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Arthritis ACT Medical Screening Process

1. Complete the ESSA Adult Pre-Exercise Screening System form.

2. Answer all 6 questions.
a. If you answer “no” to all 6 questions, please sign the ESSA form and then complete
and sign the Arthritis ACT Warm Water Exercise Disclaimer.

b. If you answer “yes” to any of the 6 questions, please sign the ESSA form and then
have your Medical Practitioner complete and sign the Arthritis ACT Hydrotherapy
Pool Medical Clearance Form. You will also need complete details of your next of
kin.

3. Return all signed forms to Arthritis ACT via email info@arthritisact.org.au, in person or by
post.

Scroll down for forms

|
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ADULT PRE-EXERCISE

SCREENING SYSTEM (APSS)

This screening tool is part of the Adult Pre-Exercise Screaning System (APSS) that aiso includes guidelines (saa Uiser Guide) on how

10 usa the information collectad and to addross the aims of aach stags. No warranty of safaty should result from its use. The screening
system in no way guarantees against injury or death. No responsibility or fability whatsoever can be accepted by Exercise & Sport
Science Australia, Finess Australia, Sports Medicine Austraiiz or Exercise is Madicing for any loss, damage, or injury that may anse from
any parson acting on any statament or information contained in this system.

Full Name:
Data of Birth: Male:["] Female:[]  Other: []
STAGE 1 (COMPULSORY)

)

AlM: Toidentfy individuals with known diszase, and/or signs or symptoms of disease, who may be at 2 highar sk of an
adverse event due to axarcise. An adversa event refers 1o an unexpected event that occurs as 2 conseguence of an
axarcise session, resulting i ill health, physical harm or death to an ndividual
This stage may be salf-administored and self-evaluated by the client Please complets the questons below and referto
the figures on page 2. Should you have any questions about the screaning form pleass contact your exercisa professional
for clanfication.

Fiease lick yoor response YES NO
1. Has your medical practibonar ever told you that you have a heart condition or have you ever
suffared a stroks?
2 Do you evar axperience unaxplained pains or discomfort in your chast at rest or during physical
activity'exercisa?
3 Do you aver fesl faint, dizzy or loss balance during physical activity/exarcise?

4 Have you had an asthma attack reguinng immediata medical attention at 2ny time over the
last 12 months?

5. if you have diabatas (type | or 2) have you had trouble controliing your blood sugar (glucoss)
in the last 3 months?

6. Do you have any other conditions that may require special consideration for you to axercise?
IF YOU ANSWERED YES' to 2ny of the 6 questions, please seak guidance from an appropriate
allied health professional or medical practitioner prior to undertaking exercise.

IF YOU ANSWERED ‘NO' to 28l of the & questions, pleaso proceed to question 7 and calculate your typical weighted physical activity/
axarciss perwesk.

7. Describa your current physical activity/exercise levels in a typical week m physical activity/exercise per weok
by stating the frequancy and duration at the different intensities. :

For intensity guidelines consult figure 2

Intensity Light Modorate w* Wma-hmzdm‘mu
Frequency : {2 x minutes of vigorous/high)
(number of sassions per waak) 3

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

. lwbummmnmwmummuuuuummmmu
intensity slowdy.
* If yourtotal is more than or aqual to 150 minutas par waak than continua with your current physical acSvity/exercise intensity lovels.

Data:
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Warm Water Exercise - Disclaimer

Informed Consent/Disclaimer

By signing this disclaimer

consent to participate in Arthritis ACT's warm water exercise sessions (‘the program’) and
acknowledge unconditionally that | have given an accurate account of my health, any
relevant medical conditions and my swimming ability. | acknowledge that it is solely my
responsibility to advise Arthritis ACT if my medical status, health and/or swimming ability
changes in a way that could reasonably be expected to affect, in any way, my safe
participation in the program. If | am unsure as to whether a change in my medical status,
health andfor swimming ability will affect my safe participation in the program, it is my
responsibility to consult a doctor or other appropriately qualified healthcare professional.

| also accept that there are risks involved in any therapeutic water activity. | have been
advised of pool rules and | am aware of factors relating to fatigue and dehydration from

exercising in water. | have freely consented to participating in the program with full
knowledge and appreciation of and acceptance of the risks to my own personal safety,
including drowning.
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HYDROTHERAPY POOL MEDICAL CLEARANCE FORM

Dear Doctor,

Your patient would like to attend a program of Warm Water Exercises for people with Arthritis,
conducted by the Arthritis Foundation of the ACT. These sessions take place at hydrotherapy poels
beated to between 30° and 36°C (usually arcund 34%C), are attended by up to 10 people and supervized by
volumtesrs frammed mm CPR & Pool Eescue. The parbicipant carmes out a customised achvity designed by an
exercise physiolomst. This emironment 15 not necessanty smtable for everyvone wishing to use the pools for
warm water exercisa.
Conditions which exclude a person from using the pools because they may affect others
mchude:

* Incontinence

» Open wounds

* Infections — such as wrmary, skin, eye, ear.
Please tumn over the page and fll in the Medical Status on the back.

I believe that the person named below is able to walk, dress and get into & out of a pool and move
around in the water unaided (some pools have steps and handrails) and is medically fit to use the
hydrotherapy pools for the purpose of warm water exercise.

I have filled out this person’s Medical Status on the back of this form and declare that the
information I have given is accurate to the best of my knowledge as at the date below.

Patients Name:

Doctors’s Name: Sigmature:
{Fleaze Print)
Date:

IPulit'ul Agmmeuﬂ

(Full Addre=s) {Phome Number)
hereby apply to participate in the Warm Water Exercize programs organised by Arthritis ACT and I
have read and will comply with the Arthritiz ACT Pool Eules.

Ican swim YESNO
I would like to request to have a carer attend pool sessions with me YES/NO

MNofe: Please be aware this Medical Clearance and Agreement Form is only valid for a period of 12
ZiWWXAdminFommsiMedical Clearance Form



Medical Stats

Patient Name:

Does this patient have any of the following: (please tick appropriate & state nature of condition)

[ 1 Abnormal Blood Pressuze
[ ] Bespiratory Conditions

[ ] Incontinence B/B

[ 1 Eptlepsy
[ ] Joint Replacements
[ 1 Mild Stroke/Parkdinson’s disease/Multiple Sclerosis

[ ] Cardiac Problems

[ ] Diabetes

[ ] Becurrent MMiddle Ear Infection
[]

[]

Slkin Conditions

[ ] Becent surgery (past 12mths)

[ ] Pregnancy — Special clearance form recuired

[ ] Other

Eidney Disease
[ ] TineaVermucas Contraindicated
[ ] Open wounds Contraindicated

If you agree that vour patient 15 able to participate in warm water exercises, are there any aspects of

the patient’s health that supervisors should be aware of?

Is there any medication that your patient MUST bring to the poolside with them? YES/NO

If yes, please state which medication(s)

Please turn over the page and sign the declaration on the front.

Note: Piease be aware this Medical Clearance and Agreement Fonm is only valid until such a time as

a change in medical circumstances is apparent,



