REINHARDT UNIVERSITY
INITIAL HEALTH HISTORY FORM
AUGUST, 2010 to AUGUST, 2011
NAME ____________________________________   
SPORT ______________________ 

SOCIAL SECURITY # _______________________  
BIRTH DATE _________________

HOME ADDRESS __________________________  
HOME PHONE _______________  

                                 __________________________      CELL PHONE _________________
Primary Emergency Contact ____________________________________________________

Relation________________  Home# ___________________ Cell#_____________________

Secondary Emergency Contact __________________________________________________

Relation________________ Home# ____________________ Cell# _____________________
FAMILY MEDICAL HISTORY:

Please indicate if the following disease is present in any member of your family. If so, state which family member(s) was affected.

Diabetes_______________________ Blood Disease _______________________________ 

Cancer  _______________________ Sickle Cell      _______________________________

Heart    _______________________ Sudden Death (before 40yrs) ____________________

Marfan’s Syndrome _____________


GENERAL MEDICAL INFORMATION

· Are you currently under the care of a physician?                            
YES ____ NO ____ 

· Have you ever had an illness or infection lasting more than a week? 
YES ____ NO ____

· Have you ever become weak or ill when exposed to high temps?       
YES ____ NO ____

· Have you ever passed out during or after exercise?


YES ____ NO ____

· Have you ever been dizzy during or after exercise?


YES ____ NO ____

· Have you ever had chest pain during or after exercise?


YES ____ NO ____

· Do you get tired more quickly than your friends do during exercise?
YES ____ NO ____

· Have you ever had racing of your heart or skipped heartbeats?

YES ____ NO ____

· Have you had high blood pressure, high cholesterol or heart disease?
YES ____ NO ____

· Have you ever been told you have a heart murmur?


YES ____ NO ____

· Have you had a severe viral infection within the last month?

YES ____ NO ____

(for example, myocarditis or mononucleosis)

· Has a physician ever denied or restricted your participation in sports
· for any heart problems?






YES ____ NO ____

· Do you have a loss or impaired function of any paired organ? 
      
YES ____ NO ____

· Do you have or have you ever had:               

Coughing, wheezing, or have trouble breathing during or after activity?
YES ____ NO ____

Asthma
?







YES ____ NO ____  

Seasonal Allergies (requiring medical treatment)?                  

YES ____ NO ____     

· Diabetes?







YES ____ NO ____

· Abnormal Bleeding Tendencies                                                            
YES ____ NO ____

· Genitourinary Tract Disorders (painful/blood urination, other)           
YES ____ NO ____        

· Kidney Disease, Jaundice, Hepatitis                                                       
YES ____ NO ____

· Tuberculosis, persistent cough                                                                
YES ____ NO ____

· Stomach/Intestinal Trouble                                                                     
YES ____ NO ____            

· Arthritis                                                                                                     
YES ____ NO ____

· Anemia                                                                                                      
YES ____ NO ____

· Significant emotional or psychological difficulties                                  
YES ____ NO ____

· Are you allergic to any medications?                                           

YES ____ NO ____    

· Do you have problems with any of the following? (circle)

YES ____ NO ____

Shin Splints      


Blisters   
Side Stitches  

     

Cramps in Calfs/Hamstrings       Dehydration

Please explain any “Yes” answers fully.  Add an additional sheet, if necessary.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List below all prescription medications or nutritional supplements you are currently taking or have taken in the past year: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Women Only:

· Date of last menstruation:
________________

· How many menstrual periods have you had over the past 12 months? _________

· Have you ever missed 3 consecutive periods? 
 

        YES____NO____

If yes, what was the longest time between periods? _______

HEAD, NECK, and BACK

	· Does any one in your family have seizures, fits, spasms,                                    convulsions, or epilepsy?
	YES ____
	NO ___

	· Have you ever had a seizure, fit, spasm, or epileptic attack?
	YES ____
	NO ___

	· Have you ever been unconscious?
If yes, circle one:       Knocked Out      Passed Out

If yes, list dates:________________________________
	YES ____
	NO ___

	· Have you ever had a concussion?

