
Name of Student__________________________________  Age____________   Date of Birth _________________ 

Grade Level_________ Sports:  Fall________________ Winter__________________ Spring ___________________ 

Family Doctor ____________________________________  Doctor phone nbr_______________________________ 

Yes No 
1 Has student ever been hospitalized? 
2 Has student ever had surgery? 
3 Does student have chronic illness for which regular doctor visits are required? 
4 Has student experienced unexpected weight loss? 
5 Has student experienced a medical problem or surgery since last physical exam? 
6 Is student presently taking any medication or pills? 
7 Does student have any allergies, including insect sting or medications? 
8 Has student ever passed out or felt dizzy during or after exercise? 
9 Has student ever had chest pain during or after exercise? 
10 Does student tire more quickly than friends during exercise? 
11 Does student have history of high blood pressure? 
12Has student ever been told of any heart murmur condition? 
13 Does student have any history of heart skipping or racing? 
14 Has anyone in the student’s family died suddenly or of heart problems before age of 50? 
15 Does student have any skin problems, itching, rashes, acne, eczema? 
16 Has student very had a head injury or concussion? 
17 Has student ever been knocked out or unconscious? 
18 Has student ever experienced a seizure? 
19 Has student every experienced a stinger or pinched nerve? 
20 Has student ever had muscle cramps or heat related cramps? 
21 Has student ever passed out or been dizzy because of heat? 
22 Does student cough or have trouble breathing during or after exercise? 
23 Does student have asthma? 
24 Does student require any special equipment, pads, braces, mouth or eye guards? 
25 Does student have trouble with vision or eye related conditions? 
26 Does student wear glasses, contacts, or protective eye wear? 
27 Has student fractured, dislocated or repeatedly sprained any bone or joint? 
28 Does student have any infectious condition, like mononucleosis? 
29 Is student diabetic? 
30 When was student’s last tetanus shot? 
31 When was student’s last measles immunization? 
For any yes indications, please write the question number here___________ and explain (use back of form if needed) 

For any yes indications, please write the question number here___________ and explain (use back of form if needed 

The information on this form, to the best of my knowledge, is accurate and inclusive of all related medical  history of my child. 

Parent/Guardian______________________________________________________ Date _____________________________ 

Primary contact for any follow up questions Phone__________________________ email___________________________________________ 
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