                                                              HOLY NAMES UNIVERSITY                                   

                                                               MEDICAL HISTORY FORM
SPORT (S) ______________________________                                                                                              DATE  _______________________
Name  ___________________________________________________________________       Social Security #   ____/____/____

                Last
                   First                                Middle
Home Address  ________________________________________________________   Home Phone #  ___________________

 _______________________________________________________    Date of Birth  _____________    Sex     F ____   M ____

                City                                                State                          Zip



                                                                 MEDICAL HISTORY SURVEY

	       Do you now have or have you 
	 
	 
	                    If you answered yes to any,  give details below 

	       had problems in the past with:
	  yes
	   no
	
	

	       Headaches – needing treatment
	 
	 
	
	 

	       Heart
	 
	 
	
	 

	       Breathing   (asthma,  etc)
	 
	 
	
	 

	       Abdominal pain
	 
	 
	
	 

	       Dizzy spells
	 
	 
	
	 

	       Black outs
	 
	 
	
	      Have you ever been knocked unconscious?      Yes _____  No_____  

	       Eyes  (except glasses)
	 
	 
	
	      (If yes, explain the # of times, date of last concussion)

	       Hearing or ears
	 
	 
	
	 

	       Arthritis
	 
	 
	
	 

	       Joint pain or swelling
	 
	 
	
	 

	       Knees 
	 
	 
	
	 

	       Spine – back or neck
	 
	 
	
	      Have you ever had a cervical spine injury?      Yes _____ No_____

	       Broken bones
	 
	 
	
	      (If yes, explain)

	       Kidneys
	 
	 
	
	 

	       Bladder
	 
	 
	
	 

	       Diabetes
	 
	 
	
	      Have a permanent handicap or disability?      Yes _____  No _____

	       High blood pressure
	 
	 
	
	       (If yes, explain)

	       Muscle cramps
	 
	 
	
	 

	       Operations or surgery
	 
	 
	
	      Are you currently under a Dr’s care?              Yes _____  No _____

	       Varicose veins
	 
	 
	
	       (If yes, explain)

	       Skin disorders
	 
	 
	
	 

	       Other major injuries
	 
	 
	
	 

	       Drug allergies
	 
	 
	
	      Currently taking any medications or drugs?   Yes _____  No _____

	       Eating disorders
	 
	 
	
	      (If yes, explain)                                                            

	       Anemia
	 
	 
	
	 

	       Convulsions
	 
	 
	
	 

	       Epilepsy
	 
	 
	
	      Year of last Tetanus shot.    _______________

	       Mononucleosis
	 
	 
	
	      Women, have a monthly menstrual period?    Yes _____  No _____

	       Fainting
	 
	 
	
	      (If no, explain )

	       Hepatitis
	 
	 
	
	 

	       Cancer
	 
	 
	
	 

	       HIV +
	 
	 
	
	      Do you have an intense fear of gaining weight?  Yes ___   No


Allergies (Specify) _________________________________________________________________________________________

PREVIOUS INJURY/SURGERY: Had an injury lasting more than 3 days or surgery to the following?  Give date(s).

Head   ______        Neck & Back  ______       Abdomen  ______       Chest  ______       Shoulder  ______         Arm   _____

Elbow ______        Wrist & Hand  ______     Hip & Thigh  ______  Knee ______        Ankle ______      Foot  ______

Explain   ______________________________________________________________________________________________
