Medical History Questionnaire
Name








               Birth Date
             .


 (Last)                                    (First)                        (Middle)

Address_______________________________________Phone Number_________________

City_____________________________State__________Zip Code____________________

Emergency Contact______________________________Phone Number________________

Please circle “YES” or “NO” and provide additional details where requested on all questions.

1.  Are you allergic to any medications? (list)______________________

YES
  
NO

2.  Do you take any prescribed medication on a regular or semi-regular basis?
YES

NO
(steroids, anti-inflammatories, antibiotics, insulin, etc.)


(list)__________________________________________________

3.  Has a doctor ever told you that you have epilepsy or a seizure disorder?

YES

NO

4.  Have you ever been treated for diabetes?





YES

NO

5.  Has a doctor ever told you that you have asthma?




YES

NO

6.  Have you stayed overnight in the hospital during the past year?


YES

NO


7.  Do you have any congenital conditions? (ie: club foot, heart condition, etc.)
YES

NO
(list)____________________________________________________


8.  Have you ever had a back injury?






YES

NO


(Type of injury)___________________________________________

9.  Do you have knee pain or had a knee injury in the past two years?


YES

NO

10.  Do you wear glasses or contacts during competition?



YES

NO

11.  Do you have any medical condition that we should be aware of?  

YES

NO


(ie: insect or food allergies, sun sensitivity, sleep disorders, hyperventilation, etc.)

       (Specify and give details)_______________________________________________________




__________________________________________________________________________

The questions on this form have been answered completely and truthfully and to the best of my knowledge.

Signature of Parent_________________________________________Date____________________

04/06

