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The Sage Colleges






Student Athlete Health History Questionnaire
Name:  ______________________________________
Sport(s):__________________    Sex:____M____F

SSN#______/____/______
Student #_________________     DOB_____/_____/______
Age_______

School Address_____________________________________    Phone________________     Cell___________

Year:
Fr
So
Jr
Sr
Red shirt
e-Mail_________________________________________

Blood Type:
A+
A-
AB+
AB-
B+
B-
O+
O-
Are you adopted? 
Yes 
No
Emergency Contacts
	Father’s Name_________________________________   Cell #_________________  Work #_______________
Street Address _________________________________________   Home #____________________  

City_________________________  State____________   Zip___________ e-Mail________________________
Mother’s Name________________________________   Cell #_________________  Work #_______________

Street Address _________________________________________   Home #____________________  

City_________________________  State____________   Zip___________ e-Mail________________________
Contact other than your parents____________________________  Relationship________________________
Street Address _______________________________________  Home #______________Cell#____________ 

City_________________________  State____________   Zip__________ e-Mail_________________________

Primary Care Physician___________________________________  Business #__________________________

Street Address__________________________  City_________________  State________  Zip______________




Family Medical History:   Must be filled out unless you are adopted and do not KNOW your family history.
Has any blood relative (sibling, parent, grandparent, aunt, or uncle) ever had any of the following?

	Medical condition
	Relative
	Yes
	No
	Medical condition
	Relative
	Yes
	No

	Sudden Death (before age 50)
	
	
	
	Blood Disease (leukemia, hemophilia)
	
	
	

	Mar Fan’s Syndrome
	
	
	
	Sickle Cell Anemia or Trait
	
	
	

	Heart Attack/Disease
	
	
	
	Hyperlipidemia
	
	
	

	High Blood Pressure
	
	
	
	Arthritis/Gout
	
	
	

	Stroke
	
	
	
	Thyroid Disease/Goiter
	
	
	

	Asthma
	
	
	
	Kidney Disease
	
	
	

	Epilepsy/Convulsions
	
	
	
	Stomach Disease
	
	
	

	Diabetes
	
	
	
	Mental Illness/Depression
	
	
	

	Cancer
	
	
	
	Suicide
	
	
	

	Tuberculosis
	
	
	
	Alcohol/Drug Dependency
	
	
	

	Lupus
	
	
	
	Rheumatoid Arthritis
	
	
	


Personal General Medical History:  Note this information will be kept CONFIDENTIAL!!!

 Have you ever had any of the following conditions? If Yes, Please put the AGE you were in the YES column.
	Medical condition
	Yes
	No
	Medical condition
	Yes
	No

	Anemia/Abnormal Bruising/Bleeding Disorder
	
	
	Lyme Disease
	
	

	Acne (with medication use)
	
	
	Malaria
	
	

	Appendicitis
	
	
	Mar fan’s Syndrome
	
	

	Arthritis
	
	
	Meningitis
	
	

	Cancer/Tumor
	
	
	Missing Internal Organs (spleen, kidney, etc)
	
	

	Chicken Pox
	
	
	MRSA or Staphylococcus Infection
	
	

	Constipation/Diarrhea/Hemorrhoids
	
	
	Mumps/Measles/Rubella
	
	

	Contact with Hepatitis (HBV)
	
	
	Nausea/Vomiting
	
	

	Contact with Aids or HIV
	
	
	Pneumonia/Frequent Respiratory Infections
	
	

	Cysts
	
	
	Rectal Bleeding
	
	

	Depression
	
	
	Rheumatic Fever
	
	

	Diabetes
	
	
	Rheumatism
	
	

	Drink alcoholic beverages in excess/binge drinking
	
	
	Seizure Disorders
	
	

	Eczema/Psoriasis (any other skin conditions)
	
	
	Sexually Transmitted Diseases
	
	

	Gall Bladder Disease/Injury
	
	
	Sickle Cell Disease/Trait
	
	

	Hay fever/Sinus Infections/Allergies
	
	
	Small Pox
	
	

	Headaches/Migraines
	
	
	Smoke any type of tobacco products
	
	

	Herpes Virus
	
	
	Spleen Disease/Injury
	
	

	Hypoglycemia
	
	
	Swimmer’s Ear
	
	

	Infectious Mononucleosis
	
	
	Thyroid Disease/Goiter
	
	

	Insomnia
	
	
	Tuberculosis/Coughing up Blood
	
	

	Irritable Bowel Syndrome
	
	
	Ulcers/Stomach Problems
	
	

