NAME : _zfﬁ/r’ [P A [QT FIRST NAME : [ a@ J o _Irc; ( _Q . }_{gp_g[(/

DATE OF BIRTH : R} )3 |9 (p¢- PLACE OF BIRTH:_[Xe (ko ~(>1al& ] ‘ﬂbW/

LEVEL OF PRACTICE of hemispherical skydiving NUMBER OF JUMPS *: fg_
at low altitude:

* Levell (<20 jumps) *You must be able to justify these jumps on
* Level2(21/40 jumps) presentation of proof (ex: jumps booklet)
* Llevel3(>40jumps) [

- 1°) Have you ever had surgery?

' If yes specify b &/

| 2°) Have you ever had a head injury?
It yes, specify (date and consequences)

YES
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! 3°) Have you suffered a spinal compression injury? YES
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4°) Do you have a chronic illness?

Y
If yes specify &
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5°) Have you ever had one or:

o . Fracture. . : when: =% o JOCATION o iy e e i et l YES 2<‘
e Sprain "7 [ ) o e R 0CATION - i i sl g o S o | '
e Dislocation: when location | }

6°) Do you follow a one-time, recurring or regular drug treatment?

YES
If yes specify

7°) In the past 12 months have you experienced chest pain, palpitations, unusual |
shortness of breath or malaise? YES
If yes specify
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 8°) Did a member of your family die suddenly of a cardiac or unexplained cause? YES

10°) Do you have sight problems? i ik
If yes, do you wear glasses or contact lenses:_ _ _ :

‘‘‘‘‘‘‘‘‘ YES
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9°) Have you ever had an episode of wheezing (asthma type) i YES M/
| T

|, the bndersigned (surname/ﬁrst name)

certify on my.honor, t?.zpccura and sincerity of the nforma‘tic’)_r_w_*given above.
Made in_ _E@d Z“{&LThe ' /[_7_/ ?(5?4 signature :




