SALEM COLLEGE ATHLETIC MEDICAL HISTORY

Instructions: This form must be filled out in its entirety. All injuries or conditions must be listed if you have had any time lost from participation or any condition that was or should have been evaluated by a physician.  Sign and date were indicated.  Any falsification of past medical history may disqualify you from athletic participation.  You must make a full and complete disclosure of all existing and prior physical and mental conditions, illness and injuries.

Name: _____________________________________________________________   Sport: ________________________________

Date of Birth: ___/____/____		Sex You Identify With:       Male       Female        Other
Home Address: _________________________________________________________________________________
                           _________________________________________________________________________________
                           _________________________________________________________________________________
                                                      City                                                                       State                            Zip

Home Phone: (            ) ________- _______________              Your Cell Phone: (              ) ________-______________
Name of Parent/Guardian who lives at the above Home Address: _________________________________________
Family History: Are any of the following conditions present in your family? If so Whom
(Mother, Father, Brother, Sister, Maternal Grandparent, Fraternal Grandparent, Parental Aunt/Uncle, Fraternal Aunt/Uncle)

	
	Yes  / Whom
	No

	Sudden Death(Before Age 50)
	[bookmark: Check30] |_| 
	[bookmark: Check49]|_|

	Diabetes
	[bookmark: Check32] |_|
	[bookmark: Check51]|_|

	Heart Disease/Congestive Heart Failure
	[bookmark: Check35] |_|
	[bookmark: Check54]|_|

	High Blood Pressure
	[bookmark: Check37] |_|
	[bookmark: Check56]|_|

	Mental Disorders
	[bookmark: Check38] |_|
	[bookmark: Check57]|_|

	Stroke
	[bookmark: Check39] |_|
	[bookmark: Check58]|_|

	Tuberculosis
	[bookmark: Check40] |_|
	[bookmark: Check59]|_|

	Sickle Cell Trait
	[bookmark: Check41] |_|
	[bookmark: Check60]|_|

	Marfan Syndrome
	[bookmark: Check42] |_|
	[bookmark: Check61]|_|

	Hypertrophic Cardiomyopathy
	[bookmark: Check43] |_|
	[bookmark: Check62]|_|

	Convulsion/Seizures
	[bookmark: Check44] |_|
	[bookmark: Check63]|_|

	Pacemaker/Defibrillator Implant
	[bookmark: Check45] |_|
	[bookmark: Check64]|_|

	Heart Arrhythmias (irregular heart beat)
	 |_|
	|_|

	Unexplained Fainting
	[bookmark: Check46] |_|
	[bookmark: Check65]|_|

	Death from Drowning
	[bookmark: Check47] |_|
	[bookmark: Check66]|_|

	Respiratory Disease
	 |_|
	|_|

	Mental Illness/Depression
	 |_|
	|_|



Allergy History: (Check the appropriate box) *If YES to any response please list
	
	Yes
	No
	
	Yes
	No

	Medications/Drugs
	[bookmark: Check8]|_|
	[bookmark: Check14]|_|
	Ragweed/Grass
	[bookmark: Check20]|_|
	[bookmark: Check24]|_|

	Insects
	[bookmark: Check9]|_|
	[bookmark: Check15]|_|
	Pollen/Seasonal Allergies
	[bookmark: Check21]|_|
	[bookmark: Check25]|_|

	Latex
	[bookmark: Check10]|_|
	[bookmark: Check16]|_|
	Latex
	[bookmark: Check22]|_|
	[bookmark: Check26]|_|

	Foods
	[bookmark: Check11]|_|
	[bookmark: Check17]|_|
	Other
	[bookmark: Check23]|_|
	[bookmark: Check27]|_|

	Dust or Mold
	|_|
	|_|
	List:



YOUR GENERAL INFORMATION: (circle or check where indicated)
Are the pupils of your eyes unequal size?   YES   NO	        If YES, which is larger?	RIGHT	LEFT
Do you wear: Eye Glasses	Contact Lens	Both Glasses & Contacts	 Not Applicable?  	
Do you wear them during Athletic Participation?  YES	NO

Do you wear any dental appliances?  YES    NO     If “Yes” – List: _________________________________________
   
Do you drink alcohol or use tobacco products?  YES   NO      Have you ever been treated for alcoholism?  YES   NO	
Have you ever been treated for alcohol poisoning/drug dependency?       YES    NO		
2.
Do you take medication for Anxiety or Depression?     YES    NO      	
         List Medications & dosage:  	

