UNIVERSITY OF CENTRAL FLORIDA SPORTS MEDICINE
Camps / Clinics Initial Evaluation Form

Participant’s Name 









     

Sex

 FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female

Soc. Sec. # 



     Team / Group 



Injury Date 







       Injury Time 



  am / pm

Injured Body Part
 FORMCHECKBOX 
  Right      FORMCHECKBOX 
  Left  










Witness(es) 














SUBJECTIVE INFORMATION

HISTORY / DESCRIPTION 













OBJECTIVE EXAMINATION

ASSESSMENT 















TREATMENT PLAN:
 FORMCHECKBOX 

Return to Participation
 FORMCHECKBOX 

Removed from Activity
 FORMCHECKBOX 

Rest

 FORMCHECKBOX 

Referred to Winter Park Memorial Hospital
 FORMCHECKBOX 

Referred to Florida Hospital South

 FORMCHECKBOX 

Referred to UCF Student Health Services
 FORMCHECKBOX 

Sent Home

 FORMCHECKBOX 

Other  









Patient transported to medical facility?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO


By whom? 






Date? 



     Time? 



Parents / Guardians contacted?
 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO
If yes, by whom? 







Date? 







Time? 




Comments  
















Athletic Trainer’s Signature









Date
UCF Sports Medicine

05/29/02

