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MT. SAN ANTONIO COLLEGE
ATHLETIC TRAINING 

SOPHOMORE ATHLETIC HEALTH QUESTIONNAIRE
Instructions:

1.  This form is for MT. SAC STUDENT-ATHLETES RETURNING FOR THEIR SECOND CONSECUTIVE SEASON IN THE SAME SPORT.
2.  When completed PRINT OUT AND SIGN (Verification Signature)
3.  Return the completed form to your designated Head Athletic Trainer.
Student/Athlete Information:

	First Name
	
	     

	Last Name:
	
	     

	Gender:
	
	 FORMDROPDOWN 


	Student ID:
	
	A     

	Date Of Birth:
	
	 FORMDROPDOWN 
-  -    

	Cell Phone Number: 
	
	(   )    -    

	Home Phone Number: 
	
	(   )    -    

	Home Address: 
	
	Address

	City, State and Zip Code: 
	
	City City, State CA  Zip Code 00000 - 0000

	Current Sport:
	
	 FORMDROPDOWN 

                        .

	Previous Sport (if applicable):
	
	 FORMDROPDOWN 
     Year Participated in 0000

	Last Athletic Screening Date:
	
	 FORMDROPDOWN 
-  -    


Student/Athlete Personal Physician Information:

	Physician Name
	
	     

	Address: 
	
	Address

	City, State and Zip Code: 
	
	City City, State CA  Zip Code 00000 - 0000

	Office Phone Number: 
	
	(   )    -    


Recent Medical History:

	1.  Since your last Mt. SAC physical examination, have you had any illnesses or injuries that required medical attention by a physician or medical facility?
	
	 FORMCHECKBOX 
YES            FORMCHECKBOX 
NO (please go to question 2)

	A.  Please explain the medical condition and circumstances which caused your illness/injury which required medical attention by a physician or medical facility.
	
	     


	2.  Since your last Mt. SAC physical examination, have you been hospitalized and/or had an operation?
	
	 FORMCHECKBOX 
YES            FORMCHECKBOX 
NO (please go to question 3)

	A.  Please explain the circumstances that caused your hospitalization/surgery.
	
	     


	3.  Since your last athletic screening, have you…:     

	#
	Condition
	Response
	Explanation for YES Responses

	1
	Suffered a sprain/strain/fracture?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	2
	Suffered a concussion or head injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	3
	Been unconscious for any reason other than anesthesia?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	4
	Suffered a neck injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	5
	Suffered a back injury or had back pain? 
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	6
	Suffered any “burners”, “stingers,” numbness in neck, shoulder or hand?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	7
	Suffered a shoulder, elbow or wrist injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	8
	Suffered a lower leg, ankle or foot injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	9
	Suffered a hip or knee injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	10
	Missed a practice or competition due to an injury or illness?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	11
	Undergone physical therapy or rehabilitation?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	12
	Been diagnosed with any new injuries, medical or surgical problems?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	13
	Noticed that your heart has “skipped” a beat?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	14
	Suffered from a “racing” heart or severe chest pain?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	15
	Suffered from light headedness or fainted?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	16
	Felt dizzy, passed out or “blacked out during or after exercise?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	17
	Had an unfavorable/allergic reaction to a drug, antibiotic or medicine?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	18
	Had a dental injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	19
	Been evaluated by any physicians?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	20
	Felt dizzy, passed out or “blacked out during or after exercise?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	21
	Had an unfavorable/allergic reaction to a drug, antibiotic or medicine?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	22
	Had a dental injury?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	23
	Had frequent, unexplained head aches?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	24
	Experienced coughing, wheezing or breathing difficulties during or after exercise?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	25
	Suffered from a heat illness (heat cramps, heat exhaustion heat stroke)?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	26
	Been diagnosed with an infectious disease or viral infection?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	27
	Been denied clearance to participate in athletics by a medical professional?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     


	4.  General Medical Conditions   

	#
	Condition
	Response
	Explanation for YES Responses

	1
	Do you have allergies?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	2
	Do you take any medication for pain or a medical condition on a regular basis (> 3 days a week)?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	3
	Do take any supplements on a daily or as needed basis?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	4
	Do you have any ongoing or chronic illness?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	5
	Do you wear glasses, contacts or safety lenses?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	6
	Do you require any special equipment in order to participate in athletics?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     

	7
	Do you have a history of anorexia, bulimia and/or other eating disorder?
	 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	     


	5.  Do you have any other condition or problem that could possibly jeopardize your ability to participate in intercollegiate athletics? 
	
	 FORMCHECKBOX 
YES            FORMCHECKBOX 
NO 

	A.  Please explain:
	
	     


Verification Signature
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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 Athlete is under 18 years of age				Date
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