BUCKNELL UNIVERSITY

MEDICAL HISTORY UPDATE FOR RETURNING ATHLETES

The information contained in this medical history form will only be used by the Bucknell University Department of Sports Medicine for purposes of
determining if vou pose a health threat/risk to vourself on the athletic field. The information will remain CONFIDENTIAL at all times.

Date: / /

Athlete’s
Name: Sport(s):

(Last) (First) (Middle)

Date of Birth: / / Gender:|:| Male |:| Female Class:

E-mail: Cell Phone:

Local Apartment/Dormitory Address:

Person to notify in case
Of Emergency: Relationship:

Address:

Home Phone: Cell Phone:

Email:

INTERIM MEDICAL HISTORY

1. Have you had any serious illness or disease, injury, operation, mental illness, infection, accident, fracture, or any |
other significant medical condition during the past year (12 months)? If yes, explain :|YES NO
2. Did this medical condition or any other medical condition require surgery? If yes, explain, include date and location ]YES T NO
3. Have you been hospitalized or examined by a physician other than the team physician for any type of medical |
condition during the past year (12 months)? If yes, for what reason? :l YES NO
4. Are you currently ill in any way? I:l YES D NO
5. Have you had a concussion, head injury, or loss of consciousness during the last year (12 months)? If yes, explain, —
include dates YES :|NO
6. Do you currently have any healing injuries? If yes, explain ] ]

Yy y y g1nj ¥ P YES NO
7. Are you currently taking any medications on a regular basis? If yes, explain — VES — NO
8. Are you currently taking any short-course medications for a specific current illness, injury, etc.? VES _NO
9. Have you had any immediate relative die suddenly in the past year (12 months)? If so, what was the cause of death? [ VES 1 NO
10. Have you or anyone in your immediate family been diagnosed with cardiopulmonary disease or any other - |
problems (heart murmur, high blood pressure, etc.) If yes, explain YES NO
11. During the past year (12 months) have you had any type of problem with tolerance to exercise (shortness of - -
breath, dizziness, chest pains, fatigue)? If yes, explain YES NO
12. Do you wear glasses, contacts, or protective eyewear? [ 1ves | Ino
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13. Do you have any allergies? (drug, food, seasonal, other) If yes, explain :|YES DNO
14. Have you had either a gain or loss of greater than ten (10) pounds in the past year (12 months)? YES NO
15. If you have been diagnosed with ADD/ADHD, have there been any changes in your medication in the past year (12
months)? If yes, please list the drug and dosage :|YES ]NO
16. Would you like to discuss any current health issues with your athletic trainer? YES NO
17. Compete the chart below and give details to the right if you have sustained injuries during the last year (12months).
HEAD YES NO
NECK YES No |N/a
SHOULDER YES NO n/a
ARM YES NO |n/a
ELBOW YES NO |Nn/a
FOREARM YES NO |Nn/a
WRIST YES No |n/a
HAND YES NOo |n/a
FINGERS YES No |N/a
CHEST YES NO |n/a
SPINE YES No |[n/a
ABDOMEN YES NO
PELVIS YES NO |Nn/a
HIP YES No |n/a
THIGH YES No |n/a
KNEE YES NO |n/a
LEG YES NO |n/a
ANKLE YES NO |n/a
FOOT YES NO |Nn/a
TOES YES No |N/a
Females ONLY Section:
18. Have you had menstrual periods within the last year (12 months)? If yes, how many and what was the longest Yes No
time between periods?
19. Do you take any medications during your menstrual periods? If so, what? Yes No
20. Do you take birth control pills? If yes, what brand? Yes No

If you have any additional conditions, problems, or comments that have not been addressed thoroughly in the above questionnaire, please use

the space below to inform us so that we may be able to better serve you with our best medical care.

All statements and answers in the above medical history questionnaire are true and complete to the best of my knowledge. I have no

abnormality, limitation, or restriction not mentioned in this record. [ understand that this information is to help determine my fitness to

participate in athletics, and to aid in the treatment and diagnosis of future injuries/illnesses that [ may incur.

| have read and agree to the above statement.

Submit Form
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