[image: image1.png]



Sports Medicine Clinic
Medical Questionnaire for New Athletes
To be completed by Athlete
Full Name: ________________________________
D.O.B (D/M/Y): __________ 
Sport: __________________

Health Card #: _____________________________
Version Code: ___________ 
Student#: _______________
Address: __________________________________________________
Phone #:  _____________________ Province: ____________________ 
Postal Code: _________________
Email: ________________________
In Case of emergency:

Contact Name: ________________________________
Relationship: _____________________________

Address: _____________________________________
Phone #:  ________________________________

Family Physician: __________________________________________
Phone_______________________

Health Insurance Plan

Lakehead University Student Insurance Plan: YES or NO (If no, you must have other medical coverage)

Name of Insurance Company:  _______________________________________________________________

Name of Policy Holder (ie. Father/Mother) _____________________________________________________

Policy No: _______________________________________________________________________________

	In the past, have you experienced…? (Please explain “YES” answers in the space provided)

Medical Health History

	Have you been hospitalized in the past year?
	YES    NO

	Any surgery or operation for any reason?
	YES    NO

	Have you ever had any burner/stinger or neck injury? 
	YES    NO

	Have you every suffered from a concussion or head injury? How many?
	YES    NO

	Any illness or medical condition lasting longer than one week? 
	YES    NO

	Have you ever been diagnosed with Anemia
	YES    NO

	Have you ever been diagnosed with Diabetes
	YES    NO

	Have you ever had Seizures or Convulsions?
	YES    NO

	Any coughing or wheezing on exertion?
	YES    NO

	Have you ever been diagnosed with Blood clots or Bleeding problems?
	YES    NO

	Have you ever Been Diagnosed with Mononucleosis?
	YES    NO

	Any frequent or severe headache? 
	YES    NO

	Are you currently or have in the past experience any abnormal pains? 
	YES    NO

	Any skin conditions/problems( Rashes, Ringworm, Impetigo, herpes and/or MRSA) ? 
	YES    NO

	(Females only) Any abnormality of menstrual cycle? 
	YES    NO

	Are you now on, or have you been advised to be on, any medication on a regular basis? 
	YES    NO

	Are you currently or have in the past consumed any supplements or products?
	YES    NO

	Do you have any allergies (medication, food, insects, etc.)? 
	YES    NO

	Heart Health

     1.Have you ever had discomfort, pain, tightness or pressure in your chest during 

        Exercise?
	YES    NO

	     2. Do you get lightheaded or shortness of breath then expected during exercise?
	YES    NO

	     3.Any fainting or dizzy spells DURING or AFTER exercise
	YES    NO

	     4. Does your heart ever race or skip beats (irregular beats) during exercise?
	YES    NO

	     5. Has a doctor ever ordered a test for your heart (ECK/EKG, echocardiogram)?
	YES    NO

	     6. Have you ever had an unexplained seizure?
	YES    NO

	     7. Has a doctor ever diagnosed you with high Blood Pressure
	YES    NO

	     8. Have you ever been Diagnosed with High Blood Pressure
	YES    NO

	     9. Has a doctor ever diagnosed you with a heart Murmur
	YES    NO

	     10. Have you ever been diagnosed with a Heat Infection
	YES    NO

	     11. Have you ever been diagnosed with any other Heart conditions
	YES    NO

	Orthopedic Injuries

     1. Have you had an injury to a bone, muscle, ligament or tendon?
	YES    NO

	     2. Are you currently being treated for any injuries listed above?
	YES    NO

	     3. Have you ever had injury that required an x-ray, MRI, CT scan or Injection? 
	YES    NO

	     4. Any bone or joint pains not related to injury? 
	YES    NO

	     5. Do you currently have any incompletely healed injuries? 
	YES    NO

	Do you have anything you wish to discuss with the team physician or trainer? 
	YES    NO

	Have you started using any special equipment (i.e. pads, braces, orthotics, etc.)? 
	YES    NO

	Do you wear glasses or contact lenses?
	YES    NO

	
	

	Family History

List any relatives (mother, father, sister, brother and/or grandparents) which suffer from any of the following diseases:

1. Does anyone in your family suffer from any Medical condition such as Cancer, diabetes, Heart problems etc?

2. Has anyone in the family passed away from a heart related problem before the age of 50?   

3. Has anyone in the family suffered a disability related to the heart disease before the age of 50?

4. Does anyone in your family have any other specific heart conditions?


	YES    NO

YES    NO

YES    NO

YES    NO

	Are there any other problems not listed above that the medical staff should be aware of? : _______________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	I verify that all the above information is accurate and complete.  I authorize the release of this questionnaire to those having responsibility for my medical care and to the Lakehead University staff only if and when necessary.
Athlete Signature: _________________________________________________        Date: _________________________

Parent or Guardian Signature: ________________________________________       Date: _________________________

Physician Signature: _______________________________________________        Date: _________________________

Therapist Signature: _______________________________________________         Date: _________________________





Sports Medicine Clinic

To be completed by a Medical Doctor






Athletes Name:  ________________________________


D.O.B________________________
Height_______

Weight_______
Resting Pulse:  _______

BP:  ________

Eyes Corrected / Uncorrected

Right:  _____
     Left:  _____

Ears:




Right:  _____     Left:  _____

Physical Examination

Respiratory:  ______________________________________
Cardiovascular:  ______________________

Abdomen:  _____________________
Neurological:  ____________________

Musculoskeletal:
(Please note any prior injury, instability, or loss of ROM)

Wrist / Hand:  ______________________________________________________________________________

Elbow:  ___________________________________________________________________________________

Shoulder:  _________________________________________________________________________________

Neck / Back:  ______________________________________________________________________________


Pelvis / Hip:  ______________________________________________________________________________

Knee:  ____________________________________________________________________________________

Ankle / Feet:  ______________________________________________________________________________

Additional Comments / Abnormal Findings:

____________________________________________________________________________________________________________________________________________________________________________________
Laboratory (if indicated):
CB / C:  _____
Urine:  _____

X-rays (if indicated):  ________________________________________________________________________

Medications:  ______________________________________________________________________________

Recommendations prior to participation (i.e. Rehabilitation) _________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Cleared for Participation__________


Not Cleared for Participation__________
_________________________


__________________________

Examining Physician (print)



Physician Signature

Date: _________________________


Phone #: _________________________
