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MT. SAN ANTONIO COLLEGE
ATHLETIC TRAINING 
STUDENT/ATHLETE HEALTH HISTORY QUESTIONNAIRE
Instructions:

1.  Please carefully read and answer all requested information 
2.  When completed PRINT OUT AND SIGN (Verification Signature)) on page 5 
3.  Return the completed form to your designated Head Athletic Trainer to schedule a Health Screening.

General Information:

	First Name:
	
	     

	Last Name:
	
	     

	Gender:
	
	 FORMDROPDOWN 


	Student ID:
	
	A     

	Date Of Birth:
	
	 FORMDROPDOWN 
-  -    

	Cell Phone Number: 
	
	(   )    -    

	Home Phone Number: 
	
	(   )    -    

	Sport(s):
	
	 FORMDROPDOWN 
        FORMDROPDOWN 


        Click Season of sport                                  Please pick the sport that you are currently participating in.
                                                                  Please also list a secondary sport you participate or may participate in.


Medical History:

HEAD

	1.  Do you experience headaches?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	     A.  How frequently do they occur?
	
	 FORMDROPDOWN 


	     B.  What part of your head are the headaches located? 
	
	     

	     C.  Do you take any medications to relieve them?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	     D.  What medication(s) do you take to relieve them? 
	
	     

	

	2.  Have you experienced any recent episodes of dizziness, seizures or convulsions?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	     A.  How frequently do they occur?
	
	 FORMDROPDOWN 


	     B.  Do you take any medications to relieve them?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	     C.  What medication(s) do you take to relieve them?
	
	     

	

	3.  Have you ever fainted?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	     A.  How frequently do they occur?
	
	 FORMDROPDOWN 


	
	
	

	4.  Have you ever had a head injury?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	     A.  Did you lose consciousness?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	     B.  How long did you lose consciousness? 
	
	     

	     C.  Were you under the care of a doctor?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	     D.  Were you hospitalized? 
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	E.  Did any of the following occur when you lost

          consciousness?
	
	 FORMCHECKBOX 
 Paralysis           FORMCHECKBOX 
 Numbness, tingling or weakness of any extremity

	     F.  How long before you resumed normal activity?
	
	     

	     G.  Were you cleared by your physician with no

           restrictions?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	5.  Have you ever had a neck injury?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to next section… Eyes

	A.  Did you lose consciousness?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	B.  How long did you lose consciousness? 
	
	     

	C.  Were you under the care of a doctor?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	D.  Were you hospitalized? 
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	E.  Did any of the following occur when you lost

     consciousness?
	
	 FORMCHECKBOX 
 Paralysis           FORMCHECKBOX 
 Numbness, tingling or weakness of any extremity

	F.  How long before you resumed normal activity?
	
	     

	G.  Were you cleared by your physician with no

      restrictions?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO


EYES

	1.  Do you wear any of the following?
	
	 FORMCHECKBOX 
 Glasses    FORMCHECKBOX 
 Contact Lenses

	

	2.  Have you had any of the following problems with your eyes/vision? 
	
	 FORMCHECKBOX 
 Trauma      FORMCHECKBOX 
 Pink Eye      FORMCHECKBOX 
 Loss of Vision      FORMCHECKBOX 
 Pain      FORMCHECKBOX 
 NONE

	     A.  If you answered yes to any of the above in question 2, please explain about the circumstances of the condition(s).
	
	     


EARS

	1.  Have you ever had a loss of hearing?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	     A.  How long did you lose your hearing?
	
	     

	     B.  Please explain your hearing loss situation
	
	     

	

	2.  Have you had any of the following problems with hearing? 
	
	 FORMCHECKBOX 
 Infection      FORMCHECKBOX 
 Swimmer’s Ear      FORMCHECKBOX 
 Drainage      FORMCHECKBOX 
 Ringing      FORMCHECKBOX 
 NONE     

	     A.  If you answered yes to any of the above in question 2, please explain about your hearing problem(s)
	
	     

	
	
	

	3.  Do you wear a hearing aid?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO 


NOSE
	1.  Have you ever broken your nose
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO 

	

	2.  Do you experience frequent nosebleeds?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	A.  How frequently?
	
	     

	

	3.  Do you experience frequent sneezing?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  How frequently?
	
	     

	
	
	

	4.  Do you have hay fever?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO


THROAT
	1.  How often do you have colds?
	
	 FORMDROPDOWN 


	

	1.  How often do you have a sore throat?
	
	 FORMDROPDOWN 



SKIN
	1.  Do you have a rash that has not cleared up?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	A.  Location of rash?
	
	     

	

	2.  Have you ever had ringworm?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	A.  Do you currently have ringworm?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	B.  Location of current ringworm infection?
	
