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SAINT JOSEPH’S UNIVERSITY

	





DEPARTMENT OF ATHLETICS – SPORTS MEDICINE

ATHLETE INFORMATION QUESTIONNAIRE
NAME ____________________________________
SPORT _____________________________

YEAR EXPECTED TO GRADUATE ___________
SS# ________________________________

LOCAL at SCHOOL ADDRESS:


HOME ADDRESS:

__________________________________
        
____________________________________

__________________________________

____________________________________

___________________________________

____________________________________

PHONE:





PHONE:

___________________________________

____________________________________

PARENT/GUARDIAN NAME(S): _______________________________________________________

MEDICATION HISTORY

Please list any mediation, supplements, etc. that you are currently taken or have taken in the last 30 days:

_________________________________________​​​​​___________________________________________

_________________________________________​​​​​___________________________________________

_________________________________________​​​​​___________________________________________

Do you have any of the following allergies?






Bee sting
YES
NO






Drug

YES
NO






If yes, _________________________

[image: image2.png]



SAINT JOSEPH’S UNIVERSITY

	




DEPARTMENT OF ATHLETICS – SPORTS MEDICINE

RELEASE OF INFORMATION AUTHORIZATION

I, _______________________________________ give my consent for the team physician, athletic trainer and other medical personnel of Saint Joseph’s University to release such information regarding my medical history, record of surgery, record of illness and rehabilitation results

I understand that a scout or representative of the team who had requested this information had made representation to the team physician, athletic trainer or medical personnel of Saint Joseph’s University and that the purpose of the request for my medical information as to assist the organization he/she represents in making an offer of employment.


I understand that record will be kept of all individuals requesting such information and the date of the request.  This information is normally confidential and except as provided in this RELEASE will not be otherwise released by parties in charge of the information.  This release remains valid until revoked by me in writing.

(SIGNED ________________________________________  DATE   ____________
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SAINT JOSEPH’S UNIVERSITY

	





DEPARTMENT OF ATHLETICS – SPORTS MEDICINE

MEDICAL HISTORY QUESTIONNAIRE

NAME _______________________________________

DATE OF BIRTH ______________________________

Please circle YES or NO and provide details as requested on BOTH sides of this form.  All information is confidential.

1.  Are you allergic to any medications or beestings?


NO   YES (list) ________________________________________________________________

2.  Do you take any medication on a permanent or semi-permanent basis (steroids, Birth control pill, anti-inflammatories, 
antibiotics, etc.)


NO   YES (list) ________________________________________________________________

3.  Have you ever had an epileptic seizure?


NO   YES (date of last seizure)_____________________________________________________

4.  Have you ever been told by a physician you have epilepsy?


NO   YES (list) ________________________________________________________________

5.  Have you ever been treated for diabetes?


NO   YES (list) ________________________________________________________________

6.  Have you ever been told by a physician that you are anemic?


NO   YES (list) ________________________________________________________________

7.  Have you ever been told by a physician you have sickle cell anemia?


NO   YES (list) ________________________________________________________________

8.  Have you ever been told by a physician you have sickle cell trait?


NO   YES (list) ________________________________________________________________

9.  Do you have or have you ever had high blood pressure?


NO   YES (list) ________________________________________________________________

10. Do you have or have you had any of the following diseases?


NO    YES (date) _________________________________________heart disease (heart murmur, rheumatic fever)


NO    YES (date) ______________________________________________lung disease (pneumonia, tuberculosis)


NO    YES (date) _________________________________________________________kidney disease (infections)


NO    YES (date) ______________________________________________liver disease (mononucleosis, hepatitis)

11. Have you ever been told by a physician you have asthma?


NO     YES (medication) ________________________________________________________ 

12. Have you ever had a hernia


NO     YES     Has it been repaired? (date)___________________________________________

13.  Have you ever been “knocked out”?


NO     YES (dates)______________________________________________________________

14.  Have you ever had a concussion or head injury?


NO     YES (dates) ______________________________________________________________

15. Have you ever had to stay overnight in the hospital due to a head injury


NO     YES (dates) ______________________________________________________________
16. Have you ever had an neck injury involving bones, nerves or discs that disables you for a week or longer?


NO     YES (dates) ______________________________________________________________

17. Do you wear glasses or contact lenses


NO      YES

18. Do you wear any of the following dental appliances?


____ permanent bridge

_____ permanent crown/jacket
     _____ full plate


____ braces


_____ permanent retainer

     _____ removable retainer

19. Have you had a broken bone or fracture in the last five years?


NO     YES (dates) ______________________________________________________________

20. Have you had a shoulder injury in the last five years?


NO     YES (dates) ______________________________________________________________

21. Have you ever had shoulder surgery?


NO     YES (dates/kind) __________________________________________________________

22. Have you ever injured your back?


NO     YES (dates) ______________________________________________________________

23. Do you presently have back pain?


NO     YES   ___ seldom
 ___ occasionally     ___ frequently     ___ with vigorous exercise  ___ with heavy lifting

24. Have you injured your knee in the last five years?


NO     YES (dates) ______________________________________________________________

25. Have you ever been told by a physician, trainer, or therapist that you injured:


_______ cartilage/meniscus

________ ligaments

26. Have you ever had knee surgery?


NO     YES (dates and kind) _______________________________________________________

27. Have you ever had a severe ankle sprain in the last five years?


NO     YES (dates) ______________________________________________________________

28. Do you have any metal implants in your body (screw, pin, plate, etc.)?


NO     YES (dates, where) _________________________________________________________

29. Do you have any medical conditions we should be aware of


NO     YES (details) ______________________________________________________________

30.  Is there any family history of chronic health problems


NO     YES (specify) ______________________________________________________________


_______________________________________________________________________________

31.  Has anyone in your family died suddenly?

NO      YES    If YES, whom________________________________________________________ 

( PARTICIPANTS SIGNATURE _____________________________________  DATE ________________
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SAINT JOSEPH’S UNIVERSITY

	





DEPARTMENT OF ATHLETICS – DIVISION OF SPORTS MEDICINE
NAME ______________________________________  D.O.B._______________________   SPORT _________________

BP __________   TEMP ____________   PULSE _____________   RESP _____________   HT ________   WT ________

VISION: OK ____  INVESTIGATION _____  ALLERGIES __________________________________________________

CURRENT MEDICATION _____________________________________________________________________________

	MEDICAL EXAMINATION

	BODY PART
	OKAY (()
	PROBLEM
	COMMENT

	Eyes
	
	
	

	ENT
	
	
	

	Head/Neck
	
	
	

	Skin/Scalp
	
	
	

	Lymphatics
	
	
	

	Thorax
	
	
	

	Lungs
	
	
	

	Heart
	
	
	

	Abdomen
	
	
	

	Hernia
	
	
	

	Neurological
	
	
	

	Physician Signature_________________________________________   Date______________



	ORTHOPEDIC EXAMINATION

	BODY PART
	OKAY (()
	PROBLEM
	COMMENT

	Neck
	
	
	

	Shoulder
	
	
	

	Elbow
	
	
	

	Hand/Wrist
	
	
	

	Back
	
	
	

	Knee
	
	
	

	Feet
	
	
	

	Flexibility
	
	
	

	Other
	
	
	

	Physician Signature_________________________________________   Date______________




