
53600405

AAtthhlleettiiccss

Athletic Participation
Health Questionnaire 2500 E. Nutwood Ave.

Fullerton, CA 92831 USA
(714) 879-3901 x1214

kasponsel@hiu.edu

Name ________________________________________________________ Age __________ Sport ______________________________

Student’s Social Security # ________________________________________________

Parent Name(s) ________________________________________________________ Home Phone # ______________________________

Primary Insurance Company ____________________________________________________________________ HMO / PPO (circle one)

The information contained in this medical history form will be used only by the Sports Medicine Department of Hope International University
for the purpose of determining if you pose a health threat / risk to yourself on the athletic field. If necessary, this information will be discussed
with you in detail by a HIU athletic trainer. This information will remain ccoonnffiiddeennttiiaall..  

Circle those injuries and / or illnesses that you have had or have now:

II..  MMeeddiiccaall  hhiissttoorryy IIII..  OOrrtthhooppeeddiicc  hhiissttoorryy

Diabetes Y N Knee injuries Y N

Epilepsy Y N Shoulder injuries Y N

Headaches Y N Elbow injuries Y N

Hepatitis Y N Hand injuries Y N

Asthma Y N Rib / thorax injuries Y N

Mononucleosis Y N Back injuries Y N

Convulsions Y N Ankle injuries Y N

Nosebleeds Y N Foot / toe injuries Y N

Heart problems Y N Neck injuries Y N

Hypertension Y N Hip / groin injuries Y N

Bronchitis Y N Forearm injuries Y N

Blood in urine Y N

Concussion Y N Have you had surgery for any of these conditions?

Appendicitis Y N Y N Body Part ________________

Tuberculosis Y N Date _____________ Doctor _______________

Chest pain Y N Doctor’s Phone # _________________________

Kidney disease Y N

If you answered YES to any of the above questions, please explain IN DETAIL below:



IIIIII..  PPlleeaassee  aannsswweerr

Have you ever had any injury or illness other than those already noted? Y N
Explain __________________________________________________________________________________________________________

Do you have any chronic or ongoing illnesses? Y N
Explain __________________________________________________________________________________________________________

Are you currently under a physician’s care for any condition? Y N
Explain __________________________________________________________________________________________________________

Do you take any vitamins of supplements? Y N
Explain __________________________________________________________________________________________________________

Do you require any special equipment? (dental appliances, hearing aid etc.) Y N
Explain __________________________________________________________________________________________________________

Do you wear contact lenses or safety glasses? Y N
Explain __________________________________________________________________________________________________________

Have you ever had a heat related illness? Y N
Explain __________________________________________________________________________________________________________

Have you ever been hospitalized? Y N
Explain __________________________________________________________________________________________________________

Have you ever felt dizzy or passed out during exercise? Y N
Explain __________________________________________________________________________________________________________

Do you have only one of any paired organ? (kidney, ovary, eye etc.) Y N
Explain __________________________________________________________________________________________________________

Do you have a history of an eating disorder? Y N
Explain __________________________________________________________________________________________________________

Do you have any other medical problems of which we should be aware? Y N
Explain __________________________________________________________________________________________________________

Do you know of or do you believe there is any reason why you should not participate in athletics at Hope International University? Y N
Explain __________________________________________________________________________________________________________

IIVV..  MMeeddiiccaattiioonnss  

Please list ALL prescription and over the counter medications that you are currently taking or have taken in the past, and for what purpose.

Medication Purpose Dosage Date(s)

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________



VV..  AAlllleerrggiieess

Please check any allergies that you have below:

❑ Bee stings / insect bites Please list any other allergies that you have:__________________________________________________

❑ Food: __________________________________________________________________________________________________________

❑ Medication: ______________________________________________________________________________________________________

❑ Latex

❑ Grass

VVII..  FFeemmaalleess  OONNLLYY!!

Have you had regular menstrual periods in the last year? Y N

If not, explain ______________________________________________________________________________________________________

Do you take birth control medication? Y N

Which one? ________________________________________________________________________________________________________

Do you take pain medication for cramping? Y N

Which one? ________________________________________________________________________________________________________

VVIIII..  PPlleeaassee  ddeessccrriibbee  bbeellooww  aannyy  ffuurrtthheerr  iinnjjuurryy  iinnffoorrmmaattiioonn  wwhhiicchh  iiss  kknnoowwnn  ttoo  yyoouu  aanndd  nnoott  rreeqquuiirreedd  oonn  tthhiiss  ffoorrmm::

I, the undersigned, hereby acknowledge, affirm and represent to the best of my knowledge that all statements on pages one through three are
true and accurate to the best of my knowledge and that no answers or information has been withheld. If any information and / or statements are
false and / or have been omitted in reference to my past or present medical history, I fully understand that Hope International University, it’s
agents, servants, trustees, and employees disclaim liability, and will not be held liable for any injuries and / or illnesses not noted.

________________________________________________________________________ ______________________________________
Student/Athlete Signature Date

________________________________________________________________________
Student/Athlete Signature

________________________________________________________________________ ______________________________________
Parent or Guardian Signature (if under 18 years of age) Date

________________________________________________________________________
Parent or Guardian Signature


