Medical History Questionnaire and Athletic Pre-Participation Review
Form 1


To be filled out by Sports Medicine Staff:

General MD Review: (list #’s to be reviewed)_____________________________________________________

Orthopedic Review: (list #’s to be reviewed)______________________________________________________


To be filled out by Sports Medicine Staff:

Height:________
Weight:__________
BP:_____________ Peak Flow (only if hx of asthma): __________________

	Name: ___________________________________________
	Cell Phone:__________________________

	Last
	First
	
	Middle
	
	
	

	Age: ________________
	Date of Birth:_____________
	Gender:_____
	Year in School:______

	Year of Sport Participation:
	1st
	2nd
	3rd
	4th
	All Varsity Sports: __________________________



Medicines and Allergies: Please list all of the prescription and over-the counter medicines and supplements (herbal and nutritional) that you are currently taking

__________________________________________________________________________________________________

__________________________________________________________________________________________________

	Do you have any Allergies?
	Yes
	No  Please identify and LIST specific allergy below
	
	
	

	Medicines What?______________
	Pollens
	Latex
	Food_______________
	Stinging Insects

	Do you carry an Epipen?
	Yes
	No
	
	
	
	
	

	
	
	
	

	Please explain, in detail, all “Yes” answers. All Information is Confidential
	
	
	

	General Medical Questions
	
	
	
	
	Yes
	No

	1.
	Has a doctor ever denied or restricted your participation in sports for a health reason, other than
	
	

	
	injury?
	
	
	
	
	
	
	

	
	Explain:______________________________________________________________________
	
	

	
	
	
	
	
	
	

	2.
	Do you have any ongoing medical conditions?
	
	
	
	
	

	
	Asthma
	Anemia
	Diabetes
	Infections
	
	
	

	
	Other:______________________________________________
	
	
	

	
	
	
	
	
	
	

	3.
	Do you wear glasses or contact lenses?
	
	
	
	
	

	
	Glasses
	
	Contact lenses
	Sport goggles
	
	
	

	4.
	Have you ever experienced a seizure, or been informed that you may have epilepsy?
	
	
	

	
	
	
	
	

	5.
	Have you been treated for and infectious disease in the past 12 months?
	
	
	

	
	Mononucleosis
	viral pneumonia
	Other:____________________
	
	
	

	
	
	
	
	

	6.
	Have you ever been told by an MD that you were a hemophiliac?
	
	
	

	
	
	
	

	7.
	Were you born without, or are you missing a kidney, an eye, a testicle (males), your spleen, or any
	
	

	
	other organ?
	
	
	
	
	
	
	

	8.
	Have you ever been treated for a MRSA infection?
	
	
	
	

	9.
	Have you ever been told that you have sickle cell trait?
	
	
	
	

	10.
	Do you have difficulty breathing, cough, or wheeze during or after exercise?
	
	
	

	11.
	Have you ever been informed by a doctor that you have asthma?
	
	
	

	12.
	Do you use an inhaler or other asthma medication? What? ______________________________
	
	

	13.
	Have you ever become ill while exercising in the heat?
	
	
	
	

	14.
	Do you get frequent muscle cramps while exercising?
	
	
	
	

	15.
	Are you on a special diet or do you avoid certain types of foods?
	
	
	

	
	Gluten Free
	Vegetarian
	Vegan
	Diabetic/low sugar/starch diet
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	Cardiac Questions
	
	
	
	Yes
	No
	

	
	16.
	Have you ever fainted or experienced an episode of dizziness DURING or AFTER exercise?
	
	
	

	
	17.
	Have you ever experienced discomfort, pain, tightness, or pressure in your chest during exercise?
	

	
	18.
	Does your heart ever race or skip beats?
	
	
	
	
	

	
	19.
	Has a doctor ever told you that you have any of the following problems?
	
	
	
	

	
	
	High Blood Pressure
	High Cholesterol
	Rheumatic Fever
	Heart Murmur
	

	
	
	A heart infection
	Marfan’s Syndrome
	Other___________________________
	

	
	20.
	Has a doctor ever ordered a test for your heart?
	
	
	
	
	

	
	
	ECG/EKG
	Echocardiogram
	Holter monitor
	
	
	
	

	
	21.
	Has any member of your family had an unexplained death before the age of 60 (including drowning,
	

	
	
	heart attack, sudden infant death syndrome, death during surgery)?
	
	
	
	

	
	22.
	Does any member of your family have heart problems, high blood pressure, pacemakers, or
	

	
	
	defibrillators?
	
	
	
	
	
	

	
	Headache and Concussion Questions
	
	Yes
	No
	

	
	23.
	Have you ever had a head injury or concussion? If yes how many? _______________________
	
	
	

	
	24.
	Have you ever had a hit or blow to the head that caused confusion, prolonged headache, or memory
	

	
	
	problems?
	