Have you ever been tested or diagnosed with Attention Deficit Disorder (ADD)?       YES     NO

Do you regularly take any PRESCRIPTION, SUPPLEMENTS or OVER THE COUNTER medicines?      YES        NO 
(Use back page for additional listing)

List Those Here	Dosage                                                      Reasons for Taking




General Medical History:
Have you ever had any of the following conditions?
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	High Blood Pressure
	[bookmark: Check68]|_|
	[bookmark: Check89]|_|
	Epilepsy/Seizures
	[bookmark: Check110]|_|
	[bookmark: Check131]|_|
	Asthma
	[bookmark: Check152]|_|
	[bookmark: Check173]|_|

	High Cholesterol
	[bookmark: Check69]|_|
	[bookmark: Check90]|_|
	Chronic Cough
	[bookmark: Check111]|_|
	[bookmark: Check132]|_|
	Coughing up Blood
	[bookmark: Check153]|_|
	[bookmark: Check174]|_|

	Concussion
	[bookmark: Check70]|_|
	[bookmark: Check91]|_|
	Heat related illness
	[bookmark: Check112]|_|
	[bookmark: Check133]|_|
	Chronic Bronchitis
	[bookmark: Check154]|_|
	[bookmark: Check175]|_|

	Memory Loss
	[bookmark: Check71]|_|
	[bookmark: Check92]|_|
	Skin Infections
	[bookmark: Check113]|_|
	[bookmark: Check134]|_|
	Tuberculosis
	[bookmark: Check155]|_|
	[bookmark: Check176]|_|

	Migraine/Headaches
	[bookmark: Check72]|_|
	[bookmark: Check93]|_|
	Blurred Vision
	[bookmark: Check114]|_|
	[bookmark: Check135]|_|
	Chronic Eye Infections
	[bookmark: Check156]|_|
	[bookmark: Check177]|_|

	Numbness in arm/ legs
	[bookmark: Check73]|_|
	[bookmark: Check94]|_|
	Ear Infections –Chronic
	[bookmark: Check115]|_|
	[bookmark: Check136]|_|
	Pain/Pressure in chest
	[bookmark: Check157]|_|
	[bookmark: Check178]|_|

	Recurrent nosebleeds
	[bookmark: Check74]|_|
	[bookmark: Check95]|_|
	Deafness/ Hearing Deficiency
	[bookmark: Check116]|_|
	[bookmark: Check137]|_|
	Rheumatic Fever
	[bookmark: Check158]|_|
	[bookmark: Check179]|_|

	Mononucleosis
	[bookmark: Check75]|_|
	[bookmark: Check96]|_|
	STD’s
	[bookmark: Check117]|_|
	[bookmark: Check138]|_|
	Heart Murmur
	[bookmark: Check159]|_|
	[bookmark: Check180]|_|

	MRSA
	[bookmark: Check76]|_|
	[bookmark: Check97]|_|
	Chronic sinus infection
	[bookmark: Check118]|_|
	[bookmark: Check139]|_|
	Pericarditis
	[bookmark: Check160]|_|
	[bookmark: Check181]|_|

	Night Sweats
	[bookmark: Check77]|_|
	[bookmark: Check98]|_|
	Chronic Sore Throat
	[bookmark: Check119]|_|
	[bookmark: Check140]|_|
	Heart Disease
	[bookmark: Check161]|_|
	[bookmark: Check182]|_|

	Anemia
	[bookmark: Check78]|_|
	[bookmark: Check99]|_|
	Wheezing/Chest Tightness
	[bookmark: Check120]|_|
	[bookmark: Check141]|_|
	Tumor, Cyst, Growth
	[bookmark: Check162]|_|
	[bookmark: Check183]|_|

	Muscular Disease
	[bookmark: Check79]|_|
	[bookmark: Check100]|_|
	Diabetes
	[bookmark: Check121]|_|
	[bookmark: Check142]|_|
	Thyroid Issues
	[bookmark: Check163]|_|
	[bookmark: Check184]|_|

	Birth Defects
	[bookmark: Check80]|_|
	[bookmark: Check101]|_|
	Sickle Cell Anemia/ Carrier
	[bookmark: Check122]|_|
	[bookmark: Check143]|_|
	Hepatitis
	[bookmark: Check164]|_|
	[bookmark: Check185]|_|

