SPORTS CANDIDATE MEDICAL QUESTIONNAIRE

AND

HEALTH EXAMINATION FORM

Sport:_________________

Yr. Grad.:________________

Date:________________

1. Part A is to be completed and signed by parent or guardian.

2. Part B is to be completed and signed by the school nurse.

3. Part C is to be completed and signed by the examining physician.

PART A.
TO BE COMPLETED BY PARENT OR GUARDIAN

School____________________________________________________________________________________

Student’s Name_____________________________________________Date of Birth_____________________




Last


First

Parent’s Name______________________________________________Telephone No.(       )_______________

Physician’s Name___________________________________________Telephone No.(       )_______________
Physician’s Address_________________________________________________________________________

1.
When did your child last see a medical doctor in the past two years?_____________________________


Explain_____________________________________________________________________________

2.
Does/Has your child have/had a disease(s) that affects the function of eye, ear, testicle, kidney or 


lung?_______________________________________________________________________________


If so, please explain?___________________________________________________________________

3.
List any operations, fractures, sprains, or bone dislocations? (include date or age)


____________________________________________________________________________________

4.
Has your child ever had any of the following?


a.   Head injury and/or concussion
Y__N__
j.   Mononucleosis and/or allergies 
Y__N__

b.   Seizure and/or convulsion

Y__N__
k.  Asthma and/or allergies

Y__N__


c.   Serious dental problems; bridges, etc.
Y__N__
l.   Blood disorders


Y__N__


d.   Pneumonia and/or bronchitis
Y__N__
m.  Diabetes



Y__N__


e.   Heart murmur/heart condition
Y__N__
n.   Fainting



Y__N__


f.   Rheumatic fever


Y__N__
o.   Heat Stroke/exhaustion

Y__N__


g.   Hepatitis



Y__N__
p.   Menstrual problems

Y__N__

h.   Kidney disease or injury

Y__N__
q.   Tobacco/smokeless tobacco
Y__N__


i.   Arthritis and/or joint redness
Y__N__
r.    Alcohol/drug/steroid use

Y__N__









s.   Eating disorders


Y__N__

5.
Is there a family history of:
a. Sudden death
Y__N__
b. Heart disease
Y__N__

PLEASE EXPLAIN ANY “YES” ANSWERS TO ABOVE QUESTIONS: 


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________

6.
Does your child take any medications now?_________ If so, what?______________________________


____________________________________________________________________________________

7.
Does your child wear glasses?







Y__N__
8.
Has your child had a Tetanus Booster within the past ten years?



Y__N__


If “yes” date of booster_______________________________________________

9.
Do you know any reason for your child not to participate in any sports?


Y__N__


If “yes” please explain_________________________________________________________________

10.
I hereby give my permission for my child to participate in _____________________________________












[Sport(s)]

Signature of Parent________________________________________________Date______________________

PART B.
TO BE COMPLETED BY SCHOOL NURSE
I have reviewed the medical history information contained in Part A.

_______________________________________________________________Date_______________________



(Signature of School Nurse)

PART C.
TO BE COMPLETED BY EXAMINING PHYSICIAN (Please Print)

Name of Student___________________________________________________________________________

1)  Grade ______ 2) Age________ 3) Height _________  4) Weight ______ 5) Blood Pressure __________

6)  Significant Past Illness or Injury___________________________________________________________

7)  Eyes    R20/______:   L20/______     8) Ears: Hearing   R________/15:     L________ /15

9)  Respiratory_____________________________________________________________________________

10) Cardiovascular_________________________________________________________________________

11) Liver______________________12) Spleen_____________________13) Hernia_____________________

14) Musculoskeletal__________________________________15) Skin______________________________

16) Neurological_______________________________________17) Genitalia_________________________

18) Laboratory: Urinalysis______________________________19) Other____________________________

COMMENTS:_____________________________________________________________________________

__________________________________________________________________________________________

Completed Immunizations:   20) Polio_________________

21) Tetanus___________________







Date






Date

I have on this date examined this student and on the basis of the examination and the student’s medical history I have found no reason which would make it medically inadvisable for this student to compete in supervised athletic activities.

Date of Examination:_____________________Signed:_____________________________________________









(Examining Physician)

Physician’s Address:________________________________________Telephone________________________