If yes, how many?_____

If yes, list dates of all concussions:__________________________
	YES ____
	NO ___

	· Have you ever had a fractured neck or spine?
	YES ____
	NO ___

	· Have you ever had an x-ray taken of your neck or spine?
	YES ____
	NO ___

	· Have you ever had a pinched nerve or whiplash?
	YES ____
	NO ___

	· Have you ever had an injury producing weakness, burning, or numbness in either of your arms or legs?
	YES ____
	NO ___

	· Have you ever had any serious dental or mouth injuries?
	YES ____
	NO ___

	· Have you ever injured your back?
	YES ____
	NO ___

	If yes, when?________________________________
	
	

	If yes, how long did you miss practice? ___________
	
	

	· Have you ever been told you have a spinal defect that has been there since birth?
	YES ____
	NO ___


EYES, EARS, and NOSE

· Do you wear glasses?                                                                  
YES ____      NO ____ 

· Do you wear contacts?                                                                    YES ____      NO ____  

                     If so, hard or soft? ______ 

· Do you wear either during participation?                    

Glasses         Contacts    

                     If yes, the prescribing physicians' name, address and phone number:     


        ___________________________________________________________________

· Do you suffer from:                                 
        Nasal Blockage?        YES ___ NO ___

Blurred Vision?            YES ___ NO ___       Itching of the eyes?    YES ___ NO ___  

Ringing Ears?               YES ___ NO ___       Frequent Ear Aches?  YES ___ NO ___                    
Discharge from Ears?   YES ___ NO ___       Hearing Loss?            YES ___ NO ___                     
Frequent Nose Bleeds? YES ___ NO ___      Sinus Problems?         YES ___ NO ___                    

ANKLE/FOOT

	· Have you ever had an ankle and/or foot injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________
__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________
Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	

	· Have you ever had an achilles tendon injury?
	YES ____
	NO ___

	If yes, Right    Left    Both
	
	


KNEE

	· Have you ever had a knee injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________

__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________

Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	


· Have you ever suffered from Osgood Slaughter's Disease?              YES ____    NO ____

HIP

	· Have you ever had a hip injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________

__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________

Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	


SHOULDER

	· Have you ever had a shoulder injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________

__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________

Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	


ELBOW

	· Have you ever had an elbow injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________

__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________

Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	


HAND, WRIST, FINGER

	· Have you ever had a hand, wrist or finger injury?
	YES ____
	NO ___

	If yes, Right     Left     Both

If yes, what was/were the injury/injuries? ________________

__________________________________________________
	
	

	If yes, dates of injury(s): ____________________________

__________________________________________________
	
	

	If yes, how long did you miss practice/games? ____________
	
	

	If yes, did you see a doctor? ___________________________

Doctor’s name & #:__________________________________
	
	

	If yes, did the injury require surgery(s)___________________

Date of surgery(s)___________________________________

Surgeon’s name & #:_________________________________
	
	


FRACTURES, DISLOCATIONS, and PULLED MUSCLES

· Have you ever had a fractured bone?                                                 YES ____   NO____

                     If yes, which bone(s)?  _____________________________    

                     ________________________________________________ 

                     If yes, when? _____________________________________ 


        If yes, was it a stress or traumatic fracture?  _____________

· Do you have any plates, screws, or pins in bones?                             YES ____  NO ____    

                     If yes, which bone(s)?  _____________________________    

                     ________________________________________________ 

                     If yes, when? _____________________________________ 

· Have you ever had a dislocated joint?                                                 YES ____  NO ____  

                    If yes, which joint? _________________________________ 

                    If yes, when? ______________________________________

· Have you ever had a badly pulled muscle?                                          YES ____  NO ____  

                     If yes, which muscle & when _____________________________________

                     If yes, did it re-occur? ___________________________________________
FURTHER INFORMATION 

Anything not covered by the above questions or further explanation needed: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________ 

I certify the above questions were answered completely and to the best of my knowledge.  

Athlete's Signature ________________________                      Date ___________

