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The FA 

Girls’ Centre of Excellence – Medical Form

	      Player Surname:                                      Forename: 

          
        Centre:   



	      sECTION a                                      recent significant injury / illness
1. Any recent injury/illness within the last three months?        Yes     No 
2. Details and dates (including investigations/operations)… …………………………………………………….. …………………………………………………………………………… ………………………………………………………………………………………………………………………………….. 

3. Length of period absent from training / playing: ....................................................................................................

4. Is he/she medically fit to participate in all activities as part of an England International Team: Yes    No 

5.  Is he/she still receiving treatment? Yes    No    If yes please state treatment(s)……………………………...

...................................................................................................................................................................................

6. Is there a need for ongoing treatment during duty?   Yes     No   If yes please state treatment(s) ................................................................................................................................................................................... ...................................................................................................................................................................................



	sECTION B                                  PREVIOUS significant injury / illness

7. Does player suffer from: Asthma Yes:  No  ;  Epilepsy Yes:  No   Diabetes Yes:    No ;

    Jaundice Yes:   No ;  Blood disorder:  Yes   No .
8. Details of previous significant injury or illness: …………………………………………………………………………..………………………………………………………...
............................................................................................................................................................................................................................................................................................................................................................................

9. Any other relevant information or medical comments: ………….……………………………………………………… 

……………………………………………………………………………………………………………………………………



	      sECTION c                         VACCINATION/INOCCULATION STATUS / ALLERGIES 
10. Tetanus/Polio/Typhoid/Hepatitis A/B/ MMR (Type/Dates)………………………………………………………........
……………………………………………………………………………………………………………………………………
11. Allergies: ………...................................................................................................................................................


	      sECTION D                                      Medications / supplementations

12. Medication(s)/supplements taken in last 3 months(including injections): .............................................................

....................................................................................................................................................................................
13. Is he/she still taking medication, including non-prescription and topical preparations? Yes   No                

     If yes please state: ……………………....................................................................................................................
....................................................................................................................................................................................


	       sECTION E                                      THERAPEUTIC USE EXEMPTIONS

14. Please list all substances for which the player currently holds valid Therapeutic Use Exemption approval(s),           

      the organisation granting approval for the TUE, and the date on which the TUE expires.
Substance/dosage…….……………………………….    Approved by: UEFA / UK Sport   Expiry….…/…...…/…...
Substance/dosage…….……………………………….    Approved by: UEFA / UK Sport   Expiry:….…/…...…/…...


	       sECTION F                                CONTACT NUMBERS FOR CLUB MEDICAL STAFF
Doctor: 

Work .....................................................................
Mobile ....................................................................

Physiotherapist: 
Work ....................................................................
                Mobile ....................................................................

Signed (Club Medical Staff): .........................................................................              Position: ................................................................

(Please Print Name) .......................................................................................                  Date: .......................................................................


	sECTION G  I confirm that the above is an accurate record of my medical status, and that I have used no prohibited substances other than those listed in question 14:   

                                                         Player signature …………….……………………… ….Date……………………….

















