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Name_______________________________
Sport_______________Position______________


Please fill out the following medical questionnaire as accurately as possible

Have you had any concussions?



____yes

____no

If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any neck injuries or pinched nerves? 

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any shoulder injuries?



____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any elbow, wrist, or hand injuries?


____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any injuries or problems with your back?

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________


Have you had any injuries to your hip or groin?


____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any injuries or problems with your knee?

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any injuries or problems with you ankles, feet or toes?
____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________

Have you had any problems with muscle strains or weakness?

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

Has any family member suffered a sudden or unexplained death?

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

_______________________________________________________________________________ 

Have you had any problems with heat stress, exhaustion, or stroke?

____yes

____no


If yes, then please explain?

_______________________________________________________________________________

Do you have any allergies, and/or allergic reactions?


____yes

____no


If yes, then please explain and list?

_______________________________________________________________________________ 

Do you wear or need glasses or contact lenses?



____yes

____no

Do you have any dental problems currently?



____yes

____no

Are you currently taking any medications?



____yes

____no


If yes, then please list?


_______________________________________________________________________________

_______________________________________________________________________________

Please check off the following conditions that apply to you





Yes
No




Yes
No


Hay fever



[  ]
[  ]
Frequent Diarrhea


[  ]      
[  ]

Asthma



[  ]
[  ]
Hemorrhoids


[  ]
[  ]

High/Low blood pressure

[  ]
[  ]
Hernia



[  ]
[  ]


(please circle)



Kidney infection/Stones

[  ]
[  ]

Frequent Headaches

[  ]
[  ]
Bladder infection/Stones

[  ]
[  ]

Migraine Headaches

[  ]
[  ]
Gout



[  ]
[  ]

Frequent sore throats

[  ]
[  ]
Diabetes



[  ]
[  ]

Hearing problem


[  ]
[  ]
Epileptic attacks


[  ]
[  ]

Heart trouble


[  ]
[  ]
Pneumonia


[  ]
[  ]

Heart murmur


[  ]
[  ]
Frequent skin infections

[  ]
[  ]

Ulcer



[  ]
[  ]
Frequent colds


[  ]
[  ]

Nervous stomach


[  ]
[  ]
Hepatitis



[  ]
[  ]

Appendicitis


[  ]
[  ]
Mononucleosis
  

[  ]
[  ]



Medical History Questionnaire

Please answer every question below as best you can.  This is the only way you can help us serve you better, know more about you and your medical background, as well as, give you the best possible medical care and continuation service.  If the space provided to answer questions is not adequate, you may attach additional information.  Note - Please Print
Name: ___________________________________________________  Sport: ___________________

                    (Last)                    (First)                      (Middle)

Social Security Number:   ____/____/____        Sex:  F ___   M ____      Date of Birth: ________________

Home Address: ______________________________________________________________________



   (Street)                             (City)                               (State)                         (Zip)

Home Phone: (____)________________________

IN CASE OF EMERGENCY, PERSONS TO NOTIFY:
(1) Name:___________________________  Relationship:______________  Phone:_____________

Home Address:__________________________________________________________________

(Street)                                  (City)                      (State)                    (Zip)


Work Phone:__________________________

(2) Name:___________________________ Relationship:_______________ Phone:______________

Home Address:__________________________________________________________________



(Street)                                  (City)                       (State)                     (Zip)

Work Phone:___________________________

HOME PHYSICIAN, HEALTH CLINIC OR FACILITY


Name:___________________________________ Phone: (____)__________________________


Address _______________________________________________________________________



     (Street)                                 (City)                                 (State)                      (Zip)

MEDICAL HISTORY: FAMILY

Please indicate if there is a history of any of the following conditions in your family and their relation to you.

Yes
No
__
__
1.  Heart attack

__
__
2.  Diabetes

__
__ 
3.  Stroke

__
__
4.  High blood pressure

__
__
5.  Sudden death

MEDICAL HISTORY: PERSONAL

Do you presently suffer from or have you ever had any of the following:

