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Delta College

Department of Athletics-Sports Medicine

New Student-Athlete Medical History Form

Directions:  Please answer the following questions as completely as possible. 

Name:  _________________________


Date:  __________________

Sport:  __________________

Date of Birth:  __________  (Circle)  Male
Female

Home Address:  ________________________________     Home Phone:  ____________





           City/State/Zip Code
Delta College Address:  ________________________
Delta   Phone:  ___________





           City/State/Zip Code
Parent/Guardian Name(s):  _________________________


Allergies

⁭-None
Please check all allergies that apply:

Aspirin _____


Ibuprofen _____

Penicillin _____

Sulfa _____


Novacaine _____

Bee Stings _____

Poison Ivy/Oak _____
Taping Adhesive _____
Latex _____

Any Foods _____________________________________________________

Other _________________________________________________________

Do you have asthma?  Yes
No

If YES, do you use an inhaler?  YES 
      No
Do you use your inhaler on a regular basis (ie. before practice/game)?  YES     No

Medications

⁭-None
Please list all over-the counter medications that you currently take and the reason for taking:

________________________________________________________________________________________________________________________________________________
Please list all prescription medications, the prescribing physician and the reason for taking:

________________________________________________________________________________________________________________________________________________

 Are you taking any medications for diabetes?  __________________________________

_________________________________Family Medical History

Father’s Age:  ______
      (Circle)  Alive   Deceased
     If deceased, reason for: _______
Mother’s Age:  _____
      (Circle)  Alive   Deceased
     If deceased, reason for:  _______

Check the following diseases that are present in any immediate family member:

Diabetes _____     Heart Disease _____     Cancer _____     Blood Disease _____

Marphans Syndrome _____     Epilepsy _____     
Do you carry Sickle Cell Trait?
YES
NO
DON’T KNOW
 (circle one)
Any sudden death of a family member, age 55 or less, for any reason other than an accident?  (Circle)  YES     No

If YES, under what circumstances:  ________________________________________________________________________________________________________________________________________________

Record of Illness

Please indicate any of the illnesses you have had.  Please place a star (*) next to the ones that you have had in the last 5 years.
_____ Allergies

_____ Appendicitis

_____ Appendectomy

_____ Arthritis

_____ Bladder Disease
_____ Bladder Infection

_____ Bronchitis

_____ Chicken Pox

_____ Convulsions

_____ Chest Pain

_____ Diabetes

_____ Epilepsy

_____ Heart Disease

_____ Heart Murmur

_____ High Blood Pressure

_____ Heat Exhaustion
_____ Heat Cramps

_____ Heat Stroke

_____ Hepatitis

_____ Hernia


_____ Hives

_____ Immune Disorder
_____ Kidney Disease
_____ Kidney Stones

_____ Malaria


_____ Measles

_____ Migraine Headaches

_____ Mononucleosis

_____ Mumps


_____ Polio

_____ Pneumonia

_____ Rheumatic Fever
_____ Respiratory Problems

_____ Retinal Detachment
_____ Scarlet Fever

_____ Styes
_____ Shortness of breath (before-during-after exercise) circle one

_____ Spinal Disc Problem
_____ Stress Fracture

_____ Tonsilitis

_____ Tonsillectomy

_____ Tuberculosis

_____ Ulcer

_____ None of the above
Last Tetanus Shot: _____   Any Skin Diseases: _____     Any bone diseases: __________

Other illness or hospital admission (in-patient or out-patient): ______________________

Reason for hospital admission:_______________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________

Dental History
Date of last dental exam or treatment: __________

Name of Dentist: __________________________

Address and phone: __________________________________
(        )____________




Address
City

State/Zip

Phone

Do you have any dental problems?    YES     No
If YES, explain: ________________

________________________________________________________________________

Do you wear a mouthpiece or other protective device besides the normal equipment for your sport?  YES      No
If YES, explain: __________________________________

________________________________________________________________________

Vision History

Do you wear glasses or contacts?  YES     No
If YES, which? _________________

Do you wear glasses or contacts for your sport?   YES     No    If YES, which? ________

If yes, do you have a spare set?   YES     No

Date of last eye exam: ___________

Name of eye doctor: ________________________

Address and phone: __________________________________   
(     )______________




Address
City

State/Zip

Phone

Family Doctor Information

Do you have a family doctor?   YES     No
Name of family doctor: ____________________________________________________

Address and phone: ____________________________________
(          )___________




Address
City

State/Zip

Phone

Do you have a family orthopedic doctor?   YES     No

Name of orthopedist: ______________________________________________________

Address and phone:   ___________________________________   (          )___________




Address
City

State/Zip

Phone

Injury History

Do you require any special taping or protective devices such as a brace for your participation?   YES     No
If YES, specify: __________________________________

Are you missing or have impaired function of any paired organ?   YES     No

If YES, explain: __________________________________________________________

Have you ever experienced any of the following conditions?

