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Department of Athletic Training
Student-Athlete: __________________________________________



Please Print
Last



First



Middle
Sport(s) ________________________

RETURNING ATHLETES: Fill out page one 
FRESHMAN AND TRANSFERS: Skip to page 2 and fill out page 2-4
1. Have you developed any allergies since your last physical examination?  YES
NO



If YES, please explain in detail_______________________________________

2. Have you had any athletic or non-athletic injuries since you last physical examination? 



YES
NO

If YES, please explain in detail______________________





_______________________________________________

3. Have you had any significant illnesses since your last physical examination?  YES 
 NO


If YES, please explain in detail_______________________________________


________________________________________________________________

4. Have any other health problems occurred since your last physical examination?  YES
      NO


If YES, please explain in detail_______________________________________


________________________________________________________________

5. Have you had any surgeries since your last physical examination?   YES
      NO


If YES, please explain in detail_______________________________________


________________________________________________________________

6.  Are you currently seeing a physician for an illness or injury?  YES
NO


If YES, please explain in detail_______________________________________


________________________________________________________________


Physician’s Name: _________________________
Phone (     )  __________________

7.  Have you been diagnosed with SICKLE CELL TRAIT?                  YES
NO


If NO and you have not been tested would you like to be tested?              YES      NO

Signature: ______________________________________________ Date: _________________

Have you EVER had the following medical conditions?

High Blood Pressure
Yes
No

Skin Disease


Yes
No

Rheumatic Fever

Yes
No

Diabetes


Yes
No

Rheumatic Heart Disease
Yes
No

Sickle Cell/Anemia

Yes
No

Anemia


Yes
No

Marfan’s Syndrome

Yes
No

Abnormal Bleeding

Yes
No

Cancer/Hodgkin’s

Yes
No

Blood Disease

Yes
No

Ruptured Organs

Yes
No

Blood Clots


Yes
No

Hepatitis/ Jaundice

Yes
No

Kidney Disease

Yes
No

Kidney Injury


Yes
No
Kidney Stones

Yes
No

Blood in Urine

Yes
No

Pneumonia


Yes
No

Bronchitis


Yes
No

Urinary Tract Infection
Yes
No

Tuberculosis


Yes
No

Hearing Defect/Loss
Yes
No

Mononucleosis

Yes
No
Ear Infection


Yes
No

Exercised Induced Asthma
Yes
No



Muscular Disease

Yes
No

Meningitis


Yes
No

Migraine Headaches
Yes
No 

Seizure Disorder

Yes
No
Appendicitis


Yes
No

Gastrointestinal Bleeding
Yes
No

Asthma


Yes
No

Hernia



Yes
No



Nasal/Sinus Fracture
Yes
No 

Amnesia


Yes
No

· Were you BORN with a complete and functional set of all PAIRED organs (i.e. eyes, ears, kidneys, lungs)?

YES


NO


If NO, which organ(s) was (were) involved? _____________________

· Have you ever had SURGERY to REPAIR or REMOVE any organ (i.e. hernia, tonsils, appendix, spleen, etc.)?

YES


NO
If YES, which organ? ___________________  


Repaired or Removed? _________________ Date___________

Cardiac- please circle YES or NO
1. Have you ever felt dizzy, light-headed or passed out during or after exercise?
Yes
No

2. Have you ever had chest pain while exercising?




Yes
No

3. Have you ever had an irregular heart beat or heart palpitations?


Yes
No

4. Have you ever been diagnosed with a HEART MURMUR?


Yes
No

5. Have you ever been seen by a cardiologist (heart specialist)?


Yes
No

If YES, Physician’s Name____________________
Date Seen___________

6.  Have you ever had an Echocardiogram (ECG)?




Yes
No


7.  Have you ever had a cardiovascular stress test




Yes
No

Vision- please circle YES or NO

1. Do you currently wear vision correction eyewear to participate in sports?
Yes
No

If YES, (please circle)  Glasses
Sport Goggles
Contacts


2.  Do you have normal color vision?






Yes
No


3.  Have you ever had an eye injury?






Yes
No



If YES, please describe injury______________________________




Right or Left

Heat Illness- please circle YES or NO
1. Have you ever experienced trouble with Dehydration?



Yes 
No







   Heat Exhaustion?



Yes     No







              Heat Cramps?



Yes
No







   Heat Stroke? (Hospitalization)

Yes
No


If YES, please explain condition_______________________________________







       ________________________________________

Allergies- Please Print
Please list all FOOD and FOOD PRODUCT allergies and sensitivities and REACTIONS to them.

__________________________________________



__________________________________________
Please list all MEDICATION allergies or sensitivities and REACTIONS to them.


_________________________________________


__________________________________________

Medications-Please Print
Please list PRESCRIPTION medication you are currently taking.


__________________________________________

If you take any medications for ADHD or ADD, NCAA requires you to fill out the following information. Failure to do so will result in suspension:

Date of clinical diagnosis:__________

Physician:______________________  Phone #:_______________________

How often do you see your physician:_____________

Please list OVER-THE-COUNTER medication you take regularly (i.e. Tylenol, Advil, Aleve, etc.).

__________________________________________

Do you take any SUPPLEMENTS?
Yes

No

If YES, do you have concerns regarding NCAA Banned Substances possibly contained in it/them?

_____YES- I’d like more information        _____NO-I’m confident the contents are approved.

Orthopedic History Questionnaire
Have you ever injured or consulted a physician about an injury to…….

Please circle

HEAD


YES
NO

NECK


YES
NO


CHEST WALL

YES
NO



LOWER BACK

YES
NO

SHOULDER

YES
NO

RIGHT
LEFT

UPPER ARM

YES
NO

RIGHT
LEFT

ELBOW

YES
NO

RIGHT
LEFT
WRIST


YES
NO

RIGHT
LEFT

HAND/FINGERS
YES
NO

RIGHT
LEFT

PELVIS/HIPS

YES
NO

RIGHT
LEFT

THIGH


YES
NO

RIGHT
LEFT

LOWER LEG

YES
NO

RIGHT
LEFT

KNEE


YES
NO

RIGHT
LEFT

ANKLE


YES
NO

RIGHT
LEFT

FEET/TOES

YES
NO

RIGHT
LEFT

Have you ever FRACTURED (broke) a bone?






YES
NO


If YES, which bone? ____________________________________________________

Surgery required? 
 YES
NO
Date of Surgery________________________
Have you ever had SURGERY for an above mentioned injury?




YES
NO


If YES, please explain____________________________________________________

 Date of Surgery__________________Physician__________________

Have you ever been HOSPITALIZED for an above mentioned injury?



YES
NO


If YES, please explain____________________________________________________
Have you ever had a DISLOCATION?







YES
NO

If YES, please explain____________________________________________________
Do you have a PIN, PLATE, SCREW or anything metal in your body?



YES
NO


If YES, please explain____________________________________________________


Have you ever had a CONCUSSION?







YES
NO


If YES, How Many? ________Please explain__________________________________
Have you been diagnosed with SICKLE CELL TRAIT?                  



YES
NO


If NO and you have not been tested would you like to be tested?                                        YES      NO
Have you had any injury that required you to miss practice or games?



YES
NO


If YES, please explain_____________________________________________________
Other_________________________________________________________________________

I understand that Averett University cannot be held financially responsible for any previous medical conditions that I may have. ________


       

Athlete’s Initials
_________________________________


____________________

Student- Athlete Signature






Date

________________________________________________________


______________________________

Parent/Guardian Signature (if Athlete is under 18)




Date

________________________________________________________


______________________________

Averett University Certified Athletic Trainer




Date
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