	Jaundice
	
	
	Urinary Problems (blood/infections)
	
	

	Kidney Stones/Disease/Injury
	
	
	Whooping Cough
	
	

	Liver Disease
	
	
	Thyroid Disease/Goiter
	
	


Allergies   please circle below, if yes please explain any reactions in the designated section below

	Medicines
	
	
	Insect bites
	
	
	Environmental/ Foods/Others not listed 

	Aspirin                          
	Yes
	No
	Bee Stings
	Yes
	No
	

	Codeine                   
	Yes
	No
	Fire Ant Bites
	Yes
	No
	

	Sulfa Drugs            
	Yes
	No
	Wasp Stings
	Yes
	No
	

	Iodine                     
	Yes
	No
	Any others not listed:
	

	Penicillin                
	Yes
	No
	
	

	Erythromycin         
	Yes
	No
	
	

	Ibuprofen               
	Yes
	No
	
	

	Acetaminophen    
	Yes
	No
	
	

	Tetanus serums
	Yes
	No
	
	

	Novocain
	Yes
	No
	
	

	Reactions (please list)




Have you ever injured or consulted with a physician about any of the following:

	Heat and Cold Related Illnesses
	Yes
	No
	Date
	Outcome/Comments

	Passed out or Fainted Due to Heat
	
	
	
	

	Dehydration
	
	
	
	

	Hospitalized for Heat Illness
	
	
	
	

	Muscle Cramps Due to Fluid Loss (from excessive heat)
	
	
	
	

	Adverse Reaction/Allergic Reaction to Ice Treatments
	
	
	
	

	Hypothermia
	
	
	
	

	Reynaud’s Phenomenon 
	
	
	
	


	Head/Neck
	Yes
	No
	Date
	Outcome/Comments

	Unconscious/”Knocked Out”/ “Bell Rung”
	
	
	
	

	Diagnosed Concussion or Head Injury
	
	
	
	

	a) If yes, how many times? ________________________________________________________________________________

b) If yes, what degree was the concussion on a scale of 1-5? _____________________________________________________

c) Any loss of consciousness or amnesia? ____________________________________________________________________

d) How long to make a complete recovery? ___________________________________________________________________

e) When was your last concussion? __________________________________________________________________________

	Hospitalization/Surgery
	
	
	
	

	Recurrent or Severe Headaches or Migraines
	
	
	
	

	Fractured Skull
	
	
	
	

	Fractured Nose or Jaw
	
	
	
	

	“Stinger”, “Burner”, Numbness/Tingling in arms/hands
	
	
	
	

	Disc Injury
	
	
	
	

	Dislocation/Fractures
	
	
	
	

	Sprain/Strain
	
	
	
	


	Ears, Eyes, Dental
	Yes
	No
	Date
	Outcome/Comments

	Loss of Hearing in either Ear
	
	
	
	

	Hearing Devices
	
	
	
	

	Loss of Vision in either Eye 
	
	
	
	

	Wear Glasses or Contacts (please indicate either or both)

· If so are they worn in athletic participation?
	
	
	
	

	Traumatic Eye Injury or Orbital Fracture
	
	
	
	

	Fractured Jaw
	
	
	
	

	Fractured Tooth/Tooth Knocked Out
	
	
	
	

	Dental Appliance: Bridge, Crown, Caps, Plates, Braces (please circle all applicable)
	
	
	
	


	Cardiac and Respiratory
	Yes
	No
	Date
	Outcome/Comments

	Chest Pain and /or Pressure
	
	
	
	

	Irregular Heart Beat/Arrhythmia
	
	
	
	

	High Blood Pressure/Hypertension
	
	
	
	

	Dizzy, Lightheaded, or Passed Out During or After Exercise
	
	
	
	

	Fatigue Easily
	
	
	
	

	Heart Murmur/Defect
	
	
	
	

	Asthma or Exercise Induced Asthma
	
	
	
	

	Shortness of Breath
	
	
	
	

	Emergency Department for Difficulty Breathing/Intubated
	
	
	
	


Have you ever injured or consulted with a physician about any of the following:

	Torso/Spine
	Yes
	No
	Date
	Outcome/Comments

	Fracture
	
	
	
	

	1. Clavicle (collar bone)
	
	
	
	

	2. Sternum (breast bone)
	
	
	
	

	3. Rib(s)
	
	
	
	

	Dislocation/Fractures
	
	
	
	

	Sprain/Strain
	
	
	
	

	Scoliosis
	
	
	
	

	Disk Injury
	
	
	
	

	1. Numbness/tingling into buttocks, legs, feet
	
	
	
