Lone Star Cavalry Sports Medicine

Medical History & Questionnaire

PLEASE PRINT ALL INFORMATION

Name: __________________________________ SSN: ____/____/_____  DOB: ____/____/____

Home Address: ________________________________   Home Phone :(_____) ______-_______

Hockey Address: ______________________________      Hockey Phone: (____) _____-_______

Past Medical History

List any DRUGS or foods that you are allergic to: (Print NONE if no allergy. DO NOT LEAVE BLANK!)

List any MEDICATIONS that you are currently taking: (Prescription AND Non-Prescription!)


Please check YES if you currently have or have ever had any of the conditions listed.




YES
NO






YES
NO

Migraine Headaches
___
___


Frequent Headaches

___
___

Seizures


___
___


Frequent Sore Throats

___
___

Mononucleosis

___
___


Hearing Problems

___
___

Vision Problems

___
___


Chest Pain


___
___

Heart Murmur(s)

___
___


Dizzy Episodes


___
___

Fainting Spells

___
___


High Blood Pressure

___
___

Frequent Diarrhea
___
___


Appendicitis


___
___

Nervous Stomach

___
___


Urinary (Stones, Infections, or Discharge) ____
____

Kidney (Stones, Infections)
___
___


Menstrual Problems

___
___

STD’s


___
___


Anemia



___
___

Hernia


___
___


Ulcers



___
___

Diabetes


___
___


Frequent Heartburn

___
___

Heat Exhaustion

___
___


Pneumonia


___
___

Asthma


___
___


Eating Disorder


___
___

Joint Pain

___
___


Back Pain


___
___

Family Medical History

Please check YES if anyone in your family currently has or has ever had any of the conditions listed.





YES
NO

MOM
DAD
BROTHER
SISTER

Diabetes


___
___
WHO: ________________________________________

High Blood Pressure

___
___
WHO: ________________________________________

Heart Disease


___
___
WHO: ________________________________________

Fainting Spells


___
___
WHO: ________________________________________

Blood Diseases


___
___
WHO: ________________________________________

Any deaths prior to age 40
___
___
WHO: ________________________________________ 

PERSONAL INJURY HISTORY

CHRONIC SPRAINS


Ankle

____None

___Left


___Right


Knee

____None

___Left (inside)

___Right (inside)




____ACL (L or R)

___Left (outside)

___Right (outside)




____PCL (L or R)









Elbow

____None

___Left


___Right


Back

____None

___Upper

___Lower


Neck

___No


___Yes


Shoulder

___None


___Left


___Right

DISLOCATIONS


List body part and number of times. Include Left or Right. _________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________

FRACTURES-(broken bones)


List bone(s) and your age. Include Left or Right. _________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

OTHER


Any chronic pulled muscles? Please list. ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________

How many times have you been knocked out for any reason? 

YES
NO
Dates: ______________


Have you ever been hospitalized as a result of a head injury? 

YES
NO
Dates: _____________

Do you wear glasses?

YES
NO

Contacts?
YES
NO


Do you wear dental appliances?
YES
NO

False Teeth?
YES
NO

Medical Questionnaire

OPERATIONS


Name of Operation: _____________________________________________________ Date: _____/_____/______


Doctor: _______________________________ Town & Hospital: ________________________________________

Name of Operation: _____________________________________________________ Date: _____/_____/______


Doctor: _______________________________ Town & Hospital: ________________________________________

OTHER MEDICAL QUESTIONS


Have you ever been told to stop or give up sports for any reason?



YES
NO



Reason(s): ____________________________________________________________________________


Are you missing any paired organs? (Kidneys, Eyes, Lungs, etc, etc,)



YES
NO



If yes, which? _________________________________________________________________________


Have you ever had serious trouble breathing after running or exercise?



YES
NO



If yes, when: __________________________________________________________________________


Have you ever spent the night in the hospital due to injury or illness?



YES
NO




If yes, why? ___________________________________________________________________________

____________________________________________________________________________________________________


Are you currently receiving medical treatment for any medical or health related problems?

YES
NO


Have you had or currently have any other medical or health problem not listed on this form? 
YES
NO

If Yes, What? _________________________________________________________________________________

Are there any additional health questions you would like to discuss privately with the Team Physician and/or the Head Athletic Trainer?









YES
NO



The undersigned, herewith,

A) Understands that he must refrain from practice or play during medical treatment until he is discharged from treatment by the team physician or a staff member athletic trainer.

B) Certifies that the answers to these questions are correct and true to the best of their knowledge.

C) Understands that his having passed the physical examination does not necessarily mean that he is physically qualified to engage in Ice Hockey, but that only the examiner(s) did not find a medical reason to disqualify him.

D) Fully realizes that Lone Star Cavalry/Blue Line Ice Complex and/or its subsidiaries cannot be held responsible for any previous medical condition(s) that he might have or injuries or illnesses that are not directly related to an official practice, contest, or conditioning session.

E) Understands that upon completion of this form, it will be reviewed and signed by a staff member athletic trainer.

Signature: __________________________________





Date: _________________

Athletic Trainer Signature: ____________________________________



Date: _________________

Lone Star Cavalry Sports Medicine

General Medical Examination


Name: ________________________________
DOB: ______________
Date: ________________


Height: _________
Weight: ________
BP: ________
Vision: L) __________R) ________


	Region
	Normal
	Abnormal
	Description & Comments

	Neurological
	
	
	

	Heart & Lungs
	
	
	

	Skin
	
	
	

	GI System 
	
	
	

	Hernia 
	
	
	

	HEENT
	
	
	

	Teeth & Tongue
	
	
	

	Spine
	
	
	

	Shoulders
	
	
	

	Elbows & Hands
	
	
	

	Hips
	
	
	

	Knees
	
	
	

	Ankles
	
	
	


OTHER PERTININENT INFORMATION: _____________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



PASS: _________  FAIL: _________  DATE: ___________  SIGNATURE: _________________________________








     PHYSICIAN

M.D.
D.O.
PA-C

PHYSICIAN’S NAME PRINTED: ____________________________________________________________________

PHYSICIAN’S ADDRESS: _______________________________
PHONE: _________________________________




________________________________

PAGE  

