
DEPARTMENT OF ATHLETIC TRAINING





        FOOTBALL

AUSTIN PEAY STATE UNIVERSITY                                                    HEALTH HISTORY FORM

POST OFFICE BOX 4515

CLARKSVILLE, TN  37044








NAME ______________________________________________________ BIRTHDATE ____________________
        last                    first                middle               nickname
ADDRESS  _________________________________________________________________  AGE  _________
                           street                          city                       state             zip
SOCIAL SECURITY NUMBER  ___________________________  PHONE NUMBER  _______________________
                                                                                                                          area code/number
LAST SCHOOL ATTENDED: ____________________________________________________________________

                                                     school name                           HS/JC                city                             state

Please print - ANSWER ALL QUESTIONS by marking either yes or no.

A.  Name any recent illnesses or injuries within the last 18 months which resulted in lost practice or playing        time. 

    ____________________________________________________________________________________________________________

    ____________________________________________________________________________________________________________

B.  Name any recent injuries within the last 18 months which resulted in hospitalization, surgery or lost             practice or playing time:

    ____________________________________________________________________________________________________________

C.  List any operations you have had, what was operated on, their date(s), and the physician's name and address.      Also, list any and all hospitalizations you have had:

    ____________________________________________________________________________________________________________

    ____________________________________________________________________________________________________________

D.  List any chronic illnesses or conditions form which you suffer and any medications you might be taking for        it (e.g. epilepsy, asthma, diabetes, etc.).

    ____________________________________________________________________________________________________________

E.  If you have had any of the following conditions, please give the year(s) of occurrence.  If you do not or

    have not had the condition, PLEASE MARK NO.

    1.  HEART TROUBLE  _____________________________        9.  HEPATITIS/JAUNDICE  ____________________________

    2.  ASTHMA  ____________________________________       10.  HIVES  _________________________________________

    3.  BACK TROUBLE  ______________________________       11.  MONONUCLEOSIS  _________________________________

    4.  DIABETES  __________________________________       12.  MIGRAINE  ______________________________________

    5.  CONVULSIONS  _______________________________       13.  KIDNEY TROUBLE  ________________________________

    7.  PNEUMONIA  _________________________________       15.  RHEUMATIC FEVER  _______________________________

    8.  SINUSITIS  _________________________________       16.  PILONIDAL CYST  ________________________________

F.  If you have had any of the following, give year of occurrence and the number of occurrences:


1.  Sprain or strain of:

a.  SHOULDER:  RIGHT ____________  LEFT  ____________  DATE(S)  _________________________________

b.  KNEE:      RIGHT ____________  LEFT  ____________  DATE(S)  _________________________________

c.  ANKLE:     RIGHT ____________  LEFT  ____________  DATE(S)  _________________________________

d.  WRIST:     RIGHT ____________  LEFT  ____________  DATE(S)  _________________________________

2.  HERNIA ___________________________________________________ DATE(S) __________________________________ 
3.  CONCUSSION(S)________________________________________  DATE(S) ______________________________________
4.  FRACTURE(S):  _______________________________________________________________________________________

 
5.  SHOULDER DISLOCATION:  RIGHT __________  LEFT  __________  DATE(S) __________________________________

6.  SHOULDER SEPARATION:   RIGHT __________  LEFT  __________  DATE(S) __________________________________

7.  CALCIUM DEPOSIT (If yes, give location on body, date, and treating physician's name):

                   _____________________________________________________________________________________________

G.  Please give the name, address, and phone number of your insurance’s primary care physician for your high school and/or junior college team.  Also, list any other physician's name, address, and phone number who has operated on you, if not noted elsewhere on this form.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

H.  If you have had any of the following symptoms, circle "YES," give date(s) and explain:

    YES    NO   1. Dizziness, fainting, shortness of breath, chest pains, or recurrent headaches.

                   _____________________________________________________________________________________________

    YES    NO   2. Does your family have a history of heart trouble, hardening of the arteries, or sudden

                   death?  If yes, please explain.

                   _____________________________________________________________________________________________

    YES    NO   3. Did any of your grandparents pass away before their 60th birthday?  If yes, who, what age, and                     what was the cause of death(s)?