	

	2. Pain/burning into buttocks, legs, feet
	
	
	
	

	Experienced pain while weight lifting
	
	
	
	

	Suffered from a hernia
	
	
	
	

	1. Surgery?
	
	
	
	

	Removal of any of the following organs, please circle:  Kidneys, Liver, Pancreas, Gall Bladder, Intestines
	
	
	
	


	Upper Extremity (indicate Right or Left)
	Yes
	No
	Date
	Outcome/Comments

	Shoulder:
	
	
	
	

	1. Dislocation/Subluxation
	
	
	
	

	2. AC Separation/Sprain/Strain/Bursitis
	
	
	
	

	3. Grinding or popping
	
	
	
	

	4. Surgery
	
	
	
	

	Elbow:
	
	
	
	

	1. Fractured/Dislocated
	
	
	
	

	2. Sprain/Strain/Bursitis
	
	
	
	

	3. Surgery
	
	
	
	

	Fractured Forearm
	
	
	
	

	Wrist, Hand, Fingers, Thumb:
	
	
	
	

	1. Fractured/Dislocated
	
	
	
	

	2. Sprain/Strain/Bursitis
	
	
	
	

	3. Surgery
	
	
	
	

	Experienced pain throwing and/or weight lifting
	
	
	
	


	Lower Extremity (indicate Right or Left)
	Yes
	No
	Date
	Outcome/Comments

	Hip & Pelvis:
	
	
	
	

	1. Fracture/Stress Fractures
	
	
	
	

	2. Dislocation/Subluxation
	
	
	
	

	3. Strain/Sprain/Bursitis (hamstring/quad/groin)
	
	
	
	

	4. Hip Pointer
	
	
	
	

	5. Grinding or popping pains
	
	
	
	

	6. Surgery
	
	
	
	

	Knee:
	
	
	
	

	1. Sprain/Strain/Bursitis/Tendinitis
	
	
	
	

	2. Torn Ligaments/Meniscus/Cartilage
	
	
	
	

	3. Patella (kneecap) dislocation/Subluxation/Fracture 
	
	
	
	

	4. Chondromalacia/PFC 
	
	
	
	

	5. Osgood Schlatter’s  
	
	
	
	

	6. Any ongoing: swelling, grinding, locking, giving way 
	
	
	
	

	7. Surgery
	
	
	
	

	Lower Extremity (indicate Right or Left)
	Yes
	No
	Date
	Outcome/Comments

	Lower Leg:
	
	
	
	

	1. Shin Splints
	
	
	
	

	2. Stress Fracture
	
	
	
	

	3. Fracture
	
	
	
	

	4. Achilles Injury
	
	
	
	

	5. Compartment Syndrome
	
	
	
	

	Ankle:
	
	
	
	

	1. Sprain/Strain/Bursitis/Tendinitis
	
	
	
	

	2. Torn Ligaments
	
	
	
	

	3. Dislocation/Fracture
	
	
	
	

	4. Surgery
	
	
	
	

	5. Any ongoing problems: pain, swelling, instability 
	
	
	
	

	Foot/Toes:
	
	
	
	

	1. Sprain
	
	
	
	

	2. Turf Toe
	
	
	
	

	3. Dislocation
	
	
	
	

	4. Fracture/Stress Fracture
	
	
	
	

	5. Pes Planus/Flat Feet
	
	
	
	

	6. Plantar Fasciitis
	
	
	
	

	7. Surgery
	
	
	
	

	Wear any type of orthotic
	
	
	
	


	Mental
	Yes
	No
	Date
	Outcome/Comments

	Ever Receive treatment for anxiety disorder/depression
	
	
	
	

	Experience frequent anxiety/depression
	
	
	
	

	Ever received treatment for personality/emotional disorder
	
	
	
	

	Ever receive treatment for substance abuse
	
	
	
	

	Experience trouble going to sleep or staying asleep
	
	
	
	


	Nutritional
	Yes
	No
	Date
	Outcome/Comments

	Diagnosed with an eating disorder
	
	
	
	

	Recent weight loss or gain
	
	
	
	

	Steroid use
	
	
	
	

	Any specific diet regimen or food allergies
	
	
	
	

	Supplements, vitamins, or nutritional/ergogenic aids
	
	
	
	


	Females Only
	Yes
	No
	Date
	Outcome/Comments

	Do you have regular intervals between periods
	
	
	
	

	Typical duration of your period

	Have you ever stopped menstruating 
	
	
	
	

	Heavy bleeding during your periods
	
	
	
	

	Severe cramps/pain during your periods
	
	
	
	

	Have both your ovaries
	
	
	
	


	Males Only
	Yes
	No
	Date
	Outcome/Comments

	History of testicular torsion/have both testicles
	
	
	
	

	Painful urination
	
	
	
	


Medication Declaration Form
Use prescription label to complete this form.