	
	
	
	

	
	25.
	Have you ever been “knocked-out”? If yes, how long? ________________________
	

	
	26.
	Have you ever been hospitalized or evaluated by a doctor for a concussion?
	

	
	27.
	How long did it take you to fully recover from your concussion? __________________
	

	
	28.
	Do you get frequent headaches? How frequently?____________________________
	

	
	
	What do you do or take to control your headaches?_______________________________________
	

	
	
	Tension Headaches
	Headaches with exercise
	Migraine Headaches
	

	
	29.
	Has anyone in your family been told that they have migraine type headaches?
	

	
	Orthopedic Questions
	
	
	
	
	
	
	
	Yes
	No
	

	
	30.
	Have you ever had an injury to the neck?
	
	
	
	
	
	
	
	

	
	
	muscle strain
	Nerve injury
	Injury to the bone
	Injury to the disc
	

	
	
	x- rays Date:__________________
	
	MRI Date:______________________________
	

	
	31.
	Have you ever had numbness, burning, or tingling down one or both arms? Have you ever had a
	

	
	
	“stinger” or “burner”?
	
	
	
	
	
	
	
	
	
	

	
	32.
	Have you ever had an injury to your back?
	
	
	
	
	
	
	
	

	
	
	muscle strain
	Nerve injury
	Injury to the bone
	Injury to the disc
	

	
	
	x-rays Date:__________________
	
	MRI Date:______________________________
	

	
	33.
	Do you experience pain in your back?
	
	
	
	
	
	
	
	

	
	
	Frequency?_________________________
	
	With what activities?________________________
	

	
	34.
	Have you ever had a stress fracture?
	Left
	Right
	
	
	
	
	
	

	
	
	How many?_______________________________
	
	
	
	
	
	

	
	
	Location?___________________________
	
	Date:________________________________
	

	
	35.
	Have you ever broken or fractured a bone?
	
	Left
	Right
	
	
	
	
	

	
	
	Location:__________________ Date:__________ How did it happen?________________________
	

	
	36.
	Have you ever dislocated, subluxed, or separated your shoulder?
	Left
	Right
	

	
	
	Surgery:__________________________
	Date:_________________________
	

	
	
	Procedure:_____________________________________________________________
	

	
	37.
	Have you ever injured or sprained your knee that became swollen or kept you out of practice or
	

	
	
	competition?
	Left
	Right
	
	
	
	
	
	
	
	
	

	
	
	Explain:______________________________________________________
	
	
	
	

	
	38.
	Have you ever been advised to have surgery to correct a knee problem?
	
	
	
	

	
	
	Was it completed?___________________
	Date:_________________________
	

	
	
	Procedure:_____________________________________________________________
	

	
	39.
	Have you ever experienced a severe injury to your ankle?
	Left
	Right
	
	
	
	

	
	
	Fractured?________________
	Sprained? ________________
	
	
	
	
	

	
	
	Cast
	Boot or brace immobilization
	
	Rehab
	
	
	
	
	
	

	
	40.
	Have you ever been advised to have surgery to correct an ankle problem?
	
	
	
	

	
	
	Was it completed?___________________
	Date:_________________________
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	41.
	Have you ever experienced a severe injury to your wrist or hand?
	Left
	Right
	
	

	
	Fractured?________________
	Sprained? ________________
	
	
	
	

	
	Cast
	Boot or brace immobilization
	Rehab
	
	
	
	

	42.
	Have you ever been advised to have surgery to correct a wrist or hand problem?
	
	
	

	
	Was it completed?___________________
	Date:_________________________
	
	

	43.
	Do you have metal somewhere in your body as a result of a bone or joint surgery?
	
	

	
	Left
	Right
	Plate
	Screw
	Pin  Where?_____________________________
	
	

	44.
	Do you have any joints or parts of your body that become painful, swollen, feel warm, or look red?
	
	

	
	Have you ever been told that you have Reflex Sympathetic Dystrophy (RSD) or Complex Regional
	
	

	
	Pain Syndrome?
	
	
	
	
	
	
	

	45.
	Do have any history of juvenile arthritis or connective tissue disease?
	
	
	
	


To the best of my knowledge, the medical information provided above is true and accurate.

Signature of Athlete:_____________________________Date:________________________

With my signature, I understand that in order to participate in Varsity Intercollegiate sports at Colorado College, I must authorize the release of my medical records to the Colorado College Sports Medicine staff, as per the individual authorization for disclosure of protected health information form. This includes communication between the designated team physicians and the Colorado College Sports Medicine staff. In addition, with my signature, I understand that there is an Eating Disorder Protocol, which is available at the Athletic Department Office. I also indicate that I understand the risk associated with contact sports/collisions including, but not limited to, head and neck injuries.

	
	REVIEWED & CLEARED FOR FULL ACTIVITY
	
	
	
	

	
	
	COLORADO COLLEGE/GENERAL MD
	DATE
	

	
	
	COLORADO COLLEGE/ORTHO. MD
	DATE
	
	
	

	
	FURTHER EVALUATION NEEDED RE:
	
	
	
	

	
	
	
	
	
	
	
	



REVIEWED & REVISED: 4/1/11
THIS IS NOT YOUR GENERAL ENTRANCE PHYSICAL FORM
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