                   _____________________________________________________________________________________________

    YES    NO   3. Trouble with your vision?  Do you wear glasses or contact lenses (please specify type of

                   lenses worn for playing).

                   _____________________________________________________________________________________________

    YES    NO   4. Do you have trouble with hearing and/or speech?

                   _____________________________________________________________________________________________

    YES    NO   5. Severe leg cramps or "charley horse."

                   _____________________________________________________________________________________________

    YES    NO   6. Severe reaction to bee sting or wasp sting.

                   _____________________________________________________________________________________________ 

    YES    NO   7. Loss of teeth (indicate number of false teeth):

                   _____________________________________________________________________________________________

    YES    NO   8. Blood, sugar, protein, or albumin in the urine.

                   _____________________________________________________________________________________________

    YES    NO   9. Sciatica, "slipped" or ruptured disc, "pinched nerve" in the neck or back.

                   _____________________________________________________________________________________________

    YES    NO  10. Allergic reaction to any drug or medication, including aspirin or any over-the-counter                            medication as well as any prescription medication, such as penicillin, etc.  Be specific:

                   _____________________________________________________________________________________________ 

    YES    NO  11. Any recent loss of weight.  How much?  Why?

                   _____________________________________________________________________________________________

    YES    NO  12. Have you ever been told you have high blood pressure?

                   _____________________________________________________________________________________________

    YES    NO  13. Have you ever been told you have a heart murmur?

                   _____________________________________________________________________________________________

    YES    NO  14. Have you ever been diagnosed by a physician for having sickle cell anemia?

                   _____________________________________________________________________________________________

    YES    NO  15. Have you or a family member ever been diagnosed by a physician for having Marfan’s syndrome?

                   _____________________________________________________________________________________________

    YES    NO  16. Have you ever had a heat related problem?

                   _____________________________________________________________________________________________

    YES    NO  17. Are you missing or lost function of any paired organ (i.e., eyes, kidneys, testicles, etc.)?

                   _____________________________________________________________________________________________

    YES    NO  18. Are you able to run ½ mile (two times around a track) without stopping?

                   _____________________________________________________________________________________________

I.  Accident and illness insurance:  Please list the information below for the insurance company which you or         your parents have to cover accidents and/or illnesses.

    Insured's Name:                                                     Date of Birth:                          
    Insured’s Social Security Number: _________________________________

    Insurance Company:                                                  Phone Number:                           
    Insurance Company's Address:  ______________________________________________________________________________

    Employer:  _________________________________________  Group Number:  _______________________________________

    I.D. or Subscriber Number:  _________________________________________  Deductible:  ________________________

    Do you have to pre-admit?  _______________  pre certify?  ________________  2nd opinion?  __________________

    If yes to any of the above, please provide phone number(s) _________________________________________________

    If you have an HMO/PPO, please list your Primary Care Physician’s Name Address, and Phone Number:

A. HEAD, NECK, AND CERVICAL SPINE
    YES    NO   1. Have you ever sustained a neck injury while playing football?

    YES    NO   2. If yes, did you have numbness, burning, or a sharp pain in your arms and hands?

    YES    NO   3. Did you see a physician about this injury?

    YES    NO   4. If yes, were x-rays taken?

    YES    NO   6. If you have suffered from a head injury or injuries, how many have you suffered that resulted

                   in missing practices and / or games?  What were the date(s) of the incident?  Was a CT

                   Scan, MRI, or any other special tests done and what were the results?

    _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   6. For any head, neck or cervical spine injury, have you ever been placed in an infirmary or

                   hospital? If yes, for how long?

                   _____________________________________________________________________________________ 

    YES    NO   7. How long were you held out of athletic participation following your injury?

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

B.  SPINE
    YES    NO   1. Have you ever injured your mid- or low back?

    YES    NO   2. If yes, when did you first have back trouble?

                   _____________________________________________________________________________________________

    YES    NO   3. Did you see a physician for this injury?

    YES    NO   4. If yes, were x-rays taken?

    YES    NO   5. If yes, did you have surgery?  If yes, when, where and by whom?

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   6. Were you given specific exercises to perform for your back?