Please include all over the counter medications and supplements.

Athlete Name:________________________________    DOB:____/_____/_____      Team:__________________
Physician:____________________________________Telephone:___________________

Medication:__________________________________   Dosage:_____________________ RX #:______________    

Instructions:_______________________________________________________________

Pharmacy:___________________________Telephone:___________________   Date filled:_____/_____/______

Physician:____________________________________Telephone:___________________

Medication:__________________________________   Dosage:_____________________ RX #:______________    

Instructions:_______________________________________________________________

Pharmacy:___________________________Telephone:___________________   Date filled:_____/_____/______
Physician:____________________________________Telephone:___________________

Medication:__________________________________   Dosage:_____________________ RX #:______________    

Instructions:_______________________________________________________________

Pharmacy:___________________________Telephone:___________________   Date filled:_____/_____/______
Physician:____________________________________Telephone:___________________

Medication:__________________________________   Dosage:_____________________ RX #:______________    

Instructions:_______________________________________________________________

Pharmacy:___________________________Telephone:___________________   Date filled:_____/_____/______
Physician:____________________________________Telephone:___________________

Medication:__________________________________   Dosage:_____________________ RX #:______________    

Instructions:_______________________________________________________________

Pharmacy:___________________________Telephone:___________________   Date filled:_____/_____/______
The Sage Colleges / NCAA Assumption of Risk Statement & Medical Information Release  
Participation in sport requires an acceptance for risk of injury.  Athletes rightfully assume that those who are responsible for the conduct of sport have taken reasonable precautions to minimize such risk and that their peers participating in the sport will not intentionally inflict injury upon them.

Periodic analyses of injury patterns lead to refinements in the rules and other safety decisions.  However, to legislate safety via a rule book and equipment standards, while often necessary, seldom is effective by itself; and to rely on officials to enforce compliance with the rule book is as insufficient as to rely on warning labels to produce compliance with safety guidelines.  “Compliance” means respect on everyone’s part for the intent and purpose of a rule or guideline.

This annual form must be completed and returned before the student-athlete will be permitted to practice or play.  The National Collegiate Athletic Association’s policies recommend that all student athletes have a qualifying medical evaluation upon initial entrance into an institution’s intercollegiate program, and an annual “health-status” review.  THE SAGE COLLEGES supports this NCAA policy.  Further medical evaluations may be required for specific matters.

Date of initial physical_____/_____/______ Date of most recent medical physical (upper class): _____/____/______
The undersigned, herewith,

A. Understands that there is a risk of injury and catastrophic injury during participation in Intercollegiate Athletics. The student athlete accepts full responsibility for reporting all injuries and illnesses, including signs and symptoms of concussions, to The Sage Colleges athletic training staff.

B. Understands that he/she must refrain from practice or play while ill, injured, or displaying concussion symptoms until he/she is given permission by the clinical practitioner to restart participation.
C. Understands that having passed the physical examination does not necessarily mean 

that he/she is physically qualified to engage in athletics, but only that the evaluator did not find a medical reason to disqualify him/her at the time of said examination.

D. Certifies that the answers to the Medical and Injury History Questionnaire are correct

and true to the best of my knowledge and assumes all risk inherent in participation.
E. Has no abnormality, limitation, or restriction not mentioned in this record.

F. I understand  that this information is to help determine my fitness to participate in 

athletics, and to aid in the treatment and diagnosis of future injuries/illnesses that may incur. 

PRINTED NAME OF ATHLETE ____________________________________________ DATE _____/_____/______





SIGNATURE OF ATHLETE _______________________________________________________

Authorization for release of Student-Athlete, Athletic Training information: 

I hereby authorize The Sage Colleges Athletic Training Staff to release and share my health and injury information necessary for treatment to the team and/or consulting physicians, the Student Health Services, the coach of my athletic team, the Athletic Director, and parent(s) / guardian(s) when requested.    I have been informed that I have the right to revoke this authorization, in writing, at any time.  I understand that my medical records are kept secure and that I have the right to view those records upon request.

PRINTED NAME OF ATHLETE: ___________________________________________  DATE _____/____/_______

SIGNATURE OF ATHLETE: ______________________________________________________________________

                      � HYPERLINK "http://www.sagegators.com/landing/index" ���
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