MidAmerica Nazarene University Returners Medical Questionnaire

2010-2011
Demographics:

Name: ________________________________
Sport(S): ___________ FR       SO      JR       SR
Date: ___________
Age: _______________
Birth Date: ____/____/____

(Phone Numbers) Residence in Olathe:______________  Cell Phone #:__________________
Personal History:

The following questions are in reference to injuries/illnesses within the past year or your last physical examination.  Circle the appropriate answer.

1. Have you sustained an injury requiring surgery, x-rays, hospitalization or 

required the examination of a physician?

Explain and give dates:____________________________________________


Yes
No

_______________________________________________________________

2.  Are you currently under the care of a physician?





Yes
No

Explain:_______________________________________________________
______________________________________________________________
3.  Are you currently taking medications, vitamins, or supplements?



Yes
No


List Names:___________________________________________________


_____________________________________________________________
4.  Have you sustained a head injury / concussion within the past year?



Yes
No


Explain and give date:__________________________________________

             ____________________________________________________________


5.  Have you experienced a seizure within the past year?




Yes
No


Explain what happened and give date:_____________________________


____________________________________________________________

6.  Have you experienced an asthma attack within the past year?



Yes
No


Explain Symptoms and give date:________________________________


__________________________________________________________

7.   Have you sustained an injury, been hospitalized, or had any testing completed

 over the summer?








Yes
No


Explain and give dates:______________________________________________


_________________________________________________________________
8.  Have you experienced an episode of heat illness within the past year?


Yes
No


Explain Symptoms and give date:________________________________


__________________________________________________________

9. Does the MNU Athletic Training staff need notification of any other 

health related issues?








Yes
No

Explain:____________________________________________________________
___________________________________________________________________
___________________________________________________________________
              ___________________________________________________________________
***(Please Circle) I would / would not like to see or speak with a physician at this time.***
___________________________
___________________________    _____________


         Name


   Signature
                        Date