	Appendicitis
	[bookmark: Check81]|_|
	[bookmark: Check102]|_|
	Lyme Disease
	[bookmark: Check123]|_|
	[bookmark: Check144]|_|
	Jaundice
	[bookmark: Check165]|_|
	[bookmark: Check186]|_|

	Stomach Ulcer
	[bookmark: Check82]|_|
	[bookmark: Check103]|_|
	Abnormal Bruising
	[bookmark: Check124]|_|
	[bookmark: Check145]|_|
	Gout
	[bookmark: Check166]|_|
	[bookmark: Check187]|_|

	Skin Disease
	[bookmark: Check83]|_|
	[bookmark: Check104]|_|
	Abnormal Bleeding
	[bookmark: Check125]|_|
	[bookmark: Check146]|_|
	Blood in urine
	[bookmark: Check167]|_|
	[bookmark: Check188]|_|

	Bladder/UTI’s
	[bookmark: Check84]|_|
	[bookmark: Check105]|_|
	Kidney Injury or Infection
	[bookmark: Check126]|_|
	[bookmark: Check147]|_|
	Kidney Stone
	[bookmark: Check168]|_|
	[bookmark: Check189]|_|

	Intestinal Disorder
	[bookmark: Check85]|_|
	[bookmark: Check106]|_|
	Sleep Disorder
	[bookmark: Check127]|_|
	[bookmark: Check148]|_|
	Hernia
	[bookmark: Check169]|_|
	[bookmark: Check190]|_|

	Car or Air Sickness
	[bookmark: Check86]|_|
	[bookmark: Check107]|_|
	Ovarian Cyst
	[bookmark: Check128]|_|
	[bookmark: Check149]|_|
	Mental Breakdown
	[bookmark: Check170]|_|
	[bookmark: Check191]|_|

	Chicken Pox
	[bookmark: Check87]|_|
	[bookmark: Check108]|_|
	Measles
	[bookmark: Check129]|_|
	[bookmark: Check150]|_|
	Mumps
	[bookmark: Check171]|_|
	[bookmark: Check192]|_|

	Meningitis
	[bookmark: Check88]|_|
	[bookmark: Check109]|_|
	Blood Clots
	[bookmark: Check130]|_|
	[bookmark: Check151]|_|
	Rubella
	[bookmark: Check172]|_|
	[bookmark: Check193]|_|



If yes, to any of the above explain: __________________________________________________________________________________

______________________________________________________________________________________________________________

Do you CURRENTLY have any of the following symptoms or problems?
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Frequent Headaches
	[bookmark: Check194]|_|
	[bookmark: Check202]|_|
	Recurring Coughing
	[bookmark: Check210]|_|
	[bookmark: Check218]|_|
	Insomnia (falling asleep or staying asleep)
	|_|
	|_|

	Visual Changes
	[bookmark: Check195]|_|
	[bookmark: Check203]|_|
	Chest Pain
	[bookmark: Check211]|_|
	[bookmark: Check219]|_|
	Been recently hospitalized for injury or illness
	|_|
	|_|

	Ringing in Ears
	[bookmark: Check196]|_|
	[bookmark: Check204]|_|
	Abdominal Pain
	[bookmark: Check212]|_|
	[bookmark: Check220]|_|
	Physical activity restriction?
	|_|
	|_|

	Sore Throats
	[bookmark: Check197]|_|
	[bookmark: Check205]|_|
	Muscle Cramps
	[bookmark: Check213]|_|
	[bookmark: Check221]|_|
	Suffer from frequent headaches or migraines
	|_|
	|_|

	Sinus Congestions
	[bookmark: Check198]|_|
	[bookmark: Check206]|_|
	Frequent Nausea
	[bookmark: Check214]|_|
	[bookmark: Check222]|_|
	Have dizziness or light-headedness
	|_|
	|_|

	Breathing Difficulty
	[bookmark: Check199]|_|
	[bookmark: Check207]|_|
	Frequent Vomiting
	[bookmark: Check215]|_|
	[bookmark: Check223]|_|
	Shortness of breath
	|_|
	|_|

	Rectal Bleeding
	[bookmark: Check200]|_|
	[bookmark: Check208]|_|
	Frequent Diarrhea
	[bookmark: Check216]|_|
	[bookmark: Check224]|_|
	Absence of a paired organ
	|_|
	|_|

	Unusual Fatigue
	[bookmark: Check201]|_|
	[bookmark: Check209]|_|
	Sleeping Disorder
	[bookmark: Check217]|_|
	[bookmark: Check225]|_|
	Anxiety or Depression or Suicidal Thoughts
	|_|
	|_|

	Menstrual Disorder Issues    (circle those that apply)

Loss of          Irregular      Painful       Endometriosis      Chronic Bladder or Urinary Infections     Heavy Bleeding

	
|_|
	
|_|



If yes to any of the above explain: _________________________________________________________________________

3.

