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SWEET BRIAR COLLEGE
ATHLETE MEDICAL HISTORY FORM
Sport(s)_______________________________                    Date_________________

PERSONAL:
Name________________________________  Age_______   Date of Birth____________
Address__________________________________  Cell Phone _____________________
City, State, Zip_____________________________  Home Phone____________________
Social Security__________________   Parents' Names_____________________________  
INSURANCE INFORMATION:
Company______________________________________ PPO? Yes_____   No_______

Policy Holder Name________________________ Holder’s Birthdate ________________
Holder’s SSN# _____________________________
Policy #___________________________________   Group # ______________________

Primary Care Physician _______________________ Phone # ______________________
IN CASE OF EMERGENCY, CONTACT:
Name________________________________Relation to Athlete______________________

Phone Number_____________________________

MEDICAL HISTORY:
Please answer the following questions and be as specific as possible.










 Yes

No

1.  Have you ever been hospitalized?                                                
 _____            _____

2.  Have you ever had surgery?





 _____
          _____

     When and for what?_________________________________________________________

3.  Are you presently taking any medication?



 _____            _____

Please list w/ dosage ___________________________________________________________
____________________________________________________________________________

4.  Do you have any allergies (medicine, bee stings, etc)?


 _____            _____

Please list ___________________________________________________________________

5.  Do you carry a prescribed epi-pen for allergies?  


 _____            _____

6.  Have you been diagnosed with Asthma?



 _____
          _____

 If so, do you use an inhaler?





 _____
          _____

          What medicine? _____________________________________

  (recommended you provide ATC with extra inhaler to travel in medical kit)

7.  Have you ever been told you have the following: If so, by whom?

     Heart murmur  _____________________________________

 _____
          _____

     Heart Disease ______________________________________

 _____            _____

     Heart trouble _______________________________________
 _____
          _____

8.  Do you have diabetes?





 _____            _____

      If so, are you insulin dependent?




 _____
          _____

9.   Do you have epilepsy?





 _____
          _____

10. Have you ever had high blood pressure?



 _____
          _____

11. Have you ever had a head injury?




 _____           _____

12. Have you ever been knocked out or unconscious?

 
_____           _____

      date/number of times________________________

13. Have you ever had a seizure?




_____
        _____

14. Have you ever had a stinger, burner, or pinched nerve?

_____           _____

15. Have you ever experienced heat exhaustion or heat stroke?

_____
        _____
      If so, when and details? _______________________________________________________
16.  Have you ever had any blackouts or fainting spells?


_____           _____

How often and when last? _________________________________________________________

17.  Do you have any special equipment (pads, braces, supporters)?
_____           _____

___________________________________________

18.  Do you wear glasses, contacts, or protective eyewear?

_____           _____

       Type_______________________________

19. Have you ever sprained, dislocated, fractured, injured any bone or joint?(please circle and explain)

Head              Shoulder          Thigh            Knee          Ankle          Shin/calf         Foot

Chest              Hip                   Elbow          Wrist          Hand            Forearm         Neck

Back

________________________________________________________________________________________________________________________________________________

20.  Do you have a history of muscle strains/pulls?


_____
       _____

 If yes, please explain: ____________________________________________________________

______________________________________________________________________________

21. Have you had any other medical problems that should be made aware to athletic training staff?








_____           _____

If yes, explain _______________________________________________________________

22.  At what age was your first menstrual period?


________________

23.  Do you have regular menstrual cycles (28 days between)?

_____            _____
24.  Have you ever had more than six weeks between periods?

_____
         _____

25.  Do you consciously watch your weight?



_____            _____

26.  Have you been concerned with your relationship with food?

_____            _____

27.  Are you currently or have you been on any form of diet?

_____            _____

If yes, explain __________________________________________________________________

28.  Have you ever practiced unsafe nutritional habits? (purging.

starving, etc.)






_____
         _____

29.  Have you ever diagnosed or treated for disordered eating habits?       _____
         _____
Please give any additional explanation to any "yes" answers below:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I hereby state that, to the best of my knowledge, my answers to the above questions are correct.

Date__________________             ]Athlete's Signature________________________________
     Print Name _____________________________________

Signature of parent or guardian (if under 18)___________________________________

