SPORTS PREPARTICIPATION HISTORY

The ChildHealth Center, P.A.

1455 25th Ave Dr NE, Hickory, NC 28601

Last Name______________________________  First Name______________________________

Date of birth _________________  Age_____  School__________________________  Grade________

           Yes      No
Has this student had any:

1.       ____   ____
Chronic or recurrent illness?

2.       ____   ____
Recent severe viral illness?

3.       ____   ____
Hospitalizations?

4.       ____   ____
Surgery?

5.       ____   ____
Missing organs (e.g. eye, kidney, testicle)?

6.       ____   ____
Allergy to any medication, pollen, food or stinging insects?

7.       ____   ____
Problems with heart, blood pressure, or cholesterol?

8.       ____   ____
Chest pain, pressure or discomfort with exercise?

9.       ____   ____
Dizziness, fainting, or headaches with exercise?

10.     ____   ____
Cough, wheezing or difficulty breathing with exercise?

11.     ____   ____
Seizure, head injury or concussion?

12.     ____   ____
Heat exhaustion, heatstroke or other problems with heat?

           Yes      No
Does this student:

13.     ____   ____
Wear glasses or contact lenses?

14.     ____   ____
Regularly wear a brace or assistive device?

15.     ____   ____
Take any medication (prescription or over-the-counter)?

           Yes      No
Is there any history of:

16.     ____   ____
Injuries (sprain/tear/tendonitis) causing missed game or practice?

17.     ____   ____
Broken or fractured bones or dislocated joint?

18.     ____   ____
Other bone/joint injuring needing x-rays, MRI, CT, surgery, injections, 




rehabilitation, physical therapy, bracing, casting or crutches?

           Yes      No
Further history:

19.     ____   ____
Does a family member have heart problems or Marfan syndrome?

20.     ____   ____
Has a family member died suddenly or from heart problems at <50 years?

21.     ____   ____
Has a doctor ever denied/restricted sports participation for student?

22.     ____   ____
Are there any concerns you would like to discuss with the doctor?

Date of most recent tetanus (DtaP, Td, or dTap) vaccine________________

Please explain any “YES” answers here:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I hereby state that to the best of my knowledge, my answers to the above questions are complete/correct.
Signature of student___________________________________  Date_________________
Signature of parent/guardian____________________________   Date_________________