	     

	

	3.  Do you frequently have athletes foot?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  Do you currently have athletes foot?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO 


CHEST
	1.  Do you experience chest pain?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	A.  Please explain the circumstances when this occurred
	
	     

	B.  How frequently?
	
	 FORMDROPDOWN 


	C.  Have you ever been treated by a doctor for this condition?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	2.  Have you ever experienced shortness of breath at rest?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	

	3.  Have you ever “passed out” during or after exercise?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  Please explain the circumstances when this occurred
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO 

	
	
	

	4.  Do you have asthma or experience wheezing?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	A.  Are you on medication for these conditions?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question B

	     1.  What is the name of the medication you are using?
	
	     

	B.  Do you use an inhaler?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question C

	     1.  Do you need it for practice or competition?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	C.  Have you ever been hospitalized for your asthma?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	     1.  When were you last hospitalized for asthma?     
	
	  FORMDROPDOWN 
 Year

	     2.  Where you placed on a ventilator?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	5.  Do you have a chronic cough?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	A.  Do you cough up blood?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	     1.   How frequently?
	
	 FORMDROPDOWN 



HEART
	1.  Have you ever been diagnosed with a heart murmur?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	A.  Please explain the details of this diagnosis
	
	     

	B.  Was your athletic clearance withheld because of this?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	C.  Have you ever been treated by a doctor for this condition?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	2.  Have you ever been diagnosed with high or low blood pressure? 
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 3

	A.  Please explain the details of this diagnosis
	
	     

	B.  Are you on blood pressure medication?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	3.  Have you been diagnosed with any heart disease?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  Please explain the details of this diagnosis
	
	     

	
	
	

	4.  Do you have occasional chest pains?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	A.  Please explain when they occur?
	
	     

	B.  Do they occur during vigorous exercise or exertion?  
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO


GASTRO INTESTINAL
	1.  Do you suffer from any of the following gastrointestinal symptoms/problems?

	 FORMCHECKBOX 
 Heartburn
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Indigestion
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Nausea
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Vomitting
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Vomited Blood
	
	 FORMDROPDOWN 
  Please Explain      

	

	2.  Do you suffer from any of the following bowel symptoms/problems?

	 FORMCHECKBOX 
 Diarrhea
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Chronic constipation
	
	 FORMDROPDOWN 


	 FORMCHECKBOX 
 Bloody stool
	
	 FORMDROPDOWN 
 Please Explain      

	

	3.  Do you have or have you been diagnosed with an eating disorder?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	A.  Which eating disorder(s) do you have? 
	
	 FORMDROPDOWN 



URINARY
	1.  Do you suffer from any of the following urinary symptoms/problems?

	 FORMCHECKBOX 
 Urinary burning
	
	When?  FORMDROPDOWN 
 Year

	 FORMCHECKBOX 
 Passed blood urinating
	
	When?  FORMDROPDOWN 
 Year, Please Explain      

	 FORMCHECKBOX 
 Kidney stone(s)
	
	When?  FORMDROPDOWN 
 Year

	 FORMCHECKBOX 
 Hernia
	
	Please Explain      

	 FORMCHECKBOX 
 Kidney Disease
	
	Please Explain      


FEMALE ATHLETES – for female athletes only
	1.  Do you consider your menstrual irregular?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	A.  Are your menstrual cycles absent?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	B.  Are you pregnant?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO


SKELETAL
	1.  Have you ever had a…?

	 FORMCHECKBOX 
 Sprained ankle
	 FORMCHECKBOX 
LEFT      FORMCHECKBOX 
RIGHT      FORMCHECKBOX 
BOTH
	Please Explain      

	 FORMCHECKBOX 
 Knee injury
	 FORMCHECKBOX 
LEFT      FORMCHECKBOX 
RIGHT      FORMCHECKBOX 
BOTH
	Please Explain      

	 FORMCHECKBOX 
 Shoulder injury
	 FORMCHECKBOX 
LEFT      FORMCHECKBOX 
RIGHT      FORMCHECKBOX 
BOTH
	Please Explain      

	 FORMCHECKBOX 
 Back injury
	Please Explain      

	 FORMCHECKBOX 
 Neck injury
	Please Explain      

	 FORMCHECKBOX 
 “Stinger-Burner”
	Please Explain      

	

	2.  Do you have ARTHRITIS?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	A.  Please explain your condition and location of the arthritis? 
	
	     

	

	3.  Have you ever had a dislocation?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  Location of dislocation?
	
	     

	B.  Date of dislocation
	
	 FORMDROPDOWN 
 Year

	C.  Please explain the circumstances of your dislocation?
	
	     

	

	4.  Do you have any joints that feel as if it is slipping?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	A.  Please explain the problem?
	
