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ESTONIAN AUTOSPORT UNION MEDICAL EXAMINATION FORM 
FOR FIA INTERNATIONAL LICENCE 2024
	First name
	Surname
	ID number
	Discipline
	Grade

	 
	 
	 
	 
	 


Have you been treated for, have you ever had, or have you now, any of the following:

	
	Yes
	No
	Explanation, treatment

	1. Surgical operations?
	
	
	

	2. Concussions, unconsciousness?
	
	
	

	3. Blood diseases?
	
	
	

	4. Heart trouble?
	
	
	

	5. Blood diseases?
	
	
	

	6. Diabetes?
	
	
	treatment? 

	7. Pulmonary diseases, asthma, allergy?
	
	
	

	8. Epilepsy?
	
	
	treatment?

	9. Balance disorders?
	
	
	

	10. Frequent or severe headaches?
	
	
	

	11. Skull fractures?
	
	
	

	12. Muscular or neurological diseases?
	
	
	

	13. Psychiatric/Mental health problems?
	
	
	

	14. Colour blindness?
	
	
	

	15. Hearing disorders?
	
	
	

	18. Wearing glasses for driving?
	
	
	

	19. Using contact lenses for driving?
	
	
	

	20. Using strong drugs periodically?
	
	
	which?

	Applicant’s weight:

	Applicant’s height:

	Applicant’s blood type:


I declare that the submitted information is correct and I undertake not to use doping substances listed by the IOC/WADA.

- Applicants aged 59 or under an ECG should have taken place within the previous 36 months.
- From the age of 50 years a consultation with a cardiologist specialist will be requested every three years. 
- Applicants aged 60 or over an ECG and an Exercise Tolerance Test (ETT) should have taken place within the previous 12 months and ECG should take place every year and an ETT and cardiology consultation every two years.
Signature

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


Date
.........................................
All the data submitted remains in EASU and is not subject to disclosure or issue.


Eyesight: left eye                   right eye                   with/without correction
Correctness of what has been submitted and recognizes the applicant's suitability to engage in motorsports:
Name of the medical facility    ......................................
Doctor’s name   .............................................

Date .............................




Doctor’s signature ........................................

