YesDo you have any problems related to your bones joints tendons or muscles: 
	NoDo you have any problems related to your bones joints tendons or muscles: 
	YesHave you ever had a skull injury accompanied with a loss of consciousness: 
	NoHave you ever had a skull injury accompanied with a loss of consciousness: 
	YesDid you have headache in the past 10 days: 
	NoDid you have headache in the past 10 days: 
	YesDo you have teeth braces If yes please attach the Dental Brace certification: 
	NoDo you have teeth braces If yes please attach the Dental Brace certification: 
	Please give further details on answers with Yes 1: 
	Please give further details on answers with Yes 2: 
	Please give further details on answers with Yes 3: 
	Please give further details on answers with Yes 4: 
	Date: 
	YesAre you often on a diet: 
	NoAre you often on a diet: 


