Mendocino College 
Medical History & Pre-Participation 
Physical Examination Form











DATE: ____/____/____

                                                                                                                     Month     Day      Year
Athlete’s 

Name: ________________________________________________________ Sports: _____________

(Last)


(First) 


(Middle)
Social

Security # :_____/____/_____

Date of Birth:____/____/____       _______/______






           Month   Day      Year
    Age                Sex
Classification:   Freshman

Sophomore

Red Shirt______ 
Local Apartment



       Local 


Cell

Address:___________________________Phone:____________  Phone:______________  __________________________________

A. Family Medical History: Has any blood relative ever had?
	Cancer 
	YES
	NO
	Stroke
	YES
	NO
	Die suddenly before age 50
	YES
	NO

	Diabetes
	YES
	NO
	Epilepsy /Seizures
	YES
	NO
	Sickle Cell Trait/Disease
	YES
	NO

	Heart Trouble
	YES
	NO
	Mental Illness/Depression
	YES
	NO
	Bleeding Disorder/

Blood disease
	YES
	NO

	High Blood Pressure
	YES
	NO
	Alcoholism/Drug Abuse
	YES
	NO
	
	
	

	Other , Please explain:


	Blood type: 
A+   A-   B+   B-   AB+   AB-   O+   O-


B.  General Medical Allergies: Please answer as to whether you are allergic to the following items?

	Aspirin
	Y
	N
	Penicillin
	Y
	N
	Tetanus Antitoxin or 
Serums
	Y
	N
	Bee stings
	Y
	N

	Codeine
	Y
	N
	Erythromycin
	Y
	N
	Novocain or other
anesthetics
	Y
	N
	Wasps stings
	Y
	N

	Sulfa Drugs
	Y
	N
	Ibuprofen
	Y
	N
	Hay Fever – dust/mold/
pollen/grass
	Y
	N
	Latex
	Y
	N

	Iodine
	Y
	N
	Acetaminophen
(Tylenol)
	Y
	N
	Oral-Anti-inflamitories
	Y
	N
	
	
	

	1. Are you allergic to any other drug, medications, foods, plants, insects, etc. not listed above?  If yes, please list those allergies here:


	
	


C.  GENERAL MEDICAL INFORMATION:  (CIRCLE THE CORRECT ANSWER) 
	1. Do you have a Heart Disease?
If yes, please list any medications taken for this condition:
	YES
	NO
	Heart Disorder? 
If yes, please list any medications taken for this condition:
	YES
	NO
	Heart Murmur? 
If yes, please list any medications taken for this condition:


	YES
	NO

	2. Have you ever had one of the following tests performed for a heart condition?
	Electrocardiogram (EKG)
	YES
	NO
	Echocardiogram
	YES
	NO
	Treadmill Stress Test
	YES
	NO

	3. During the past year (twelve months) have you had any type of problem with tolerance to exercise?
If yes, please give a brief explanation.
	YES
	NO

	4. Do you have Hypertension (High Blood Pressure)?
	YES
	NO
	Do you have Hypotension (Low Blood Pressure)?
	YES
	NO

	5. Please list any and all medications you take for High or Low Blood Pressure including the names, dosages, and how often you take them:



	6. Have you Passed Out or had Fainting Spells?
	YES
	NO
	Did this occur with exertional activities?
	YES
	NO

	7. Have you ever had a Concussion?
If yes, please list the number of times and severity of each below:


	YES
	NO

	8. Have you ever been hospitalized for any of the concussions you sustained?
	YES
	NO

	9. Have you ever been knocked unconscious?
If yes, please list the number of times and which ones you were hospitalized for?


