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Date _______________

Augustana Athlete Information and Medical History

(This form and the athletic physical form should accompany you to your doctor's appointment)

   Name ______________________________________________________________________________

          First                                  Middle                              Last

   SS# ________________________     Date of Birth ____________    Year in school FR  SO  JR  SR  5th 
   Sports _______________________________________________________________________________

   Campus Address: Box # _____​​​​​​​______________ 

        Phone # ___________________________

   Home Address ________________________________________________________________________
                                                                            City                                          State         Zip                                       

   Home Phone ____________________________  
   Emergency Contact (Parents or Guardian):

   Name _________________________________
 Relationship _________________________________

   Address  _____________________________________________________________________________
   
                                                           City                                       State          Zip

   Home Phone ____________________________   
 Work Phone #1 _______________________________







 Work Phone #2________________________________

The following information will be kept confidential.  It is intended for use by Augustana medical personnel only.  Circle the appropriate answers to each question, Y = yes N = no, and provide written clarification where indicated.

DISEASES, ILLNESSES AND CONDITIONS:  You must complete this section.
Y
N
1.  
Are you allergic to any medications?  If so, what?  Example: Penicillin, Sulfa etc.




_____________________________________________________________________

Y
N
2.
Do you suffer from hay fever? (Allergic to grasses, pollens, animals, etc.) 

            Do you take allergy medication?  If so, what?_____________________________


Y
N
3.
Do you have any other known systemic (bees, food, etc.) allergies?  Do you take 

medication for the allergies?




Allergic to ____________________________________________________________




Medication for the allergic reactions______________________________________
Y
N
4.
Do you cough, wheeze, or have trouble breathing during or after activity? 

Y
N
5.
Have you been told you have asthma?  Date when diagnosed ___________________ 

Explain _____________________Type of medication _________________________

Y
N
6.
Have you been treated for infectious mononucleosis, viral pneumonia, or any other 

infectious disease during the past 12 months?  Date of illness ____________________

Y
N
7.
Have you been treated for kidney infections? Date_____________________________  

Explain ______________________________________________________________

Y
N
8.
Have you ever been treated for diabetes?  Date diagnosed _________If so, do you take 
                                    insulin shots or use an insulin pump?_______________________________________

Y
N
9.
Have you ever been treated or informed by a medical doctor that you have 

had scarlet fever? If so, are there lingering effects?  Date diagnosed _______________

Y
N
10.
Have you ever been treated or informed by a medical doctor that you have had 

rheumatic fever?  If so, are there lingering effects?  Date diagnosed._______________ 

Y
N
11.
Have you been told you have a heart murmur? Date diagnosed ___________________

Explain______________________________Type of medication_________________

Y
N
12.       Have you ever had an irregular heart beat? Racing, skipping? Date diagnosed_______
Explain.______________________________________________________________

Type of medication_____________________________________________________

Y
N
13.
Do you or any of your family members have a history of Marfan Syndrome? 

Y
N
14.
Have you been told you have high blood pressure?  Date diagnosed _______________ 

Explain ______________________________Type of medication_________________

Y
N
15.
Have you been told you have high cholesterol? Date diagnosed________ Do you take              

                                    medication? Y    N    Type of medication____________________________________

Y
N
16.
Have you ever experienced an seizure or been informed that you might have 

epilepsy? Dates _______________________Type of medication_________________

Y
N
17.
Do you experience frequent or severe headaches? Explain.______________________ 

____________________________________Type of medication_________________

Y
N
18.
Have you ever experienced fainting or dizziness or nausea during or after exercise? 

Explain.______________________________________________________________

Y
N
19.
Have you ever had hepatitis?  

Date ___________  Type   A    B   C    Medication ____________________________

Y
N
20.
Have you ever been "knocked-out" or experienced a concussion?




If so, how many times? _________  

Dates ____________________________




Were you unconscious? Y      N    

For how long? _____________________




Did you have to stay in the hospital? Y      N    For how long?____________________

Did you miss any playing time?    Y      N

If so, how long were you kept from playing?_________________________________

Y
N
21.
Have you had, been told you have, or have been treated for HIV 

(Human Immunodeficiency), AIDS or any other immune deficiency disease, leukemia, anemia, or other blood disorders? (circle selections.)  

