UNIVERSITY OF RICHMOND

ATHLETIC TRAINING POST-SEASON HEALTH REVIEW QUESTIONNAIRE

NAME:_____________________________________

SPORT:____________________________________

As a follow-up to your participation.  The Certified Athletic Trainers will review your injuries/illnesses so far incurred.  Any problems you have sustained should be addressed and formal treatment identified.  This annual form must be completed following each season of participation.  Any findings may be referred to the Team Physician or consulting physician for review and further treatment as indicated.

1. Have you had any injury (including cerebral concussion) that 

has limited your participation during this past season?



YES     NO

      2.
Are you currently ill in any way?





YES     NO

      3.
Are you taking any medication on a regular continuing basis?


YES     NO

      4.
Are you currently taking any short course medication?                                       
YES     NO

      5.
Do you currently have any incompletely healed injury?                                      
YES     NO

      6.
Have you seen a physician for any reason during the season?  
                          
YES     NO

7. Do you know of, or do you believe there is any health reason

 
you should no longer participate in the University of Richmond

 
intercollegiate athletic program?                                                                           
YES     NO

8. Since last year, have you experienced any chest pain, dizziness, 

 
fainting, or seizures with exercise or decreases in exercise capacity?       

YES    NO                                                                 9.
Would you like to discuss you current health with a physician?                           
YES    NO

10. If yes to any question, please list and explain below:

The undersigned:

a. Understands that he or she must refrain from practice while ill or injured, whether or not receiving medical treatment, until he or she is discharged from treatment or given permission by the clinical practitioner to restart participation.

b. Understands that having completed this questionnaire does not necessarily mean that he or she is physically qualified to engage in athletics, but only that the evaluation did not find a medical reason to disqualify him or her at that time.

c. Understands that any and all visits to clinical practitioners must be coordinated through 

The University of Richmond Athletic Training Room prior to each visit.

d. Any injury not disclosed at this time will be the financial responsibility solely of the undersigned.

e. Certifies that the answers to the questions above are correct and true.

Comments:

Signature____________________________________________      Date_______________________________

Reviewed by_________________________________________
     Date_______________________________

