[image: image1.jpg]DOANE Q'WE TIGERS




Doane College Athletic History
Name:__________________________________ Date of Birth: _________________

Address: ________________________________ Phone #: _____________________

City: __________________ State: _____________________ Zip Code: __________

Cell Phone #: _____________________ 

	Have you ever have or do you now have?
	Yes
	No
	
	Yes
	No

	Seasonal allergies?
	
	
	Mononucleosis?
	
	

	Asthma (wheezing)?
	
	
	Myocarditis? 
	
	

	Hay Fever
	
	
	Hernia?
	
	

	Hives or rash (exercise related)?
	
	
	Kidney problems?
	
	

	Bee-sting allergy?
	
	
	High Blood Pressure?
	
	

	Reaction to medicine?
	
	
	Are you trying to gain

weight?
	
	

	Food allergies?
	
	
	Have you ever tried to lose

weight:
	
	

	Headaches?
	
	
	      Dieting?
	
	

	Heart trouble?
	
	
	     Vomiting?
	
	

	Heart murmur?
	
	
	     Using laxatives?
	
	

	Racing heart?
	
	
	     Using diuretics?
	
	

	Brain concussion?
	
	
	Any history of eating disorders?
	
	

	Knocked out?
	
	
	Have you ever had or do you now have:
	
	

	Faint easily or often?
	
	
	    Impetigo?
	
	

	Skull fracture?
	
	
	    MRSA?
	
	

	Seizure disorders?
	
	
	    Recurrent rash?
	
	

	Diabetes?
	
	
	    Fungus infections?
	
	

	Bleeding tendency?
	
	
	    Athlete’s foot?
	
	

	Bruising tendency?
	
	
	    Recurrent boils?
	
	

	Anemia?
	
	
	    Cold sores/herpes?
	
	

	History of heat illness?
	
	
	Sickle cell trait?
	
	

	Hospitalization due to heat illness?
	
	
	Marfan’s syndrome?
	
	

	Temporary loss of vision?
	
	
	Have you ever had numbness or tingling

in arms, hands, legs, or feet?
	
	

	Do you wear glasses or contacts
	
	
	Have you ever had a pinched nerve,

stinger, or burner?
	
	

	Hearing loss?
	
	
	Has anyone in your family under age 35 

died suddenly?
	
	

	Perforated eardrum?
	
	
	Has anyone in your family under age 50

died suddenly?
	
	

	Broken Nose?
	
	
	Have you ever collapsed for no 

apparent reason during exercise?
	
	

	Dental plate/dentures?
	
	
	Are all your paired organs present?
	
	

	Orthodnotia? (braces)
	
	
	
	
	


Any yes, please explain in detail on the following page.
Doane College Athletic History – continued
__________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Any other problems with pain or swelling in muscles, tendons, bones or joints? YES  NO

If Yes, Please explain below:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you take any medication regularly (over the counter or prescription)? YES  NO

If yes, name medications and reasons taking them _____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
Do you take vitamins or nutritional supplements? Please list: ____________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
	Women Only:
	
	
	Yes
	No

	How old were you when you had your 1st period?
	
	Do you experience cramps?
	
	

	How long do your periods last?
	
	Have you been diagnosed or treated for anemia?
	
	

	When was your last period?
	
	Do you have trouble with heavy bleeding?
	
	

	How many periods have you had in the last 12 months?
	
	Do you take birth control pills or hormones?
	
	

	When was your last pelvic exam?
	
	Have you ever had an abnormal Pap smear?
	
	

	How often do you have your periods?
	
	Do you have frequent urinary tract infections?
	
	


If you answered yes to any of the above questions, please explain below:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Comments : __________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I hereby state that, to the best of my knowledge, my answers to the above questions are correct

Signature of athlete ________________________________________ Date ________________


Signature of parent _________________________________________Date ________________

(if athlete is under 19, parent signature is needed)
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