	     

	

	5.  Have you ever had orthopedic surgery?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 6

	A.  Describe the procedure performed?
	
	     

	B.  Date of surgery procedure?
	
	 FORMDROPDOWN 
 Year

	
	
	

	6.  Do you have a pin, plate, screw or anything metal in your body?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to next section

	A.  Describe the location and reason for these objects
	
	     


GENERAL HEALTH
	1.  Do you have any of the following allergies?

	 FORMCHECKBOX 
 Drug(s)
	Drug name(s) you are allergic to      

	 FORMCHECKBOX 
 Insect bites
	Drug name used for the allergic reaction      

	 FORMCHECKBOX 
 Local anesthesia used by Doctors/Dentists
	Drug name(s) you are allergic to      

	A.  Have you ever been hospitalized for your allergies?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 2

	     1.  What was the allergic reaction to?
	
	     

	     2.  Date of hospitalization?
	
	 FORMDROPDOWN 
 Year

	     3.  Location of hospitalization?
	
	     

	

	2.  Have you ever had any of the following conditions?

	 FORMCHECKBOX 
 Hepatitis
	
	Please explain      

	 FORMCHECKBOX 
 Mononucleosis
	
	Please explain      

	 FORMCHECKBOX 
 Pneumonia
	
	Please explain      

	 FORMCHECKBOX 
 Rheumatic Fever
	
	Please explain      

	 FORMCHECKBOX 
 Chicken Pox
	
	Please explain      

	 FORMCHECKBOX 
 Measles
	
	Please explain      

	 FORMCHECKBOX 
 Sickle Cell Trait or Disease
	
	Please explain      

	 FORMCHECKBOX 
 Rheumatic Fever
	
	Please explain      

	

	3.  Have you ever had seizures or have a seizure disorder? 
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 4

	A.  Please explain the details of your seizures
	
	     

	

	4.  Do you have diabetes?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 5

	A.  Do you take insulin for your diabetes?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	5.  Have you ever collapsed due to the heat?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 6

	A.  Please explain when and where this last occurred?
	
	     

	B.  Where you hospitalized after you collapsed?  
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	

	6.  Have you ever smoked?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 7

	A.  How many packs a day do you currently smoke?
	
	 FORMDROPDOWN 


	B.  How many packs a day did you used to smoke?  
	
	 FORMDROPDOWN 


	

	7.  Have your weight changed significantly in the last 3 months?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 8

	A.  Please explain why your weight has changed recently?
	
	     

	
	
	

	8.  Are you currently taking any prescribed medications?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 9

	A.  Name of prescribed medication?
	
	     

	
	
	

	9.  Are you currently taking any over the counter medications?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 10

	A.  Name of over the counter medication?
	
	     

	B.  How much are you taking a day?
	
	     

	C.  Reason for taking the medication
	
	     

	
	
	

	10.  Are you currently taking any supplements to enhance performance, training or nutrition?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 11

	A.  Name of supplement (s)
	
	     

	B.  Amount of supplement(s) you are taking daily?
	
	     

	
	
	

	11.  Have you ever had a serious disease?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 12

	A.  Please explain about the serious disease?
	
	     

	
	
	

	12.  Have you ever been hospitalized?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to question 13

	A.  Date(s) of hospitalization?
	
	1  FORMDROPDOWN 
 Year, 2  FORMDROPDOWN 
 Year, 3  FORMDROPDOWN 
 Year, 4  FORMDROPDOWN 
 Year

	B.  Reason(s) for hospitalization?
	
	1      , 2      , 3      , 4      

	
	
	

	12.  Do you have any other conditions not mentioned previously?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to next section

	A.  Please explain about these conditions
	
	     


FAMILY HEALTH
	1.  Does anyone in your family have…?

	 FORMCHECKBOX 
 Heart Disease
	
	Who?      

	 FORMCHECKBOX 
 Diabetes
	
	Who?      

	 FORMCHECKBOX 
 High Blood Pressure
	
	Who?      

	

	2.  Has anyone in your family had heat exhaustion or heat stroke?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO 

	

	3.  Do you have a family history of sudden death?
	
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO skip to verified signature

	A.  Please explain the circumstances surrounding the sudden death of your family member?
	
	     


Verification Signature

[image: image1]
I have verified that the responses in this questionnaire are correct to the best of my knowledge/belief and understand that they will be used to determine my fitness ability to participate in the sport(s) I have listed in this Athletic Health Screening Packet.  I understand that failure to disclose a preexisting condition/injury/illness may result in:





1. Mt. San Antonio College’s Insurance Policy excluding or limiting benefits for re-injury of the preexisting undisclosed condition.  


2. Termination of my athletic eligibility.








____________________________________________________________      	_____________________________


Athlete Signature								Date








_____________________________________________________________      	_____________________________


Parent Signature (if student/athlete is under 18 years of age)			Date
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