	Cardiac/ Heat Illness
	Yes
	NO

	Has a Doctor ever denied or restricted your participation in sports for any reason? 
	[bookmark: Check246]|_|
	[bookmark: Check262]|_|

	Have you ever felt dizzy, light-headed or passed out during or after exercise?
	[bookmark: Check248]|_|
	[bookmark: Check264]|_|

	Have you ever had discomfort, pain, or pressure in your chest while exercising?
	[bookmark: Check249]|_|
	[bookmark: Check265]|_|

	Do you cough, wheeze, or have difficulty breathing during or after exercise?
	[bookmark: Check250]|_|
	[bookmark: Check266]|_|

	Do you have chest pain or a “pounding heart”, chest tightness/pressure or “pounding chest” with exercise?
	|_|
	|_|

	Have you ever used an inhaler or taken asthma medication?
	[bookmark: Check251]|_|
	[bookmark: Check267]|_|

	Have you ever had irregular heartbeats or palpitations?
	[bookmark: Check252]|_|
	[bookmark: Check268]|_|

	Does your heart race or skip beats during exercise?
	[bookmark: Check253]|_|
	[bookmark: Check269]|_|

	Have you ever been told you have or might have Marfan’s Syndrome?
	|_|
	|_|

	Have you ever been told you have Long QT Syndrome (LQTS) or Short QT Syndrome (SQTS)? (fast chaotic heartbeats)
	|_|
	|_|

	Have you ever been told you have arryhythmogenic right ventricular cardiomyopathy (ARVC)? (genetic defect of the parts composing the heart muscle)
	|_|
	|_|

	Have you ever been told you have Brugada Syndrome? (genetic condition causing fainting due to malfunction of heart’s electrical system)
	|_|
	|_|

	Have you ever been told you have Wolff-Parkinson White Syndrome (WPW)? (an extra electrical pathway in the heart causing rapid heartbeats)
	|_|
	|_|

	Has a physician ever diagnosed you with a heart murmur?
	[bookmark: Check254]|_|
	[bookmark: Check270]|_|

	Have you ever been seen by a heart specialist (cardiologist)?                                       
	[bookmark: Check255]|_|
	[bookmark: Check271]|_|

	Have you ever had an echo-cardiogram?
	[bookmark: Check256]|_|
	[bookmark: Check272]|_|

	Have you ever had a stress test (heart) exam?
	[bookmark: Check257]|_|
	[bookmark: Check273]|_|

	Have you ever had trouble with dehydration (excessive loss of water and salt)?
	[bookmark: Check258]|_|
	[bookmark: Check274]|_|

	When exercising in the heat, have you ever had severe muscle cramps or become ill?
	[bookmark: Check259]|_|
	[bookmark: Check275]|_|

	Have you ever suffered a heat stroke?
	[bookmark: Check260]|_|
	[bookmark: Check276]|_|

	Have you ever been tested for Sickle Cell Trait?
[bookmark: Check331][bookmark: Check332][bookmark: Check333][bookmark: Check334]If yes, are you a carrier?  Yes |_|   No  |_|       Do you have sickle cell anemia?   Yes |_|    No|_|
	[bookmark: Check261]|_|
	[bookmark: Check277]|_|



	Concussion History
	Yes
	No

	Have you ever had a concussion?           
	[bookmark: Check578]|_|
	[bookmark: Check583]|_|

	If you have been diagnosed with a concussion, how many have you had? _______

When was the last one:  ____/______/_______


	Have you ever had a hit or blow to the head that caused confusion, prolonged headache, or memory problems?                                                                                                                                                 
	[bookmark: Check579]|_|
	[bookmark: Check584]|_|

	Have you ever had to sit out of activity due to a concussion?                                         
If yes for how long:_______     
   
	
[bookmark: Check580]|_|
	
[bookmark: Check585]|_|

	Which of the following did you experience after your most recent concussion? (check all those that occurred)

(  ) serious headache  (  ) memory loss    (  ) nausea/vomiting    (  ) ringing in the ears	(  ) double/blurred vision

(  ) trouble sleeping   (  ) bright light sensitivity    (  ) feeling “foggy”	    (  ) trouble concentrating       (   ) dizziness

(  ) feeling “dazed   (  ) feeling hyper-emotional    (  ) feelings of sadness    (  ) loud noise sensitivity   (  )  irritable

	

|_|
	

|_|

	Do you still suffer any lingering effects from a head injury or concussion you’ve had?