Dates ________________________________________________________________

EYES AND DENTAL: You must complete this section. 
Y
N
22.
Have you ever had an injury to the eye or the bones around the eye?  Dates_________




Explain_______________________________________________________________

Y
N
23.
Do you wear eye glasses or contacts? Circle all that apply.

Y
N
24.
Do you wear them during athletic participation?

Y
N
25.
Do you wear any dental appliance? If yes, please circle the appropriate   

appliance: permanent bridge; permanent crown; removable partial; full plate.

Location______________________________________________________________

Y
N
26.
Do you have dead teeth?  Please indicate approximate location of the dead tooth     

                                    or teeth. _______________________________________________

Y
N
27.
Are you required to wear a protective device during athletic competition such as eye 

wear or a mouth guard due to a medical condition? Explain______________________

Any surgery or injury under a physician's care within the past 12 months requires a medical release from the attending physician.

BONES AND JOINTS:  You must complete this section.
Y
N
28.
Are you currently wearing a supportive or protective brace during athletic activity? 

Location and type_______________________________________________________
Y
N
29.
Have you ever been treated for calcium deposits? If yes, give locations and dates.




_____________________________________________________________________

Y
N
30.
Do you have a pin, screw, or plate somewhere in your body as a result of a bone or 




joint surgery? If answer is yes, indicate site and date of surgery.




_____________________________________________________________________

Y
N
31.
Have you ever had a bone graft or a spinal fusion? Indicate site and date. 

_____________________________________________________________________

Y
N
32.
Have you had a bone fracture within the past 2 years? Indicate site and date.    

_____________________________________________________________________

NECK AND BACK:  Complete the next section only if you have had an injury to your neck or back. If not, go 
                                         to the next section.
Y
N
33.
Have you ever had an injury to your neck or back involving nerves, vertebrae, or 
vertebral discs?  Specific injury and dates____________________________________

Y
N
34.
Have you ever experienced a burner or stinger? If so, how many?_________________ 

R    L   Dates _______________Explain ____________________________________

Y
N
35.
Have you ever experienced any numbness or tingling in your arms or legs during or 

after exercise? Explain  __________________________________________________

Y
N
36.
Have you ever had any other injury to your back?  If yes, did you seek advice or care




of a medical doctor? Y     N    Dates _______________________________________                                                

                                    What was the specific injury? ____________________________________________

Y
N
37.
Do you experience pain in your back?  If yes, indicate the frequency with which you




experience pain by circling: Very Seldom, Occasionally, Frequently, Only after




vigorous exercise or heavy lifting. Location__________________________________
Y
N
38.
Do you think your back is weak? Explain  ___________________________________

Y
N
39.
Have you ever had physical therapy for your neck or back? 

Injury__________________________ Dates_________________________________

If so, did you complete it?   Y     N

Y
N
40.
Have you ever had or been advised to have any surgery on your neck or back?  
                                    Date ____________________Procedure ____________________________________

SHOULDER: Complete the next section only if you have had an injury to your shoulder. If not, go to the next          

                           section.
Y
N
41.
Have you ever had a shoulder dislocation, separation, or other injury that incapacitated




you for a week or longer?  Specific injury ___________________________________




Date _________________________________________________________________

Y
N
42.
Have you ever had or been advised to have surgery to correct a shoulder injury or 
                                    condition? Date _______________   Injury or Condition _______________________
Y
N
43.
Have you ever had physical therapy on your shoulder?  

Injury______________________________  Date _____________________________

If so, did you complete it?   Y     N    
ARM, ELBOW, WRIST OR HAND: Complete the next section only if you have had an injury to your arm,  

                                                                     elbow, wrist or hand. If not, go to the next section.
Y
N
44.
Have you ever experienced an injury to your arms, elbow, wrist, or hand?




