THE UNIVERSITY OF WEST ALABAMA VARSITY ATHLETIC INJURY HISTORY FORM (VAIF  8/8/95


Date__________________Name_________________________________________________________________


MONTH/DAY/YEAR 


LAST


FIRST


MIDDLE

NICKNAME


Social Security# _____________________Race___________Sex:  M  F  Date of Birth_______________Age__________












MONTH/DAY/YEAR
______________________________________   _______________ Sports____________ Position_____________


CAMPUS ADDRESS




LOCAL/DORM PHONE
1. WHAT body part is injured today:  (LEFT)   (RIGHT) ___________________________________________________________________

2.
HOW did this injury occur? Please describe in detail_________________________________________________________________

__________________________________________________________________________________________________________


CONTACT WITH?  (Teammate)  (Opponent)  (Playing Surface)   Other_______________________________________________________________
3.
WHEN did the injury or symptoms occur?_________________________________________________________________________







TIME

DAY

MONTH

YEAR
4.
WHERE did it occur?
(Practice)  (Game)  (Weights)  (Conditioning Drills)  (Other Activity)_____________________________________________________

        Did this injury occur during  (in season workouts)  or  (off season workouts) ?
5.
What type of sensation was felt at the time? Heard?________________________________________________________________
6.
Has this injury recurred?  Yes  No     If so, please explain how often?      How?      When?      Where?__________________________

__________________________________________________________________________________________________________


__________________________________________________________________________________________________________
7.
Have you seen a physician or other medical personnel for this problem?_________________________________________________

If so, please list name:________________________________________________________________________________________
8.
Were X-Rays taken?________When?______________Was surgery recommended or required?_____________________________

If so, when and what type?_____________________________________________________________________________________
9A.
Please list any other injuries or problems & their dates of occurrence with this body part prior to this problem: ___________________
__________________________________________________________________________________________________________
9B.
If there were previous injuries, please describe treatment, surgery, rehabilitation, & recovery:________________________________


__________________________________________________________________________________________________________
*********************************************DO NOT WRITE BELOW THIS LINE*********************************************

SPECIFIC HISTORY:____________________________________________________________________________________________
______________________________________________________________________________________________________________
EVALUATION FINDINGS: (Positive Tests, Signs & Symptoms)____________________________________________________________________

______________________________________________________________________________________________________________
IMPRESSION:__________________________________________________________________________________________________

______________________________________________________________________________________________________________
PLAN:________________________________________________________________________________________________________

______________________________________________________________________________________________________________
TREATMENT:__________________________________________________________________________________________________
_________________________________________________________________________EXAMINED BY:________________________
REHABILITATION:_________________________________________________________ X-RAYS:_____________________________
_________________________________________________________________________MEDICATION:_________________________
OTHER COMMENTS:_______________________________________________________ TO RETURN:_________________________
_________________________________________________________________________REFERRED TO:_______________________

STATUS FOR RETURN TO ACTIVITY:______________________________________________________________________________

______________________________________________________________________________________________________________

