
Confidential Report of Medical History 
(Please complete this form before going to your physician for examination) 

  
Last Name (Print) First Middle Social Security Number 

  
Sport Sex Date of Birth Age Student ID # 
 
Family History: 

Please fill out the charts below as they pertain to your family.   
    

 Age State of 
Health Occupation Age at 

Death 
Cause of 
Death 

  Yes No Relationship 

Father:       Cancer    
Mother:       Tuberculosis    

      Diabetes    
      Heart Disease    Brother(s): 
      Epilepsy/Seizures    
      Stroke/Blood Clots    
      Sickle Cell    Sister(s): 
      Marfan’s Syndrome    

           
 

 

Medical Illness History: 
Have you ever had or do you now have any of the conditions below?      
 Yes No  Yes No  Yes No  Yes No 
Car, Air, Motion, or Sea 
Sickness   Contact with Hepatitis B 

(HBV)   History of Heat Illnesses 
or Heat Cramps   Chest Pain During 

Exercise 
  

Ear, Nose, or Throat 
Trouble    Contact with AIDS or 

HIV   Knocked 
Out/Unconscious   Heart Palpitations or 

Murmurs 
  

Asthma   Venereal Disease (STDs)   Head Injury/Concussions   Convulsions/Seizures   
Tuberculosis   Herpes Virus   Hospitalizations   Dizziness/Fainting   
Whooping Cough   Rectal Bleeding   Surgeries   Pain/Pressure in Chest   
Mumps   Rectal Itching   High Blood Pressure   Shortness of Breath   
Scarlet Fever   Hemorrhoids   Paralysis   Racing/Irregular Heartbeat   
Typhoid Fever   Rheumatism   Amnesia   Intestinal Trouble   
Rheumatic Fever   Gall Bladder Trouble   Migraine Headaches   Stomach Trouble   
Chicken Pox   Gallstones   Frequent Headaches   Nausea/Vomiting    
Small Pox   Appendicitis   Difficulty Sleeping   Frequent Indigestion   
Goiter/Thyroid Disease   Liver Trouble   Anemia/Blood Disorders   Peptic Ulcer   
Diphtheria   Urinary Tract Infection   Neuritis    FEMALES ONLY:   
Polio   Kidney Trouble   Psychiatric Problems   Irregular Periods   
Sickle Cell Anemia   Bloody Urine   Excessive Worry   Absence of Menstruation   
3-Day Measles   Sugar/Protein in Urine   Depression   Severe Cramps   
Malaria   Painful Urination   Nervous Trouble   Lumps in Breast   
Jaundice   Frequent Urination   Lyme Disease   Vaginal Discharge   
Mononucleosis (MONO)   Cancer   Wear Contacts/Glasses   Abnormal Pap Smear   
Chronic Frequent Colds   Tumor/ Growth/ Cyst   Skin Problems   Currently Taking Birth   
Diabetes (Type I or II)   Gout   Staph Infection/Boils            Control Pills?   

If you answered “YES” to any of the above, please explain. 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Please list any ALLERGIES to medications, foods, plants, insects, etc. 

__________________________________________________________________________________________ 
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Please list any MEDICATIONS you are currently taking (including dosage) and for what conditions. 

__________________________________________________________________________________________
__________________________________________________________________________________________ 

Orthopedic History:   
Have you ever sprained / strained, dislocated, fractured, or had repeated swelling or other injury of any bones or 
joints?  Explain any “Yes” answers. 

Body Part YES NO Year Details 

Head & Neck     
Shoulder     
Elbow & Arm     
Wrist, Hand & Fingers     
Back & Spine     
Hip & Thigh     
Knee     
Shin & Calf     
Ankle, Foot, & Toes     

Supplements/Nutrition: 
List any supplement that you are currently taking or have taken in the past to help improve athletic performance 
(e.g. Creatine, Protein, etc.)?___________________________________________________________________ 

Are you taking any supplements for weight loss or dieting (e.g. Ephedrine, Ma Huang, Diuretics, etc.)? 

  

Would you like to speak to a medical staff member regarding any topics or concerns? (e.g. Nutrition, 
Supplements, Drugs, Weight Loss/Gain, Sexual Diseases, etc.)?    YES           NO 

If yes then what topic(s)?   

Signatures: 
I hereby state that the health information has been filled out correctly to the best of my knowledge, and that I 
have fully disclosed all pertinent information to the University and its team physicians. 

 
Student Athletes Signature                                                                                                                                                                    Date 

Minor consent form: Permission is hereby granted for this Student Athlete to be treated at The University of 
Texas-Pan American by the professional medical staff of the Student Health Services or by the team physicians 
designated by UTPA Athletic Training Staff. 

 
Signature of Parent or Guardian:                                                                                                                                                           Date 

 

 

Physician’s Signature Acknowledging Review of Medical History                                                                                                      Date 