If YES List those symptoms:

	
|_|
	
|_|

	Have you ever been advised not to participate in athletics due to a head injury/concussion?
	|_|
	|_|

	Have you had any diagnostic test performed for any head injury or concussion?

Circle those that apply:	X-ray	CT Scan	MRI	Neuropsychological Testing

	
	

	Have you ever taken a baseline concussion test?               If YES – what was the name of the test:                                                     
	[bookmark: Check582]|_|
	[bookmark: Check587]|_|

	Have you ever had loss of movement, numbness, tingling or weakness in your arms legs after being hit or falling down?

If YES, When was the last time this occurred?  ___/____/_____       If YES, how long did it last?

If YES, to the above question did you seek a physician’s care?

If YES, what medical tests performed?	Circle those that apply:	X-ray	MRI	CT Scan

	

|_|
	

|_|


4
Orthopedic History Questionnaire
Please answer the following questions to the best of availability.  
If you answer “Yes” to any item please explain at the bottom.

	Neck Injuries
	Yes
	No

	Have you ever had a frequent pain or a sprain/strain in your neck?                                                                       
	[bookmark: Check371]|_|
	[bookmark: Check379]|_|

	Have you had a pinched nerve, disk injury or a burner/stinger in your neck?                                                          
	[bookmark: Check372]|_|
	[bookmark: Check380]|_|

	Have you ever had a neck fracture or dislocation, or neck instability?                                                                   
	[bookmark: Check373]|_|
	[bookmark: Check381]|_|

	Have you ever had numbness, tingling or weakness in your arms or legs after being hit or falling?
	[bookmark: Check374]|_|
	[bookmark: Check382]|_|

	Have you ever seen a physician, been hospitalized, had MRI’s, or CT-scan of your neck?                                 
	[bookmark: Check376]|_|
	[bookmark: Check384]|_|




	Chest & Back Injuries
	Yes
	No

	Have you ever had frequent pain or bruising of your chest wall?                                                                 
	[bookmark: Check387]|_|
	[bookmark: Check394]|_|

	Have you ever had a sterno-clavicular joint separation?                                                                                
	[bookmark: Check388]|_|
	[bookmark: Check395]|_|

	Have you ever had a fracture of your collarbone?                                                                                           
	[bookmark: Check389]|_|
	[bookmark: Check396]|_|

	Have you ever had a rib (s) fracture?                                                                                                                  
	[bookmark: Check390]|_|
	[bookmark: Check397]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your chest?       
	[bookmark: Check391]|_|
	[bookmark: Check398]|_|

	Have you ever had a frequent pain, bruising, or sprain/strain of your low back?                                          
	|_|
	|_|

	Have you ever had pain down your leg, numbness or weakness in your legs?                                           
	|_|
	|_|

	Have you ever had a pinched nerve, disk injury or referred pain in your low back?                                  
	|_|
	|_|

	Have you ever had a fracture in your low back?                                                                                               
	|_|
	|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your low back? 
	|_|
	|_|

	Have you ever had injections or surgery for low back related trauma?                                                       
	|_|
	|_|




	Pelvis/Hip & Thigh Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of your pelvis/hip?                                                                     
	[bookmark: Check415]|_|
	[bookmark: Check421]|_|

	Have you ever had a fracture or dislocation of your pelvis/hip or been place in a cast or splint?                                       
	[bookmark: Check416]|_|
	[bookmark: Check422]|_|

	Have you ever had groin pull or torn muscles around your pelvis/hip?                                                                                    
	[bookmark: Check417]|_|
	[bookmark: Check423]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your pelvis/hip?                            
	[bookmark: Check418]|_|
	[bookmark: Check424]|_|

	Have you ever had injections or surgery for pelvis/hip related trauma?                                                                                  
	[bookmark: Check419]|_|
	[bookmark: Check425]|_|