Injury R   L ________________________________________ Date ______________




If so, did you seek advice and care of a medical doctor? Y   N  




What did they say? ____________________________________________________

Y
N
45.
Have you ever had or been advised to have surgery on your arm, wrist, elbow or hand?   
                                    R   L   Dates __________ If so, what type of surgery?__________________________

Y
N
46.
Have you ever had physical therapy on your arm, elbow, wrist or hand after an injury  

                                    or surgery?   R    L   Date______________    If so, did you complete it?  
Y     N




ANKLE: Complete the next section only if you have had an injury to your ankle. If not, go to the next section.  
Y
N
47.
Have you ever experienced a severe sprain of either ankle?      R       L




Date _____________ Did you seek the advice of a medical doctor?  Y      N  




What did they say? _____________________________________________________

Y
N
48.
Have you ever had or been advised to have surgery on your ankle?    R    L




Date __________If so, what type of surgery? ________________________________

Y
N
49.
Have you ever had physical therapy on your ankle after an injury or surgery?   R    L  

                                    Date _______________________ If so, did you complete it?  
Y     N

KNEE:  Complete the next section only if you have had an injury to your knee. If not, go to the next section.

Y
N
50.
Have you ever been treated for Osgood-Schlatter disease? Date __________________

Y
N
51.
Have you injured your knee before? Did you seek the advice or care of a doctor? Y   N

What did they say? _____________________________________________________

Y
N
52.
Have you ever been told you injured ligaments to your knee?




If so, which knee?  R   L    Which ligaments?________________ Date_____________

Y
N
53.
Have you ever been told you injured the cartilage (meniscus) to your knee?

If so, which knee?   R     L    Which cartilage? _________________ Date___________

Y
N
54.
Have you ever had or been advised to have surgery on your knee?   R  L  Date_______



If so, what type of surgery? _______________________________________________

Y
N
55.
Have you ever had physical therapy on your knee after an injury or surgery?   R     L 

Date____________________   If so, did you complete it?  
Y     N

GENERAL HEALTH:    You must complete this section.
Y
N
56.
Are you taking any other medications prescribed by a doctor that you have not already 

explained?   If so, explain condition and type of medication._____________________

_____________________________________________________________________

Y
N
57.
Have you been told you have a loss of hearing or a perforated ear drum? 

Explain.______________________________________________________________

Y
N
58.
Are you taking any nutritional supplements, vitamins or herbal remedies?  

If so, list type._________________________________________________________

Y
N
59.
Have you recently experienced any significant weight loss or weight gain?  Explain.

_____________________________________________________________________

Y
N
60.
Are you missing a kidney, ovary or testicle? 

Explain  ______________________________________________________________

Y
N
61.
Have you ever been told that you have a hernia?   Date _________________________




If so, has the hernia been surgically repaired?  Date of surgery ___________________

Y
N
62.
Have you had any operation during the past 2 years?  If so, indicate site of operation,




R    L    Date __________________________________________________________

Y
N
63.
Have you had any additional illnesses, injuries, or operations? (other than childhood 




diseases)  If so, indicate specific illness or operation and dates.  __________________




_____________________________________________________________________

Y
N
64.
Have you ever experienced heat exhaustion and/or heat stroke?  

Date________ Explain __________________________________________________

Y
N
65.
Have you in the past or do you currently use: cigarettes, chewing tobacco or 

marijuana? Circle those that apply.

Y
N
66.
Have you ever had blood in your urine or have had kidney or urinary problems?  If so, 




Indicate dates and explain what happened.___________________________________




Medication (if currently taking for condition) ________________________________

Women Only 

Y
N
67.
Are you using any type of prescription birth control medication (the pill, etc.)?  If




so, please indicate medication. ____________________________________________

Y
N
68.
Are you using any type of birth control device (I.U.D., diaphragm, etc.)?  If so, please




indicate device ______________________________________________________

Y
N
69.
Do you have any of the following problems? (Circle those that apply) irregular


periods, severe cramps, excessive flow?  If so, will they keep you from participating in

physical activity?  Y   N

The above information is accurate and complete to the best of my knowledge.
Student Signature _____________________________________________Date:_______________

Student's Printed Name ____________________________________________________________

Athletic Trainer's Initials ______________

