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Sports Medicine Clinic 
Medical Questionnaire for Returning Athletes

	Have there been any significant changes in your health over the past 12 months?
	YES
	NO

	In the past 12 months, have you had any surgery, a serious physical injury/illness, or been hospitalized?
	YES
	NO

	In the past 12 months, have you been told by a doctor that you have had a concussion?
	YES
	NO

	Have there been any changes in your vision or dental history?
	YES
	NO

	List all Medications presently taking:


	List any inoculations you have received in the last 12 months:


	Please explain all “YES” answers:



To be completed by AthleteHealth Insurance Plan
Lakehead University Student Plan: YES or NO (If no, you must have other medical coverage)
Name of Insurance Company: ___________________________________________________________________
Name of Policy Holder (i.e. Father/Mother):  ________________________________________________________
Policy No: ___________________________________________________________________________________

In Case of emergency:
Contact Name: ________________________________	Relationship: _______________________________
Address: _____________________________________	Phone #: __________________________________
Full name:  ______________________________________	D.O.B. ___________________________________
Address: ________________________________________	Phone #: _________________________________
Health Card #: __________________ Version Code: _____	Province: _________________________________
Family Physician: _________________________________	Phone #: _________________________________

I hereby certify the above information to be correct

Athlete Signature: ____________________________________	Date: ____________________________
Physician Signature:  _________________________________	Date: ____________________________
Therapist Signature: __________________________________	Date: ____________________________
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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 #: _________________________
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