West Campus High School 
ATHLETIC MEDICAL HISTORY FORM 2011-2012
NAME: __________________________ CLASS of 20___ SPORT: _________________DATE: ______

	Please list any details or specific information next to the condition (including surgeries)

	Check the correct box
	CONDITION
	Check the correct box
	CONDITION

	Yes  □   No  □
	Neck Injury involving nerves or bones
	Yes  □   No  □
	Knee injury

	Yes  □   No  □
	Shoulder Injury
	Yes  □   No  □
	Shin Splints

	Yes  □   No  □
	Elbow Injury
	Yes  □   No  □
	Ankle injury

	Yes  □   No  □
	Wrist Injury
	Yes  □   No  □
	Foot injury

	Yes  □   No  □
	Hand or Finger Injury
	Yes  □   No  □ 
	Other fractured bones

	Yes  □   No  □
	Back Injury, or low back pain requiring medical treatment.
	Yes  □   No  □ 
	Do you have a broken, chipped or loose tooth?

	Yes  □   No  □
	Hip Injury
	Yes  □   No  □
	Broken Nose

	Yes  □   No  □
	Groin Injury
	Yes  □   No  □
	Liver Disease

	Yes  □   No  □ 
	Blood in Urine
	Yes  □   No  □ 
	Migraine Headaches

	Yes  □   No  □
	Depression
	Yes  □   No  □
	Mononucleosis

	Yes  □   No  □
	Diabetes
	Yes  □   No  □
	Kidney disease

	Yes  □   No  □
	Epilepsy or Seizures
	Yes  □   No  □
	Skin Problems (recurrent infections)

	Yes  □   No  □ 
	Anemia
	Yes  □   No  □
	Concussions? If yes please list month / year

	Yes  □   No  □
	Heart Disease
	Yes  □   No  □
	Ulcers

	Yes  □   No  □
	Heart Murmur or Palpitations


	Yes  □   No  □
	Unusual Bleeding

	Yes  □   No  □
	Heat Illness


	Yes  □   No  □
	Unusual Bruising

	Yes  □   No  □
	Hernia
	Yes  □   No  □
	Weight change greater than 10 lbs. in past year. (loss or fluctuations.)

	Yes  □   No  □
	High Blood Pressure
	Yes  □   No  □


	Eating Disorder.

	Check whether you have any of the following conditions. If yes, please explain.

	Yes  □   No  □


	Asthma, or exercise induced asthma   If yes, is an inhaler used?               Type?

	Yes  □   No  □


	Allergy to any medications (specify medication and type of reaction)

	Yes  □   No  □


	Any other allergies i.e bee sting (specify type of reaction)

	Yes  □   No  □


	Anyone in your family died suddenly before age 50? (Specify relation to you)

	Yes  □   No  □


	Are you missing any organs: eye, kidney, or testicle?

	Yes  □   No  □


	At times have you needed to control your weight using practices such as food restrictions, excessive exercise, 

diet pills, fasting, laxatives or diuretics, self-induced vomiting, etc.)


Current Medications ______________________________for __________________

The above information is true as of  (date)_______ Athletes Signature: ___________________


Parent Name: ______________________

Parent Signature:____________________


   (Please Print)
