Concordia College

Sports Medicine

Health History Form – First Year Participation/Transfer

Please use BLUE or BLACK ink to complete the form.

NAME: ______________________________________
GENDER:  Male or Female

DATE OF BIRTH:  ______/______/______
ACADEMIC YEAR:  FR  SO  JR  SR  5TH
SPORT(S):  ______________________________________________________

Family History – Indicate any medical conditions that any of your relative may have:




Yes

No

Relationship:

High blood pressure
____

____

_____________________________________

Heart Disease

____

____

____________________________________

Asthma


____

____

_____________________________________

Diabetes


____

____

_____________________________________

Kidney disease

____

____

_____________________________________

Tuberculosis

____

____

_____________________________________

Arthritis


____

____

_____________________________________

Epilepsy, convulsions
____

____

_____________________________________

Blood disorder

____

____

_____________________________________

Genetic disorder

____

____

_____________________________________

Personal History – Have you had, or do you have now, any of the following:  (explain below)




Yes

No




Yes

No

Ear, nose, throat

____

____

Dizziness, fainting  
____

____

Severe Allergy

____

____

Shortness of breath
____

____

Cancer


____

____

Venereal disease   
____

____

Migraine/headaches
____

____

Skin disease
  
____

____

Epilepsy/convulsions
____

____

Frequent urination  
____

____


Tuberculosis

____

____

Blood in urine

____

____

High/low blood pressure
____

____

Kidney disease 

____

____

Heart palpitation

____

____

Measles


____

____

Heart murmur

____

____

Mumps


____

____

Anemia


____

____

Chicken pox

____

____

Sickle cell trait

____

____

Appendicitis

____

____

Diabetes


____

____

Severe weight loss/gain
____

____

Hernia


____

____

Mono


____

____

Depression

____

____

Heat Illness

____

____

Psychological disease
____

____

Irregular periods

____

____

Please describe “yes” answers from above:  __________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your physical activity been restricted for any reason the last two years?  Yes ___   No ____   Explain: ________

__________________________________________________________________________________________________________________________________________________________________________________________

List any surgery(s): _____________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List medications or supplements currently taking:  ____________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Orthopaedic History 

Head 

Have you ever had a concussion or head injury?  Yes ____
No ____
    Date _____________________________

Have you ever been hospitalized or examined by a physician for a head injury?  Yes ____
    No ____ 

Details: ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Neck

Do you have a history of neck injuries?  Yes ____     No ____     Date _____________________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Stingers, numbness or weakness?  Yes ____     No ____   Date ___________________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Back

Do you have a history of back pain and/or injury?  Yes ____     No ____    Date _____________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Shoulder

Do you have a history of dislocation/separation/rotator cuff injuries?  Yes ____     No ____  Date _______________
Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Elbow

Have you ever had any elbow problems?  Yes ____     No ____    Date ____________________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Hand, wrist, fingers

Have you ever had any injury to your hands, wrists, or fingers?  Yes ____     No _____   Date __________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Pelvis, Hip, Thigh

Have you ever had an injury to pelvis, hips, or thighs?  Yes ____     No ____   Date __________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Knee

Have you ever had a knee injury or problems with your knees?  Yes ____     No _____   Date __________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Lower Leg

Have you ever had a lower leg injury?  Yes ____     No ____   Date  ______________________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Foot/ankle

Have you ever had a foot or ankle injury?   Yes ____     No ____   Date ___________________________________

Details:  ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Do you have two functioning/working:


Eyes

Yes
No


Kidneys

Yes
No


Testes

Yes
No


Ovaries

Yes
No

Do you have any other medical conditions the Sports Medicine Staff should know about for your own protection?

Details: ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________

The above statements are true to the best of my knowledge.   I understand that my participation in intercollegiate athletics at Concordia College entails inherent risk.  I give consent, where appropriate, to members of the athletic training staff, health services staff, and team physician to examine records or be in consultation concerning examination and/or treatment of the athlete for the express purpose of evaluating the medical and physical fitness for the participation in, or continued participation in any intercollegiate sport at Concordia College.

Signed:  _____________________________________________    Date ____/____/____