    YES    NO   7. If yes, are you still doing them on a regular basis?

    YES    NO   8. Were you told that you have a spinal defect that has been present since birth?

    YES    NO   9. Is your back still bothering you?  If yes, please explain.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

C.  SHOULDER
    YES    NO   1. Have you ever sustained a shoulder injury?

    YES    NO   2. If yes, give date(s) and shoulder(s) affected.

                   _____________________________________________________________________________________________

    YES    NO   3. Was it a "separated" shoulder?

    YES    NO   4. Was it a dislocated shoulder?

    YES    NO   5. Has this injury happened more than once?

                6. If yes, list dates.

                   _____________________________________________________________________________________________      YES    NO   7. Was your shoulder immobilized?  If yes, how long?

                   _____________________________________________________________________________________________

    YES    NO   8. Was your shoulder operated on?  If yes, list doctor's name, address, phone number, and date

                   of surgery.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   9. With your shoulder injury, how long were you unable to participate in athletics?

                   _____________________________________________________________________________________________

SHOULDER CONT.

    YES    NO  10. Does your shoulder still bother you?  If yes, please explain.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

D.  KNEE
    YES    NO   1. Have you ever had an injury to your knee(s)?

                2. If yes, which knee(s), date of injury and how it was hurt.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   3. Did you see a physician for this injury?

    YES    NO   4. Were x-rays, an MRI, or any other special test done?  If yes, what was done and what were the

                   results?

                   _____________________________________________________________________________________________

    YES    NO   5. Was or were the knee(s) operated on?

                6. If yes, please give date of surgery, operating physician's name, address, and phone number.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   7. Were you given specific knee exercises following your injury and/or surgery?

    YES    NO   8. If yes to number 7, are you still doing these exercises regularly?

                9. Following your injury(s), how long did you miss practice or games?

                   _____________________________________________________________________________________________

    YES    NO  10. Have you had injuries to both knees?

    YES    NO  11. Have you had more than one surgery on the same knee?  If yes, give and physician's name(s),

                   address and phone number(s)

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO  12. Have you had surgery on both knees?

    YES    NO  13. Do you feel like the knee(s) were properly cared for?

    YES    NO  14. Does the knee(s) still swell?  



Right _____

Left _____

    YES    NO  15. Does the knee(s) lock?  




Right _____

Left _____

    YES    NO  16. Does the knee(s) give way?  



Right _____

Left _____

    YES    NO  17. Does your knee(s) feel unstable? 


Right _____

Left _____

    YES    NO  18. Does your knee(s) hurt following activities?  

Right _____

Left _____

    YES    NO  19. Does your knee(s) bother you in any other way?  If yes, please explain.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

E.  ANKLE
    YES    NO   1. Have you ever had an injury to your ankle(s)?

    YES    NO   2. Have you every injured both ankles at one time or another which caused you to miss practices

                   and/or games?

                3. If yes to question 1 or 2, please list the date(s) of the injury(s) caused you to miss

                   practices and/or games.  Also, list which ankle was injured.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   4. Did you see a physician for this injury(s)?

    YES    NO   5. If yes, were x-rays taken?

ANKLE CONT.

    YES    NO   6. If yes, was the ankle, leg, or foot fractured?  If yes, list date, physician’s name,

                   address, and phone number.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   7. Has your ankle, whether fractured or sprained, ever been immobilized?  If yes, which ankle,

                   date, and how long it was immobilized.

                   _____________________________________________________________________________________________

    YES    NO   8. Has your ankle(s) ever been operated on?  If yes, please give date of surgery, physician's

                   name, address, and phone number.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   9. Were you given specific exercises following your injury?

    YES    NO  10. Following your injury(s), did you have to miss practice and/or games?  If yes, how long were

                   you out of participation?

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

F.  DISLOCATION OF JOINTS
    YES    NO   1. Have you ever dislocated a joint?

    YES    NO   2. If yes, list joint(s) dislocated, date, physician's name, address, and phone number(s).

                   _____________________________________________________________________________________________ 

                   _____________________________________________________________________________________________

    YES    NO   3. Has any of these particular dislocations occurred more than one time involving the same

                   joint?