	Have you ever had frequent pain, bruising or sprain/strain of your thigh?                                                                              
	|_|
	|_|

	Have you ever had a quad or hamstring pull or torn muscle in your thigh?                                                                             
	|_|
	|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your thigh?                                     
	|_|
	|_|



	Knee Injuries
	Yes
	No

	Have you ever had frequent pain, bruising, or sprain/strain in your knees?                                                                           
	[bookmark: Check439]|_|
	[bookmark: Check452]|_|

	Have you ever had a fractured or knee cap dislocation in your knee or been placed in a cast or splint?                          
	[bookmark: Check440]|_|
	[bookmark: Check453]|_|

	Have you ever had a knee cap injury or been diagnosed with Osgood Schlatters?                                                               
	[bookmark: Check441]|_|
	[bookmark: Check454]|_|

	Have you ever had ligament damage (torn or sprain) or torn cartilage in your knee?                                                          
	[bookmark: Check442]|_|
	[bookmark: Check455]|_|

	Have you ever had bursitis, tendonitis or been diagnosed with jumper’s knee?                                                                   
	[bookmark: Check443]|_|
	[bookmark: Check456]|_|

	Have you ever had swelling, locking, a feeling of the knee giving out, or sudden weakness/shifting?                              
	[bookmark: Check444]|_|
	[bookmark: Check457]|_|

	Have you ever been diagnosed with arthritis, chondromalacia, or grinding of the knee cap?                                            
	[bookmark: Check445]|_|
	[bookmark: Check458]|_|

	Have you ever had pain in your knee with walking up/down stairs or performing a squat?                                                
	[bookmark: Check446]|_|
	[bookmark: Check459]|_|

	Have you ever seen a physician or been hospitalized for a knee injury?                                                                                  
	[bookmark: Check447]|_|
	[bookmark: Check460]|_|

	Have you ever had x-rays, MRI’s, a CT-scan, or arthrogram of your knee?                                                                              
	[bookmark: Check448]|_|
	[bookmark: Check461]|_|

	Have you ever had injections, surgery or an arthroscopic procedure for a knee related trauma?                                      
	[bookmark: Check449]|_|
	[bookmark: Check462]|_|

	Do you wear any type of protective brace of your knee?                                                                                                            
	[bookmark: Check451]|_|
	[bookmark: Check464]|_|



	Lower Leg Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of your lower leg or Achilles tendon?                                                                     
	[bookmark: Check465]|_|
	[bookmark: Check469]|_|

	Have you ever had a fracture or stress fracture in your lower leg or been placed in a cast or splint?                               
	[bookmark: Check466]|_|
	[bookmark: Check470]|_|

	Have you ever had shin splint, tight calves with activity in your lower legs?                                                                          
	[bookmark: Check467]|_|
	[bookmark: Check471]|_|

	Have you ever had Achilles tendon pain or torn muscles in your lower leg?                                                                          
	[bookmark: Check468]|_|
	[bookmark: Check472]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your lower leg?                            
	[bookmark: Check473]|_|
	[bookmark: Check476]|_|





5.

	Ankle, Feet & Toe Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of your ankles?                                                                          
	[bookmark: Check479]|_|
	[bookmark: Check485]|_|

	Have you ever had a fracture or dislocation of your ankles or been placed in a cast or splint?                                          
	[bookmark: Check480]|_|
	[bookmark: Check486]|_|

	Have you ever had instability, a feeling of giving out or weakness in your ankles?                                                               
	[bookmark: Check481]|_|
	[bookmark: Check487]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your ankles?                                 
	[bookmark: Check482]|_|
	[bookmark: Check488]|_|

	Have you ever had frequent pain, bruising or sprain/strain of your feet/toes?                                                                      
	|_|
	|_|

	Have you ever had a fracture or dislocation of your feet/toes or been placed in a cast or splint?                                     
	|_|
	|_|

	Have you ever had turf toe?                                                                                                                                                  
	|_|
	|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your feet/toes?                            
	|_|
	|_|

	Have you ever had injections or surgery for a foot/toe related trauma?                                                                                
	|_|
	|_|



	Shoulder Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of your shoulder?                                                                       
	[bookmark: Check505]|_|
	[bookmark: Check514]|_|

	Have you ever had tendonitis or bursitis in your shoulder?                                                                                                        
	[bookmark: Check506]|_|
	[bookmark: Check515]|_|

