

	Clear: 
	Last Name: 
	First Name: 
	Middle Name: 
	Street Address: 
	City: 
	State: 
	ZIP: 
	Day Phone Number: 
	Cell Phone Number: 
	E-Mail Address: 
	DOB (MM/DD/YY): 
	Gender: 
	Weight (lbs): 
	Height (inches): 
	Mission you are flying: 
	Dates (approximate): 
	Explanations - If you answered "YES" to any of the above items, describe the condition and the approximate date of occurrence: 
	 Use additional pages if necessary: 

	Signature of Applicant: 
	Date Signed: 
	Do you currently use any medication (prescription or non-prescription)?: Off
	Do you use a cane or walker?: Off
	Are you intolerant to heat?: Off
	Do you require any splints, braces,, or prosthetics?: Off
	Are you intolerant to cold?: Off
	Are you unable to climb a ladder without assistance?: Off
	Are you afraid of heights?: Off
	Are you unable to climb 2 flights of stairs without difficulty?: Off
	Is your vision uncorrectable to at least 20/40 (i: 
	e: 
	, DMV standards)?: Off


	Are you unable to walk for 30 minutes without resting?: Off
	Are you incapable of wearing a tightly fitting respirator mask?: Off
	Are you able to lift and control a weight of 45 pounds?: Off
	Do you require hearing aids?: Off
	Are you unable to jump safely from a 5-foot height?: Off
	Are you afraid of confined or small spaces?: Off
	Do you need to go to the bathroom more than every 2 hours?: Off
	Do you have problems at high altitue (i: 
	e: 
	, above 4000 feet)?: Off


	Do you have urinary or fecal incontinence?: Off
	Any recent hospitalizations (last 3 months)?: Off
	Any heart or lung problems?: Off
	Any open wounds/sores requiring a dressing?: Off
	A stroke (CVA) or TIA?: Off
	A colostomy or indwelling catheter?: Off
	Surgery?: Off
	A pacemaker or internal defibrillator?: Off
	A blood clot (DVT or pulmonary embolism)?: Off
	Having surgery within 6 weeks of your flight?: Off
	Ear/sinus trouble?: Off
	Pregnant at the time of your flight?: Off
	Diabetes?: Off
	Use a CPAP device?: Off
	A persistent cough (lasting more than 2 weeks)?: Off
	Use inhalers and/or supplemental oxygen?: Off
	Seizures or fainting spells?: Off
	Take insulin?: Off
	Have you been medically rejected for military service?: Off
	Have you received treatment for drug/alcohol dependence?: Off
	Have you been medically denied insurance coverage?: Off
	Have you been medically advised not to fly?: Off
	Do you now, or have you received medical disability?: Off
	Have you been medically advised not to scuba dive?: Off