Yes
No
__
__
1.  High blood pressure

__
__
2.  Rheumatic fever

__
__
3.  Heart condition

__
__
4.  Collapsed lung

__
__
5.  Tumor, growth cyst, cancer

__
__
6.  Ruptured organs

__
__
7.  Hepatitis

__
__
8.  Pneumonia

__
__
9.  Bronchitis

__
__         10.  Monucleosis

__
__         11.  Asthma

__
__         12.  Meningitis

__
__         13.  Migraines

__
__         14.  Seizure disorders

__
__         15.  Diabetes

__
__         16.  Take insulin

__
__         17.  Sickle cell anemia

__
__         18.  Anemia

__
__         19.  Abnormal bleeding

__
__         20.  Hearing defect or loss

__
__         21.  Heat illness (heat exhaustion, heat stroke, heat cramps)

__
__         22.  HIV positive

__
__         23.  AIDS

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ___________________________

_________________________________________________________________________________

GENERAL MEDICAL QUESTIONS

1. Have you been admitted to a hospital or had inpatient surgery?

Yes ____        No ____

Procedure performed: ________________________________________________

Name & Address of Physician: _________________________________________

__________________________________________________________________

2. Have you had outpatient surgery?     Yes ____     No ____


Procedure performed: _________________________________________________


Name & Address of Physician:  ________________________________________


__________________________________________________________________

3. Have you ever been advised to have surgery that you have not done?


Yes ____  No ____


Please explain: ____________________________________________________

4. Have you had any serious injury or illness not requiring hospitalization?

Yes ____   No____

Please explain: _____________________________________________________

5. Are you presently taking any medications, prescription or non-prescription, on a routine basis?

Yes ____   No ____

Medication (s): _____________________________________________________

6. Have you ever passed out during exercise?   Yes ____    No ____


Please explain: _____________________________________________________

7. Do you have a COMPLETE and FUNCTIONAL set of all paired organs? (eyes, ears, kidneys, ovaries, testicles, lungs)       Yes ____    No _____


Please explain: _____________________________________________________

8. Are you on a special diet (vegetarian, low salt), whether by choice or a physician's orders?

Yes ____   No ____

Please explain: _____________________________________________________

VISION:
Yes
No
__
__ 
1.  Do you wear glasses now?



     If yes, reading only ___



              distance only  ___

Rx:   R ____



                all the time   ___ 

         L ____

__
__
2.  Do you wear contact lenses?



     If yes, soft lenses  ___

Rx:   R ____
           

  hard lenses  ___


         L ____

__
__
3.  Do you wear contact lenses/glasses to participate in activities?

__
__
4.  Have you ever had an eye injury?



     Date of injury:  ______________

NEUROLOGICAL:
Have you ever been or suffered from:

Yes
No
__
__
1.  Numbness

__
__
2.  Muscle weakness

__
__
3.  Concussion

__
__
4.  Loss of memory

__
__
5.  Disk injury

__
__
6.  Cervical spine dislocation

__
__
7.  Low back pain

__
__
8.  Burning/numbness in legs

__
__
9.  Constant/intermittent pain


__
__         10.  Neck/back surgery

__
__         11.  Abnormal x-ray for any of the above

__
__         12.  CT or MRI for any of the above

__
__         13.  Seen by a neurosurgeon for any of the above

__
__         14.  Hospitalized for any of the above

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: _____________________________

___________________________________________________________________________________

CARDIAC:

Yes     No

___     ___   1.  Have you ever felt dizzy, light-headed, or passed out during exercise?

___     ___   2.  Have you ever had chest pain while exercising?

___     ___   3.  Have you ever had irregular heartbeats or felt palpitations?

___     ___   4.  Have you ever been told you have a heart murmur?

___     ___   5.  Has a heart specialist (cardiologist) ever seen you?  If yes,

                         date: _____________,  Physician’s name & address:__________________________

___     ___   6.  Have you ever had an echocardiogram?

___     ___   7.  Have you ever had a stress (heart) exam?

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM, AND THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE:_____________________________

_____________________________________________________________________
ORTHOPAEDIC HISTORY

SHOULDER/ARM:
Yes     No
___     ___   1.  Dislocations

___     ___   2.  Partial dislocation/subluxation

___     ___   3.  A-C  (acromioclavicular) separation

___     ___   4.  Fracture

___     ___   5.  Shoulder “slips”

___     ___   6.  Pain with overhead activities

___     ___   7.  Clicking or locking

___     ___   8.  Sprain/Strain

___     ___   9.  Calcium deposit

___     ___  10.  Injections

___     ___  11.  X-rays, CT, or MRI for any of the above

___     ___  12.  Surgery for any of the above

___     ___  13.  Other

IF “YES” TO ANY OF THE ABOVE,  PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND 

