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Please return by email, fax or post 
to our Administration Office:
20 Clos Chantey Mourry
74400 Argentière
France

Tel: + 33 4 50477192
Fax : + 33 9 72319592
Email: info@himalayanexperience.com

Resting pulse: Respitory rate: Blood Pressure:
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Have you ever had psychiatric/psychological problems (e.g. depression, schizophrenia, bipolar disorder, 
psychosis, overdose, self-harm)?
Yes □   No □ 
If ‘Yes’, please provide details here:
Have you ever had altitude problems (e.g. acute mountain sickness (AMS), high altitude cerebral oedema (HACE), 
high altitude pulmonary oedema (HAPE))?
Yes □   No □ 
If ‘Yes’, please provide details here:
Have you ever had cold related problems (e.g. frostbite, Raynaud’s syndrome/very cold hands and feet, cold-
induced asthma, chilblains, immersion/trench foot, hypothermia)?
Yes □   No □ 
If ‘Yes’, please provide details here:
Have you ever had heat related problems (e.g. heat exhaustion, heat stroke, sun stroke)?
Yes □   No □ 
If ‘Yes’, please provide details here:

Are you currently seeking specialist advice or treatment for any medical conditions? 
Yes □   No □
If ‘Yes’, please provide details:
Have you ever suffered from a serious medical condition that you have not mentioned above (e.g. one requiring 
admission to hospital, long-term treatment or surgery)?
Yes □   No □
If ‘Yes’, please provide details:

Have you had a dental check-up in the last year?
Yes □   No □
This is recommended:
Do you have any ongoing dental problems?
Yes □   No □
If ‘Yes’, please provide details:
What is your blood group (if known)?
Group _________________□   
Have you ever had a blood transfusion?
Yes □   No □
If ‘Yes’, please provide details:
Do you have any form of physical or mental impairment or disability not mentioned above?
Yes □   No □
If ‘Yes’, please provide details:

What is the highest altitude over 3,000m (10,000ft) that you have been to?
Altitude _________________□   
How many times have you been over 3,000m (10,000ft)?
Number _________________□   

Are you currently taking any medications regularly (including oral contraceptive, over-the-counter medications, 
inhalers, creams and herbal remedies)?
Yes □   No □
If ‘Yes’, please list the medication’s name, dose and how often it is taken:

Please note that you MUST bring enough of the above medications with you on the expedition so that there is a spare set  
with you in case some are lost / damaged. We will happily store these in the medical kit for you if you so wish.
Have you ever had an allergic reaction to any medication?
Yes □   No □
If ‘Yes’, please list the medication’s name and describe the symptoms/treatment of the reaction:
Have you ever had an allergic reaction to foods or environmental triggers (e.g. cats)?
Yes □   No □
If ‘Yes’, please provide details here:
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Himalayan Experience Limited, Offshore Incorporations Centre
PO Box 957, Road Town, Tortola, British Virgin Islands
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