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Participant Record (Confidential Information) - Please Read Carefully Before Signing 

 
Sub-Aquatix, LLC. located in the city of Clayton 

and state/province of North Carolina. 
Dive Educator 

AND 
Robert D. Bradish and/or 

 
 

Instructor(s) 

 

 

 

 

 

 

Medical History 
To the Participant: 
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The information I have provided about my medical history is accurate to the best of my knowledge. I agree to accept 
responsibility for omissions regarding my failure to disclose any existing or past health condition. 

 
 
 

Signature  Date Signature of Parent or Guardian            Date 



STUDENT 

Please print legibly. 

Name ____________________________________________________________   Birth Date  ________________    Age  ________  

  First       Initial                      Last    Day/Month/Year 

Mailing Address  ____________________________________________________________________________________________  

City  _______________________________________________    State/Province/Region  __________________________________ 

Country  ____________________________________________   Zip/Postal Code  ________________________________________  

Home Phone  ( _______ ) ______________________________   Business Phone  ( _______ )  ______________________________  

Email  ______________________________________________   FAX  _________________________________________________  

Name and Address of Physician 

Physician  ___________________________________________  Clinic/Hospital  _________________________________________ 

Address  ___________________________________________________________________________________________________  

Date of Last Physical Examination  __________________ 

Name of Examiner  ____________________________________  Clinic/Hospital  _________________________________________  

Address  ___________________________________________________________________________________________________  

Phone  ( ______ ) _____________________________________  Email  ________________________________________________  

Were you ever required to have a physical for diving?         Yes       No      If so, when? ___________________________ 

Physician's Impression 
 

I find no medical conditions that I consider incompatible with diving. 

I am unable to recommend this individual for diving. 
 

Remarks  
 
 
 
 
 
______________________________________________________________________  Date  _______________________________  

  Physician’s Signature or Legal Representative of Medical Practitioner      Day/month/Year 
 

Physician  ____________________________________________  Clinic/Hospital  ________________________________________  
 
Address  ___________________________________________________________________________________________________  
 
Phone  ( ______ ) _____________________________________  Email  ________________________________________________  

PHYSICIAN 