	YES
	NO

	10. Have you ever had a Skull Fracture?
	YES
	NO
	Double Vision?
	YES
	NO
	Blurred Vision?
	YES
	NO

	11. Are you a Diabetic or ever been treated for Diabetes?
If yes, please list the age at which your diabetes began as well as any and all medications you take for this condition:
	YES
	NO

	12. Do you or have you ever had Anemia?
	YES
	NO
	Sickle- cell anemia or trait?
	YES
	NO
	Hypoglycemia (Low Blood Sugar)?
	YES
	NO

	13. Do you have a vision defect in either one or both eyes and if yes, please specify below:


	YES
	NO

	14. Do you wear glasses?
	YES
	NO
	Do you wear contact lenses?
	YES
	NO

	15. If yes, do you wear them during practice?
	YES
	NO
	If yes, do you wear them during games?
	YES
	NO

	16. Have you ever had glaucoma?
	YES
	NO
	Have you ever had retinal detachment?
	YES
	NO

	17. Do you have a hearing defect?
If yes, please specify below and list any hearing aids worn:
	YES
	NO

	18. Do you wear any dental appliances?
	YES
	NO
	If so, do you wear them during practice?
	YES
	NO

	19. If yes, circle the appropriate appliance: Corrective Braces. Permanent Bridge, Permanent Crown or Jacket, Removable Partial or Full Plate



	20. Do you have any severe tooth trouble, gum trouble, or dead teeth?
If yes, please list details below:


	YES
	NO

	21. In the past 3 years have you had a Tetanus/Adacell shot?
	YES
	NO
	Tuberculosis? 
	YES
	  NO
	
	
	

	22. Have you ever received the Hepatitis B (HBV) Vaccination?
	YES
	NO
	If yes, have you received all three shots?
	YES
	NO

	23. In the past 12 months have you been treated for >>>
	Mononucleosis?
	YES
	NO
	Pneumonia?
	YES
	NO
	Infectious Virus?
	YES
	NO

	24. Do you currently take any medicines or drugs? If yes, what medications or drugs are you taking, and for what reason?


	YES
	NO

	25. Have you ever had trouble with dehydration?  (Excess loss of salt & water)
	YES
	NO
	Heat Intolerance?
	YES
	NO

	26. Have you ever had Heat Cramps?
	YES
	NO
	Heat Exhaustion?
	YES
	NO
	Heat Stroke?
	YES
	NO

	27. Have you ever suffered from or been diagnosed with Exercise Induced Asthma (EAI)?
If yes, what medication(s) are you taking to control EIA?
	YES
	NO

	28. Have you ever had an internal injury?
If yes, describe the nature of the injury and the body part(s) or organ(s) involved?


	YES
	NO

	29. Have you ever lost the full use of the following organs, either temporarily or permanently? (Hearing, Sight, Kidneys, Lungs, Testicles(male), Ovaries(female), other)
If yes, please list the organ(s) and details regarding the loss, including the dates and treating physicians for each:
	YES
	NO

	30. Have you ever had surgery to repair or remove any organ?
If yes, please list the organ(s) and details regarding the repair and/or removal including the dates and treating physicians for each:

	YES
	NO

	31. Are you an Epileptic or ever have had an Epileptic seizure ?
if yes, please list any and all medications you take for this condition:

	YES
	NO

	32. Do you have a Hernia?  If yes, where?
	YES
	NO

	33. Have you had either a gain or loss of greater than ten (10) pounds in the past 12 months?
	YES
	NO

	34. Do you currently have any body piercing(s)?
	YES
	NO
	If so, where?
	Do you have a tattoo?
	YES
	NO


D.  Nutrition, Drugs, Food supplements, and miscellaneous Agent:

Check the appropriate space according to your use of the following products:
	
	Never
	Rarely
	Occasionally
	Frequently

	Stimulants (Benzedrine, Amphetamines, etc.)
	
