 2011-2012 School Year
1.   Have you ever been hospitalized or had surgery?		
Date of Birth:
 __          __
Please explain any “yes” answers in space below
  _________ ______
____
____
 Explain any “YES” answers: 
Date:
Student signature: 
 Parent signature: 
             
 

Sports History Questionnaire

Middlesex School
 

To be completed by student and parent and reviewed by clinical provider

Name:
_______________________________________


Yes

No
________________________________________
________________________________________

2.   Do you have any allergies – medicines, bees, food, etc.



3.   Have you ever passed out during exercise?



4.   Have you ever been dizzy during exercise?



5.   Have you ever had chest pain? Shortness of breath?



6.   Do you tire quicker than your friends during exercise?



7.   Have you ever had high blood pressure?



8.   Have you ever been told you have a heart murmur?



9.   Have you ever had a rapid heart beat or skipped beats?



10. Has anyone in your family died of heart problems or sudden

      death before age 40?



11. Have you ever had a head injury?
____________________________________________________
____________________________________________________

12. Have you ever been knocked out?



13. Have you ever had a seizure or convulsion?



14. Have you ever had heat cramps?



15. Have you ever been dizzy or passed out in the heat?



16. Do you have any skin problems?



17. Have you ever had a fracture, dislocation or severe sprain?



18. Have you ever had a serious medical illness?



19. Do you have an infectious disease?



20. Do you use special pads or braces?



21. Do you wear glasses or contact lenses?



22. Is there any medical reason you should not play sports?



23. Have you ever been advised to restrict your physical activity?



24. Have you ever had any history of weight loss, weight gain,

      and/or disordered eating?
[bookmark: TopmostSubform[0].#subform[0].#subform[2]
____________________

_________________________________
____________________________________________________________

Provider signature of review:
_________________________________________________
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