Back


⁭-None
_____ Scoliosis

_____ Spina Bifida

_____ Disc Injury

_____ Degenerative Disc
_____ Stress Fracture

_____ Muscular injury

_____ Other: ___________________________________________________________
Shoulder

⁭-None


_____ Dislocation

_____ Subluxation

_____ Separation

_____ Rotator Cuff injury
_____ SLAP Lesion

_____ Fracture

_____ Thoracic Outlet Syndrome

_____ Other: ____________________________________________________________

Elbow/Wrist
⁭-None
_____ Fracture

_____ Sprain


_____ Dislocation

_____ Other: ____________________________________________________________

Hip


⁭-None
_____ Fracture

_____ Sprain


_____ Dislocation

​​_____ Stress Fracture

_____ Hip Pointer
_____ Other: ____________________________________________________________

Knee


⁭-None
_____ Osgood’s Schlater Disease
_____ Patella (knee cap) Injury

_____ Ligament Injury

_____ Cartilage Injury


_____ Subluxation


_____ Baker’s Cyst



_____ Muscular (ham, quad, etc)
_____ Chondromalacia
_____ Fracture
_____ Other: ____________________________________________________________

Ankle/Foot/Shin
⁭-None
_____ Sprain


_____ Dislocation

_____ Fracture

_____ Stress Fracture

_____ Achilles Tendon Injury

_____ Other: ____________________________________________________________

Please explain any injuries that you have indicated above: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list, date, and report the physicians name of any surgeries that you have had: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please explain and date all fractures and dislocations: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Neurological History
Have you ever been unconscious?   YES   NO
If YES, were you:  
_____Knocked Out
_____Fainted

_____Passed Out




_____Other

If YES, how long were you out?  ____________________

Were you hospitalized/examined by a doctor for this?  ____________________________

Have you ever sustained a concussion?   YES     NO
If YES, how many times?  __________
Date of last concussion: ________________
Did you see a physician?  __________
Name of physician:  ___________________

How long did it take for complete recovery (no symptoms)?  ______________________

How many practices/games did you miss?  _____practices
_____games

Have you ever had a skull fracture?



YES

No

Have you ever had a neck injury?



YES

No

Have you ever had a fractured neck or spine?

YES

No

Have you ever had an x-ray, CT, or MRI scan taken of your neck or spine?









YES

No

Have you ever had an injury that caused weakness/numbness in your extremities?









YES

No

Have you ever had a “pinched nerve”?


YES

No

Have you or do you wear a neck collar to play athletics?
YES

No


HEART HEALTH HISTORY
Have you ever had discomfort, pain, tightness, or pressure in your chest during exercise?









YES

No
Have you ever had irregular heartbeats, chest pain/pressure during or after exercise?









YES

No

Have you ever suffered from dizziness or lightheadedness during or after exercise?









YES

No

Has a doctor ever ordered a test for your heart? (For example EKG/ECG, Echocardiogram)








YES

No

Does anyone in your family have a heart problem, pacemaker, or implanted defibrillator?









YES 

No

Does anyone in your family have hypertrophic cardiomyopathy, Long QT syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic polymorphic ventricular tachycardia?






YES

No

Please explain all of the above YES answers here: _______________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I affirm that all of my answers to the questions are true and to the best of my knowledge.  I also recognize that if any of my answers are not truthful, my eligibility to participate in Delta College Athletics can be revoked.  I will allow the Athletic Training Staff at Delta College to contact any aforementioned physician regarding any previous medical condition that I may have had including clinical notes, operative notes, and diagnostic test findings.  I acknowledge that all medical information obtained by the Athletic Training Staff at Delta College shall remain confidential. 

_________________________



_______________

Student-Athlete Printed Name



Sport
_________________________



_______________
Student-Athlete Signature




Date
_________________________

Parent/Guardian Signature (if under 18)
