THE UNIVERSITY OF WEST ALABAMA MEDICAL HISTORY & PHYSICAL FORM
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ATHLETIC TRAINING STUDENT

DATE:_____/____/____








        

       


 MONTH / DAY / YEAR
ATHLETIC TRAINING STUDENT NAME:________________________________________________________________

(LAST)


(FIRST)

(MIDDLE)

(NICKNAME) 


SOCIAL SECURITY # OR STUDENT # (If different than Social Security #):_______/_____/________


DATE of BIRTH: _____/_____/_____
_____/_____/_____________



   MONTH / DAY / YEAR 
AGE
SEX
RACE
	I. Person to notify in case of an Emergency:
___________________________________________________  Relationship:____________________________________

Address:____________________________________________________________________________________________









(City)


(State)


(Zip) 

Home Phone: ( ________ )__________________________  Business Phone: ( ________ )_________________________

	
	
	

	Father’s Name: _______________________________________
Mother’s Name: ______________________________________
	
	Spouse’s Name: ______________________________________
Name of family physician: ______________________________

	
	
	

	


MEDICAL HISTORY

	1. Have you ever had any serious illness, disease, injury, operation, mental illness, infection, accident, or any other significant medical condition?
If yes, please explain


	YES
	NO

	2. Have you ever been diagnosed with a heart murmur or any other heart condition?  If yes, what was the condition, and what tests were performed to evaluate it?


	YES
	NO

	3. Did this medical condition or any other medical condition require surgery? 
If yes, please explain, including date and location.


	YES
	NO

	4. Have you ever been hospitalized or examined by a physician other than the team physician for any type of medical condition?
If yes, for what reason?


	YES
	NO

	5. Have you had a serious head injury or concussion? 
If yes, give an explanation, including dates and location.


	YES
	NO

	6. Have you had an immediate relative die suddenly in the past year (12 months)?  If so, what was the cause of death?


	YES
	NO

	7. Complete the chart below and give details to the right if you have ever sustained an injury to the listed body part.

	HEAD
	YES
	NO
	
	ABDOMEN
	YES
	NO
	R
	L
	

	NECK
	YES
	NO
	R
	L
	
	PELVIS
	YES
	NO
	R
	L
	

	SHOULDER
	YES
	NO
	R
	L
	
	HIP
	YES
	NO
	R
	L
	

	ARM
	YES
	NO
	R
	L
	
	THIGH
	YES
	NO
	R
	L
	

	ELBOW
	YES
	NO
	R
	L
	
	KNEE
	YES
	NO
	R
	L
	

	FOREARM
	YES
	NO
	R
	L
	
	LEG
	YES
	NO
	R
	L
	

	WRIST
	YES
	NO
	R
	L
	
	ANKLE
	YES
	NO
	R
	L
	

	HAND
	YES
	NO
	R
	L
	
	FOOT
	YES
	NO
	R
	L
	

	FINGERS
	YES
	NO
	R
	L
	
	TOES
	YES
	NO
	R
	L
	

	CHEST
	YES
	NO
	R
	L
	
	SPINE
	YES
	NO
	R
	L
	


If you have any additional conditions, problems, or comments that are or have not been addressed thoroughly in the above questionnaire, please use the space below to inform us so that we may be able to better serve you with our best medical care.

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

All statements and answers in the above medical history questionnaire are true and complete to the best of my knowledge.  I have no abnormality, limitation, or restriction not mentioned in this record.  I understand that this information is to help determine my fitness to participate in athletics, and to aid in the treatment and diagnosis of future injuries/illnesses that I may incur.

DATE _______________________ PRINTED NAME OF ATHLETE ____________________________________________________










(First)

(Middle)

(Last)

DATE _______________________ SIGNATURE OF ATHLETE _______________________________________________________

Pre-Participation Physical Examination Form
	HEIGHT:____________ WEIGHT: ___________ BODY COMPOSITION: ______________% ___________












Formula
     


	ORTHOPAEDIC EXAMINATION
***(Record any ROM Limitations, Deformities, Abnormalities)***
NECK:  No, Yes ________________________________________________________________________________________________

	SHOULDER:  R): No, Yes _________________________________________________________________________________________

	
       L): No, Yes _________________________________________________________________________________________

	ELBOW:
R): No, Yes ____________________________________________________________________________________________

	
L): No, Yes ____________________________________________________________________________________________

	WRIST:
R): No, Yes ____________________________________________________________________________________________

	
L): No, Yes ____________________________________________________________________________________________

	HANDS & FINGERS:  R): No, Yes ____________________________________________________________________________________

	

   L): No, Yes ____________________________________________________________________________________

	SPINE:  No, Yes ________________________________________________________________________________________________

	HIP:  R): No, Yes ________________________________________________________________________________________________

	         L): No, Yes ________________________________________________________________________________________________

	KNEE:  R): No, Yes ______________________________________________________________________________________________

	             L): No, Yes ______________________________________________________________________________________________

	ANKLE:  R): No, Yes _____________________________________________________________________________________________

	                L): No, Yes _____________________________________________________________________________________________

	FEET & TOES:  R): No, Yes ________________________________________________________________________________________

	
          L): No, Yes ________________________________________________________________________________________

	VISUAL ACUITY:  L)________   R)______


DOMINANCE:  EYE_________
HAND_________

	GENERAL MEDICAL:

	BLOOD PRESSURE: ____________________________________

PULSE: ______________________

	
	NORMAL
	ABNORMAL
	
	NORMAL
	ABNORMAL

	HEAD
	
	
	RESPIRATORY
	
	

	EYES
	
	
	HEART
	
	

	EAR, NOSE, THROAT
	
	
	ABDOMEN
	
	

	NECK
	
	
	URINARY
	
	

	SKIN
	
	
	OTHER
	
	

	Physician’s Comments: 


OVERALL PHYSICAL EXAMINATION RESULTS:

	RESULTS
	CHECK ONE
	COMMENTS

	PASSED WITHOUT LIMITATIONS TO PERFORM DUTIES AS ATHLETIC TRAINING STUDENT: such as lifting heavy objects
	
	

	FAILED DUE TO THE FOLLOWING REASON(S):


	
	


Physician's Signature:___________________________________________
Date: _____________________
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2

