HILLSDALE COLLEGE ATHLETIC MEDICINE HISTORY AND PHYSICAL

SS#

School Address

School Phone:

Name Date
Home Address

Phone

DOB Email

FATHER/ GUARDIAN INFORMATION

Father’s Name
Social Security No.
Date of Birth

MOTHER/ GUARDIAN INFORMATION

Mother’s Name
Social Security No.
Date of Birth

Address Address

Employer Employer

Address Address

Telephone Telephone

Vaccines (indicate year of last): Tetanus Flu Pneumonia Other

MEDICAL HISTORY Have you ever had or been diagnosed with any of the following? Check all that apply.
O headache/migraine O osteoporosis
O dizziness/vertigo O lupus/shoguns disease
O neck pain/fractures O lyme disease
3 cervical disk degeneration O fibromyalgia
3 thyroid problems O gout/psoriasis
O chest pain/angina O AIDS
O heart attack/myocardial infarction 3 liver disease/hepatitis
O congestive heart failure 3 chrosis
3 coronary heart disease O renal disease or failure
O irregular heartbeats/arrythmia O anemia
O heartburn/GERD O asthma/bronchitis
O hiatial hernia O emphysema
O peptic ulcer disease O tuberculosis
3 high blood pressure O cancer-what type:
O stroke/CVA O psychological disorders:
O vascular disease 0 anxiety
O diabetes O depression
3 epilepsy/tremors 0 schizophrenia
O seizures O Dbipolar disorder
O weakness of extremities 3 Other:
O numbness/tingling sensation
O polio
O arthritis
O rheumatoid arthritis
FRACTURE OF BONES
Bone: Date: Result:
Bone: Date: Result:
Bone: Date: Result:
Bone: Date: Result:
SURGERIES /7 HOSPITALIZATIONS
Surgery Date Complications
Have you ever had general anesthesia? yes no
Have you experienced problems with anesthesia? yes no If yes, describe:
SOCIAL HISTORY
Work in the home: yes  no Student
Marital Status: Single Married Divorced Separated Widowed



Children yes no If yes, how many?

Do you live alone? yes no

Exercise? Daily Weekly Monthly Rarely Never

What type of exercise?

Are you on a special diet? yes no If yes, describe:

History of substance abuse? yes no If yes, what?

Smoke currently? yes no If yes, smoking cig/day # years

Quit smoking? yes no Year quit: prior to quitting packs per day for years

Drink alcohol? yes no If yes, how often? x/daily x/week x/month xlyear

FAMILY HISTORY

MEMBER ALIVE DECEASED AGE  Health status or cause of death

Grandmother (mom’s) A D

Grandfather (mom’s) A D

Grandmother (dad’s) A D

Grandfather (dad’s) A D

Father A D

Mother A D

Sister/Brother A D

Sister/Brother A D

Sister/Brother A D

Sister/Brother A D

MEDICATIONS

Medications Dose How long? Side effects

ALLERGIES

Medication:

Other:

REVIEW OF SYSTEMS Are you currently, or have you ever had any of the problems listed below?
Circle one Describe all yes responses

Vision Problems yes no

Ear/nose/throat yes no

Breathing problems yes no

Cough/congestion yes no

Upper respiratory infections yes no

Chest pain or tightness yes no

Digestive problems yes no

Bowel problems yes no

Bladder problems yes no

Balance problems yes no

Numbness/tingling yes no

Fainting spells yes no

Swollen joints yes no

Muscle pains yes no

Joint pains yes no

Bone pains yes no

Other Important Information

| attest, to the best of my knowledge that this information is accurate and complete.

Signature

Date