	
	
	

	Chewing Tobacco, Snuff, or Smokeless Tobacco
	
	
	
	

	Cigarette, Cigars
	
	
	
	

	Vitamins
	
	
	
	

	Sleeping Pills
	
	
	
	

	Diet Pills
	
	
	
	

	Alcoholic Beverages
	
	
	
	

	Anabolic Steroids (growth stimulants)
	
	
	
	

	Androstenedine
	
	
	
	

	Creatine phospahte
	
	
	
	

	Ephedrine
	
	
	
	

	Any other diet, nutritional or performance

 enhancing drug
	
	
	
	


E.  Eating Disorders:

	1.      Have you ever had a problem with food bingeing?  If yes, when?
	Yes
	No

	2.      Has it ever been suggested or have you ever been diagnosed as being anorexic?  If yes, when?
	Yes
	No

	3.      Have you ever been diagnosed as bulimic or having bulimia?  If yes, when?
	Yes
	No

	4.      Do you sometimes or often induce vomiting after eating?
	Yes
	No

	5.      Have you or do you take laxative to prevent being over weight?  
	Yes
	No


F.  Female Medical History:  only females answer this section 
	Have you ever had following conditions?
	Vaginal discharge
	Menstrual problems
	Venereal disease

	Are you currently taking birth control pills?
	Y
	N
	If yes, what type are you taking?


G.  Male Medical History:  only males answer this section

	Have you ever had following conditions?
	Hernia
	Prostatitis
	Venereal disease


H.  Personal Injury History:

Chronic Sprains

	Ankle


	None
	Left
	Right 

	Knee


	None
	Left (inside)
	Right (inside)

	
	ACL (L or R)
	Left (outside)
	Right (outside)

	
	PCL (L or R)
	
	

	Elbow
	None
	Left
	Right

	Back


	None
	Upper
	Lower

	Neck


	None
	Yes
	

	Shoulder


	None
	Left
	Right


Dislocations: List body part and number of times.  Include left or right. 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Fracture (broken bones):  List bone(s) and your age.  Include left or right.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other:  If you have any additional conditions, problems, or comments that have not been addressed thoroughly in the above questionnaire, please use the space below to inform us so that we may be able to better serve you with our best medical care.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
All statements and answers in the above medical history questionnaire are true and complete to the best of my knowledge.  I have no abnormality, limitation, or restriction not mentioned in this record.  I understand that this information is to help determine my fitness to participate in athletics, and to aid in the treatment and diagnosis of future injuries/illnesses that I may incur.  
Date__________________ Printed Name of Athlete_________________________________________________








(First)

   (Middle)

(Last) 
Date__________________ Signature of Athlete_____________________________________________________
STOP HERE!
PLEASE DO NOT COMPLETE ANY MORE.  THE REMAINDER OF THIS FORM IS 

FOR THE SPORTS MEDICINE STAFF TO COMPLETE.

Mendocino College Sports Medicine
General Medical Examination

Name: ________________________________  DOB: ______________  Date:___________

Height: _________
Weight: ________
BP: ________
Vision: L) __________R) ________
	Region
	Normal
	Abnormal
	Description & Comments

	Neurological
	
	
	

	Heart & Lungs
	
	
	

	Skin
	
	
	

	GI System 
	
	
	

	Hernia 
	
	
	

	HEENT
	
	
	

	Teeth & Tongue
	
	
	

	Spine
	
	
	

	Shoulders
	
	
	

	Elbows & Hands
	
	
	

	Hips
	
	
	

	Knees
	
	
	

	Ankles
	
	
	


OTHER PERTININENT INFORMATION: ________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________
PASS: _________  FAIL: _________  DATE: ___________  SIGNATURE: _________________





                
   PHYSICIA       M.D.  D.O.  PA-C  FNP
EXAMINER NAME PRINTED:____________________________________________________
EXAMINER ADDRESS:______________________________  PHONE:___________________ 





  ______________________________
Person to Notify in case 


of an Emergency             ________________________  Relationship:__________________


Address:____________________________________________________________________


							(City)		(State)		(Zip)


Home Phone: ______________________ Business Phone:____________________________


Cell Phone_________________________