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE:  ____________________________

elbow/wrist/hand/fingers

Yes     No
___     ___    1.  Fractures

___     ___    2.  Dislocations

___     ____  3.  Sprains/Strains

___      ____ 4.  Tendonitis/bursitis

___      ____ 5.  X-ray, CT, or MRI for any of the above

___      ____ 6.  Surgery for any of the above

____    ____ 7.  Other

IF “YES” TO ANY OF THE ABOVE,  PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: _____________________________

___________________________________________________________________________________

CHEST

Yes      No
___      ___   1.  Fractured collarbone

___      ___   2.  Fractured ribs

___      ___   3.  S-C (sternoclavicular) separation

___      ___   4.  X-ray, CT, or MRI for any of the above

___      ___   5.  Surgery for any of the above

___      ___   6.  Other

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ____________________________

__________________________________________________________________________________

HIP/LOW BACK

Yes      No
___      ___   1.  Dislocation

___      ___   2.  Fracture

___      ___   3.  Disk injury

___      ___   4.  Referred pain

___      ___   5.  Pain down leg

___      ___   6.  Numbness in leg

___      ___   7.  Weakness in leg

___      ___   8.  Sprain/Strain

___      ___   9.  X-ray, CT, or MRI for any of the above

___      ___  10.  Hospitalized for any of the above

___      ___  11.  Surgery for any of the above

___      ___  12.  Other

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND 

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ___________________________

_________________________________________________________________________________

Thigh

Yes      No
___      ___  1.  Fractures

___      ___  2.  Quadriceps strain (pull)

___      ___  3.  Hamstring strain (pull)

___      ___  4.  X-ray, CT, or MRI for any of the above

___      ___  5.  Hospitalized for any of the above

___      ___  6.  Surgery for any of the above

___      ___  7.  Other

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ____________________________

__________________________________________________________________________________

KNEES:
Yes      NO
___      ___  1.  Have you ever injured your knees?

___      ___  2.  Kneecap dislocation/subluxation

___      ___  3.  Fractures

___      ___  4.  Sprains

___      ___  5.  Torn ligaments

___      ___  6.  Torn cartilage

___      ___  7.  Tendonitis/ jumper’s knee

___      ___  8.  Bursitis

___      ___  9.  Chondromalacia

___      ___ 10.  Osgood Schlatter’s

___      ___ 11.  Giving away

___      ___ 12.  Locking/Clicking

___      ___ 13.  Swelling

___      ___ 14.  Pain

___      ___ 15.  X-rays, CT, or MRI for any of the above

___      ___ 16.  Arthroscope/arthrogram for any of the above

___      ___ 17.  Surgery of any of the above

___      ___ 18.  Do you wear any type of brace /sleeve when participating in activities.

___      ___ 19.  Other

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ____________________________

__________________________________________________________________________________

LOWER LEG/ ANKLE/ FOOT/ TOES:
Yes      No
___      ___  1.  Dislocation

__      ___  2.  Fracture

___      ___  3.  Stress fracture

___      ___  4.  Sprains

___      ___  5.  Strains

___      ___  6.  Shin splits

___      ___  7.  Plantar fasciitis

___      ___  8.  Tendonitis

___      ___  9.  Bursitis

___      ___ 10.  Anterior compartment syndrome

___      ___ 11.  Do you wear orthotics?

IF “YES” TO ANY OF THE ABOVE, PLEASE EXPLAIN, GIVE DATES OF PROBLEM AND 

THE PHYSICIAN’S NAME & ADDRESS IF SEEN BY ONE: ____________________________
__________________________________________________________________________________

Questionnaire:
Yes      No
___      ___  1.  Have you had or do you now have any other medical problems or injuries not listed on this 

                         form?  If  “yes”, please explain: __________________________________________

                         ____________________________________________________________________

___      ___  2.  Do you have any medical or health problems that you are currently receiving medical   

                         treatment for?  If “yes”, please explain: ____________________________________

                         ____________________________________________________________________

___      ___  3.  Is there any reason that you are not able to participate in athletic activities?

                         If “yes”, please explain: _________________________________________________

                         _____________________________________________________________________

___      ___  4.  Are there any additional health problems you would prefer to discuss privately with a          

                         member of our staff or a physician?  

Signature of Athlete: ______________________________________
Printed Name:_________________________________

         Date: _______________

Parent Signature if under 18:  ______________________________

Upon receipt of this medical history form, it is to be reviewed and signed by a member of our staff.

Signature of staff member: ________________________________

Printed Name:_________________________________
                   Date:  ____________________ 







