2010-2011
MNU Athletic Training 1st Year Participating Medical History Form 

**** Note: This is 4 pages in length       Sport(s) __________________

NAME (printed) ______________________________________________________ FR       SO      JR       SR

Home Address ________________________________________________________________


City ______________________________________ State _____________  ZIP _______


Student Cell Phone # (       ) __________________________

DOB __________
Sex   M   F     Marital Status   S M W D   

Parent/guardian _______________________________  Home Phone# (___)________________








        Cell Phone #  (___)________________
The National Association of Intercollegiate Athletics (NAIA) policies recommend that all student athletes have qualifying medical evaluations upon their initial entrance to an institution’s intercollegiate athletic program.  MidAmerica Nazarene University supports and adheres to this policy.  Further medical evaluations may be required in specific cases.  

Childhood Diseases – Have you ever had …

Measles (7 day)

YES
NO

German Measles (3 day)
YES
NO

Mumps


YES
NO

Chicken Pox

YES
NO

Rheumatic Fever

YES
NO

Whooping Cough

YES
NO

Scarlet Fever

YES
NO

OTHER _________________

Prior Immunizations

Tetanus


YES
NO


Year ______

Polio


YES
NO

Smallpox


YES
NO

Flu


YES
NO

Measles


YES
NO

OTHER _________________

Allergies – Are you allergic to …

Codeine


YES
NO

Sulfa


YES
NO

Penicillin


YES
NO

Tetanus Toxoid

YES
NO

ANY OTHER DRUGS ________________

____________________________________

Food: Describe________________________

Medications

Are you on medications now?
  YES
NO

If so, medication name(s) ________________

Drugs  (More than occasional use)

Sedatives


YES
NO

Tranquilizers

YES
NO

Cortisone


YES
NO

Appetite depressants
YES
NO

Hormones

YES
NO

Birth control pills

YES
NO

Alcohol use

YES
NO

Tobacco use

YES
NO

Street drugs

YES
NO

Family History

Cancer


YES
NO

Coronary Heart disease
YES
NO

High Blood pressure
YES
NO

Diabetes


YES
NO

Arthritis


YES
NO

Kidney disease

YES
NO

Sickle Cell disease

YES
NO

Stroke


YES
NO

Epilepsy


YES
NO

Mental Illness

YES
NO

Insect bites or stings:

Describe _____________________________


Continue
Name___________________________________
Have you ever …

Worn hearing aids

YES
NO

Coughed up blood

YES
NO

Had blood in your urine
YES
NO

Had back problems

YES
NO

Bled excessively after injury
YES
NO

Had cramps/heat exhaustion
YES
NO

Worn glasses/contact lenses
YES
NO

Had drug abuse counseling
YES
NO

Been unconscious

YES
NO

Passed out (fainted)

YES
NO

Been disqualified from

  Participating in a sport
YES
NO

Been advised to have surgery

  that you did not have
YES
NO

OTHER DISEASES AND ILLNESSES

Asthma


YES
NO

Exercise induced asthma
YES
NO

High Blood pressure
YES
NO

Concussion

YES
NO

Frequent headaches

YES
NO

Migraine headaches
YES
NO

Frequent sore throats
YES
NO

Infectious mononucleosis
YES
NO

Ear disease/hearing problem
YES
NO

Heart murmurs

YES
NO


Heart problems

YES
NO

Heart palpitations

YES
NO

Stomach ulcer

YES
NO

Nervous stomach

YES
NO

Appendicitis

YES
NO

Frequent diarrhea attacks
YES
NO

Hemorrhoids

YES
NO

Hernia


YES
NO

Kidney/Bladder infections
YES
NO

Kidney/Bladder stones
YES
NO


OTHER DISEASES AND ILLNESSES 
Gout


YES
NO

Diabetes


YES
NO

Epilepsy or seizures
YES
NO

Pneumonia

YES
NO

Shortness of breath

YES
NO

Respiratory infections
YES
NO

Chest pain/pressure

YES
NO

Skin infections

YES
NO

Sexually transmitted diseases
YES
NO

Malaria


YES
NO

Hepatitis


YES
NO

Cancer


YES
NO

Mental illness

YES
NO

Weight loss/gain

YES
NO

Depression

YES
NO

Eating disorders

YES
NO

Psychological counseling
YES
NO

Females Only

Menstrual irregularities
YES
NO

Menstrual cramping
YES
NO

Loss of menstrual cycles
YES
NO

Pregnancy

YES
NO

Breast problems

YES
NO

If “yes” please explain:

Continue

MidAmerica Nazarene University

Athletic Training

Annual Medical History Form

Name_____________________________

ORTHOPAEDIC HISTORY & INJURIES (If answer yes, GIVE DATE for all except strains & sprains)

Head



Date
Dazed

YES
NO
_____


Unconscious
YES
NO
_____


Headaches
YES
NO
_____


Operations
YES
NO
_____


Hospitalized
YES
NO
_____

Upper Back


Date

Strains

YES
NO
_____

Nerve Pinches
YES
NO
_____

Ruptured Discs
YES
NO
_____

Fractures
YES
NO
_____

Operation
YES
NO
_____

Hospitalized
YES
NO
_____

Pain

YES
NO
_____

Shoulders


Date

Separations
YES
NO
_____

Dislocations
YES
NO
_____

Tendinitis
YES
NO
_____

Bursitis

YES
NO
_____

Injections
YES
NO
_____

Operations
YES
NO
_____


Pain

YES
NO
____

Elbows



Date

Hyperextensions
YES
NO
_____

Dislocations
YES
NO
_____

Tendinitis
YES
NO
_____

Injections
YES
NO
_____

Operations
YES
NO
_____


Hands/Fingers


Date

Sprains

YES
NO
_____

Fractures
YES
NO
_____

Dislocations
YES
NO
_____

Injections
YES
NO
_____


Operations
YES
NO
_____

Pain

YES
NO
_____
Neck



Date

Stretches/pinches
YES
NO
_____

Fractures
YES
NO
_____

Operations
YES
NO
_____

Lower Back


Date

Strains

YES
NO
_____

Nerve Pinches
YES
NO
_____

Ruptured Discs
YES
NO
_____

Fractures
YES
NO
_____

Operations
YES
NO
_____

Hospitalized
YES
NO
_____

Pain

YES
NO
_____

Injections
YES
NO
_____

Arms



Date

Fractures
YES
NO
_____

Injections
YES
NO
_____

Operations
YES
NO
_____
Wrists



Date
Sprains

YES
NO
_____

Fractures
YES
NO
_____

Dislocations
YES
NO
_____

Injections
YES
NO
_____

Operations
YES
NO
_____

Pain

YES
NO
_____
Pelvis/Hips


Date
Groin Pulls
YES
NO
_____

Torn Muscles
YES
NO
_____

Fractures
YES
NO
_____

Operations
YES
NO
_____

Pain

YES
NO
_____

Hip Pointer
YES
NO
_____

Continue
Name______________________

Thighs



Date

Quad Pulls
YES
NO
_____

Ham Pulls
YES
NO
_____

Torn Muscles
YES
NO
_____

Fractures
YES
NO
_____

Operations
YES
NO
_____

Injections
YES
NO
_____

Pain

YES
NO
_____
Legs



Date

Shin Splints
YES
NO
_____

Torn Muscles
YES
NO
_____

Fractures
YES
NO
_____

Operations
YES
NO
_____

Pain

YES
NO
_____

Achilles TendinitisYES
NO
_____

Feet/Toes


Date

Fractures
YES
NO
_____

Sprains

YES
NO
_____

Dislocations
YES
NO
_____

Operations
YES
NO
_____

Injections
YES
NO
_____

Pain

YES
NO
_____

Orthotics
YES
NO
_____

Stress Fracture
YES
NO
_____

General Medical Conditions


Have you ever had a concussion or a history of concussions? 
YES
NO  
Total # ____

Dates:__________________________________

Have you ever felt fait or have been affected by Heat illness?
YES
NO
Total #____

Dates: _________________________________


Knees



Date

Sprained ligaments
YES
NO
_____


Torn ligaments
YES
NO
_____

Torn cartilages
YES
NO
_____

Injured Knee caps
YES
NO
_____

Fractures
YES
NO
_____

Dislocations
YES
NO
_____

Swelling

YES
NO
_____

Locking

YES
NO
_____

Giving Away
YES
NO
_____

Pain

YES
NO
_____

Operations
YES
NO
_____

Injections
YES
NO
_____

Arthroscopes
YES
NO
_____

Wear Braces?
YES
NO
_____
Ankles



Date

Sprains

YES
NO
_____

Dislocations
YES
NO
_____

Fractures
YES
NO
_____

Injections
YES
NO
_____

Operations
YES
NO
_____

Pain

YES
NO
_____

Surgical History
List any and all surgeries that you have had previously and their date: __________________
_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

Stop
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