	Have you ever had an A-C separation, dislocation, partial dislocation or shoulder slipping out of joint?                         
	[bookmark: Check507]|_|
	[bookmark: Check516]|_|

	Have you ever had a fracture of your shoulder?                                                                                                                            
	[bookmark: Check508]|_|
	[bookmark: Check517]|_|

	Have you ever had pain with overhead activities?                                                                                                                        
	[bookmark: Check509]|_|
	[bookmark: Check518]|_|

	Have you ever felt like your arm went dead after a trauma to it?                                                                                             
	[bookmark: Check510]|_|
	[bookmark: Check519]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your shoulder?                              
	[bookmark: Check511]|_|
	[bookmark: Check520]|_|

	Have you ever had injections or surgery for shoulder related trauma?                                                                                    
	[bookmark: Check512]|_|
	[bookmark: Check521]|_|



	Upper Arm/Forearm & Elbow Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of the upper arm or forearm?                                                 
	[bookmark: Check523]|_|
	[bookmark: Check529]|_|

	Have you ever had a fracture, calcium deposit in your upper arm/forearm or had a cast?                                                  
	[bookmark: Check524]|_|
	[bookmark: Check530]|_|

	Have you ever had numbness in your fingers?                                                                                                                              
	[bookmark: Check525]|_|
	[bookmark: Check531]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your arm?                                      
	[bookmark: Check526]|_|
	[bookmark: Check532]|_|

	Have you ever had frequent pain, bruising or sprain/strain of your elbow?                                                                            
	|_|
	|_|

	Have you ever had a fracture, joint locking, or dislocation of your elbow or been placed in a cast?                                  
	|_|
	|_|

	Have you ever had swelling, bursitis or tendonitis of your elbow joint?                                                                                  
	|_|
	|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your elbow?                                  
	|_|
	|_|

	Have you ever had injections or surgery for elbow trauma?                                                                                                      
	|_|
	|_|



	Wrist, Hands & Finger Injuries
	Yes
	No

	Have you ever had frequent pain, bruising or sprain/strain of your wrist?                                                                              
	[bookmark: Check547]|_|
	[bookmark: Check553]|_|

	Have you ever had a fracture or dislocation of your wrist or been placed in a cast?                                                              
	[bookmark: Check548]|_|
	[bookmark: Check554]|_|

	Have you ever had swelling, tendonitis, or carpal tunnel syndrome in your wrist?                                                                
	[bookmark: Check549]|_|
	[bookmark: Check555]|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your wrist?                                     
	[bookmark: Check550]|_|
	[bookmark: Check556]|_|

	Have you ever had injections or surgery for wrist related trauma?                                                                                           
	[bookmark: Check551]|_|
	[bookmark: Check557]|_|

	Have you ever had frequent pain, bruising or sprain/strain of your hand/fingers
	|_|
	|_|

	Have you ever had a fracture or dislocation of your hand/fingers or been placed in a cast or splint?                                
	|_|
	|_|

	Have you ever had swelling or tendonitis in your hands/fingers?                                                                                              
	|_|
	|_|

	Have you ever seen a physician, been hospitalized, had x-rays, MRI’s or a CT-scan of your hands/fingers?                     
	|_|
	|_|

	Have you ever had injections or surgery for hand/finger related trauma?                                                                                 
	|_|
	|_|



	Have any of the above orthopedic injuries ever caused you to miss practice or games?                                                                                     
	[bookmark: Check239]|_|
	[bookmark: Check245]|_|

	If you answered yes to any of the orthopedic history questions, please explain:















6.
	DIETARY HEALTH
	Yes
	No

	Have you ever been told you have a weight control problem, had someone recommend you change your weight, or been told to change your eating habits?   If YES, by whom:

	
|_|
	
|_|

	Have you ever been told you have a weight control problem, or recommended you change your weight or change your eating habits?  If YES, by whom:
	|_|
	|_|

	In your opinion, do you feel you have a weight control problem?
If YES, why?
	|_|
	|_|

	Are you trying to gain or lose weight?	If YES, How much:
	|_|
	|_|

	Do you limit or carefully control what you eat?
	|_|
	|_|

	Have you ever been under a physician’s care for a weight control problem?