    YES    NO   4. If yes, please list the number of times dislocated, dates, and joints involved.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   5. Did you see a physician for any or all of the dislocation(s)?

    YES    NO   6. If yes, please list physician's name(s), address, and phone number.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   7. Were x-rays taken?

    YES    NO   8. If yes, were any bones fractured?  If yes, please list bone(s) broken.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO   9. Was the dislocated joint immobilized?  If yes, for how long?

                   _____________________________________________________________________________________________ 

    YES    NO  10. Did your injury require surgery?

    YES    NO  11. If yes, give date of surgery, physician's name, address, and phone number.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

    YES    NO  12. Were you given specific exercises to do following your injury and/or surgery?

    YES    NO  13. If yes to 12, do you still do the exercises regularly?

    YES    NO  14. Do you wear a brace or support to protect this joint?

    YES    NO  15. Since the injury, does this joint(s) still bother you?  If yes, please explain.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

G.  HEAT ILLNESS
    YES    NO   1. Have you ever suffered from a heat related illness?

    YES    NO   2. Was it heat cramps?  Give date(s)

                   _____________________________________________________________________________________________

    YES    NO   3. Was it heat exhaustion?  Give date(s)                                                                             ____________________________________________________________________________________________

    YES    NO   4. Was it heat stroke?  Give date(s)

                   _____________________________________________________________________________________________

    YES    NO   5. Were you hospitalized?  If yes, give date(s).

                   _____________________________________________________________________________________________

                6. If yes to question 5, list physician's name, address, and

    phone number(s).

                   _____________________________________________________________________________________________                     _____________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

H.  FRACTURES
    YES    NO   1. Have you ever fractured a bone?

                2. If yes, check the area(s) involved and give date of injury.

         Nose  _______________________  Collarbone: Right  ______________________  Left ______________________

         Facial  _____________________  Upper Arm:  Right  ______________________  Left  _____________________

         Neck  _______________________  Forearm:    Right  ______________________  Left  _____________________

         Back  _______________________  Hand:       Right  ______________________  Left  _____________________

         Rib(s)  _____________________  Thigh:      Right  ______________________  Left  _____________________

         Pelvis  _____________________  Leg:        Right  ______________________  Left  _____________________

         Skull  ______________________  Foot:       Right  ______________________  Left  _____________________

     YES    NO  3. Was/were any of the fracture(s) listed, stress fractures?  If yes, please list what bones                         were involved in this/these stress fracture(s).

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

                4. Please list doctor(s) who treated your fracture(s), their address, and

                   and phone number(s).  If more than one, indicate which physician treated which fracture.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________ 

                   _____________________________________________________________________________________________

    YES    NO   5. Was the fracture(s) as a result of football participation?

    YES    NO   6. Was your athletic performance altered as a result?

    YES    NO   7. Do you have residual defect(s) as a result of the fracture(s)?

 8. If yes, please explain:

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I.  MYOSITIS OSSIFICANS TRAUMATICS (CALCIUM DEPOSIT)
    YES    NO   1.  Have you ever had calcium to form in your thigh or arm following a bad a bad bruise?

                2.  If yes to 1, which limb?

                     Thigh  _______________  Right  ___________  Left  ___________  Date(s)  ___________________

                     Arm  _________________  Right  ___________  Left  ___________  Date(s)  ___________________

                3. How much time did you miss from practices and/or games?

                   _____________________________________________________________________________________________

    YES    NO   4. Was the calcium surgically removed?

                5. If yes, please give date of surgery, physician's name, address, and phone number.

                   _____________________________________________________________________________________________

MYOSITIS OSSIFICANS TRAUMATICS (CALCIUM DEPOSIT) CONT.
    YES    NO   6. Do you still have trouble as a result of this injury?

                7. If yes, please explain.

                   _____________________________________________________________________________________________

                   _____________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________

J.  OTHER
    YES    NO   1.  Is there any other medical condition or conditions not covered in this questionnaire that we                      should know about.  If, yes, please explain in detail below.

                    ____________________________________________________________________________________________

                    ____________________________________________________________________________________________

                    ____________________________________________________________________________________________

                    ____________________________________________________________________________________________
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