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To be compleled by athlete or parenl prior lo examination.
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Name SportPosition
Last First Middle
Soclal Securlty Number School Year
Address
Cily/Staie Phone No.
Birthdate Age Classg Student ID No.
Parent’s Name
Address
Phone No,
Person o contact in case of emergency.
Phone No, .
Family Doctar, Clly/Stale
Phone Nao,
Past Medical History Yes Na ' yes, please

explain  (what,

where, when}

1. Presenily taking medication
(including birth control pilis)?

2. Have you been diagnused wih asthma?
3. HMave you been preseribed by a physician to use any
asthma medication?

4. Do you have a current consent form to seff-administer
the aslhma medication on file with your school?

- Allergic to medicing, foots, hee slings?

Woears any appllances - glasses, contact lenses?

Noo

History of braces, chipped lesth, bridges?

Has ongolng medicat problem?

Had serious or signlficant liness in pasl?

Swom

.>:<umm;cﬁ_nm_oumqm:n:m_ mnn_nm:_m_:on-mnu:mcﬁ
refaled injurles? :

If yes, please
explain (what,

Yes No where, when)
Have you had high blood pressure or
high cholesterol?
Have you ever been lold you have a hearl murmur? -
Has any famlly member or relative died of heart
problems or of sudden dealh.before age 507
Have you had a severe viral infection (for example
myocardiiis or mononucleosis) within the last month?
Has a physician ever denled or restricted your
participation in sports for any heart problems?
Has.anyone in your family had a heart attack befora .
the age of 507 -
17.  Head and Nerve .
Have you ever had a head fnjury or concussion? .
Have you ever been knocked out, become
unconsclous, or lost your memory?
Have you ever had a selzure?
Do you have frequent or severe headaches?
Have you ever had numbness ar tingling In your arms,
hands, legs or feel?
Have you ever had a stinger, burner, or pinched
nerve?
18. last lelanus shol? Dale
19,  Lasteye exam? : Dale
20.  Last Menstrual periad (if women) Date
Personal Hahits Yes No

1. Smoking/smoleless {obacco

2. Alcoha¥non-medical drugs: marijuana, cocaing, elc.
3. Slerolds

4.  Easling Disorders — welght loss or gain?

Review of syslems :u_mmmm.n:mn: IFyou have any prablems with any of the following areas of your
body)
. Shoulders, Arms,
Skin Lungs Hands

1. Any pasl injuries directly relaled {o sporls?

12, Any hospitalization not explained above?

13. Any known deformitles (such as curvature of back,
heart problems, one kidnay, blindness In one eye, ong
teslicle, elc.)? i

14, Any serious family ifiness (such as diabeles, bleadling
disorders, elc.)?

15.  Family history of cancer?

16. Heart
Have you ever passed out during or afler exercise? .

Have you aver had chesl pain during or afler exercise?

Do you gat tired more quickly than your friends do
during exarcise?

Have you ever had racing of your heart or skipped
hearibeals?

Head Heart Hips, L.egs, Feet

’ Muscle~-Sirength,
Eyes Abdomen Fesling
Nose Back Mental, Emotianal
. Urination,
Mouth/Fhroat Bowel Control Faligue
Nutrition, Genital (Inciuding
Weight Contral menstrual for women) Other: What?
Neck . e

| certify that the above Infermation Is carrect to the best of my linowledga.

Student Slgnature

Farent/Guardiari Signature TN

Both Student m:n_,vmqmzzmcm_.%m: m_.m_:mn:ﬂm,m Are im:mmﬂoé .