If YES, explain:

	
|_|
	
|_|

	Do you currently take any diet aids or supplements in order to control your weight?
If YES, what are they:

	
|_|
	
|_|

	Do you make yourself sick because you feel uncomfortably full?
	|_|
	|_|

	Do you ever worry that you have lost control over how much you eat?
	|_|
	|_|

	Have you recently lost more than 15 pounds in a 3-month period?
	|_|
	|_|

	Do you believe yourself to be fat when others say you are thin?
	|_|
	|_|

	  Would you say that food dominates your life?
	|_|
	|_|



	BEHAVIORAL HEALTH
	Yes
	No

	 I often have trouble falling asleep?
	|_|
	|_|

	 I wish I had more energy most days of the week?
	|_|
	|_|

	 I think about things over and over?
	|_|
	|_|

	 I feel anxious and nervous much of the time?
	|_|
	|_|

	 I struggle with concentrating or making decisions?
	|_|
	|_|

	 I often feel sad, blue or depressed?
	|_|
	|_|

	 I often feel worthless or that no one cares about me or what I do?
	|_|
	|_|

	 I struggle with being confident?
	|_|
	|_|

	[bookmark: _GoBack] I often blame myself for a lot of things that occur?
	|_|
	|_|

	 I don’t feel hopeful about the future?
	|_|
	|_|

	 I have a hard time managing my emotions (frustration, anger, impatience)?
	|_|
	|_|

	 I have feelings of hurting myself or others?
	|_|
	|_|



	Over the past 2 weeks have you:
	Yes
	No

	  Been feeling low in energy, slowed down?
	|_|
	|_|

	  Blamed yourself for things?
	|_|
	|_|

	  Had poor appetite?
	|_|
	|_|

	  Had difficulty falling asleep, staying asleep?
	|_|
	|_|

	  Been feeling hopeless about the future?
	|_|
	|_|

	  Been feeling blue?
	|_|
	|_|

	  Been feeling no interest in things?
	|_|
	|_|

	  Had feelings of worthlessness?
	|_|
	|_|

	  Thought about or wanted to commit suicide?
	|_|
	|_|

	  Had difficulty concentrating or making decisions?
	|_|
	|_|



	Please  indicate how much you have been bothered by the following symptoms during the past month:

0 = not at all     1 = mildly didn’t bother me much    2= moderately – it wasn’t pleasant   3 = severely – bothered me a lot


	Numbness or tingling
	
	Unsteady
	
	Difficulty in breathing
	

	Feeling hot
	
	Terrified or afraid
	
	Fear of dying
	

	Wobbliness of legs
	
	Nervous
	
	Scared
	

	Unable to relax
	
	Feeling of choking
	
	Indigestion
	

	Fear of worst happening
	
	Hands trembling
	
	Faint/lightheaded
	

	Dizzy or lightheaded
	
	Shaky/unsteady
	
	Face flushed
	

	Heart pounding/racing
	
	Fear of losing control
	
	Hot/cold sweats
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	Others
	Yes
	No

	Have you had or do have any medical problems or injuries not listed on this form?
	[bookmark: Check226]|_|
	[bookmark: Check230]|_|

	Do you have any medical or health problems that you are currently receiving medical treatment for?
	[bookmark: Check227]|_|
	[bookmark: Check231]|_|

	Is there any reason that you are not able to participate in athletics?
	[bookmark: Check228]|_|
	[bookmark: Check232]|_|

	Do you need to wear any special braces, padding or need tape support of any kind for an injury?
	
	

	Are there any additional health problems you would prefer to discuss privately with our team physician?
	[bookmark: Check229]|_|
	[bookmark: Check233]|_|

	Have you ever been advised by a medical doctor NOT to participate in athletics?     If YES – Explain


	
|_|
	
|_|



PLEASE CLARIFY AND EXPLAIN ANY MEDICAL HISTORY CONCERNS HERE FROM PREVIOUS QUESTIONS INDICATED IN YOUR MEDICAL HISTORY OR TO AN ATTACHED ADDITIONAL PAGE AS NEEDED.

























The undersigned, herewith, certifies that the answers to these questions are correct and true; understands that his/her having passed the physician examination does not necessarily mean that he/she is physically qualified to engage in athletics, but only that the examiner did not find a medical reason to disqualify her; and fully realizes that the Salem College Athletic Department cannot be held responsible for any previous medical condition (s) that she might have.


Signature of Student Athlete: ____________________________________________________________   Date: ____/______/________



Parent/Guardian Signature: _____________________________________________________________    Date: ____/______/________



Reviewed by Initials:  __________   Date: ___/____/_____

Rev. 8/27/18
