Fairleigh Dickinson University Initial Athletic Medical History and Physical
(Please Print all information CLEARLY)

Sport: 








Date :





Freshman: 




Transfer/ Former School: 




Name: 





   Age: 

    Male/ Female   Date of Birth: 


 

SS# : 




   School ID: 



   Year in School: 














(1st,2nd,3rd,4th)
Email address: 




    Dorm/local Phone: 





 

Dorm/ Off Campus Address: 











Home Address: 













Home Phone: 





  Cell Phone: 






Parent/ Guardian Name and relationship to you: 









Address (if different than above): 










Phone Home: 





 Work: Which parent:





Parent’s Cell: 





 Which Parent’s cell:





Parent email: 





 Which Parent’s email:





In case of an emergency and your parent or guardian cannot be reached, please contact:

Name: 







 Relationship: 





Home phone: 






 Cell Phone: 





State law and University policy requires that all students show proof of immunization in order to register for classes and reside on campus. Failure to provide this information to the University Health Center prior to arriving on campus for the first time may deny you from moving into the dorms. Furthermore any expense incurred in order for you to reside off campus and attend classes will not be the responsibility of the athletics department. This includes but is not limited to the costs of the immunization or any hotel cost associated with removal from the dorms. All questions regarding your immunization records should be directed to the University Health Center at (201) 692-2437.
In the event that a member of the Fairleigh Dickinson University Athletic Training Staff or associated medical staff is exposed to my bodily fluids, I consent to have an HIV and/or Hepatitis screening that is confidential:

Athlete’s signature






 Date:





Parent’s signature: 






  Date: 





(Required if student-athlete is under the age of 18 years old)

I, ______________________________, HEREBY DO GIVE THE FAIRLEIGH DICKINSON UNIVERSITY ATHLETIC TRAINING STAFF MY PERMISSION TO RELEASE, WRITTEN AND/OR ORALLY, INFORMATION REGARDING ANY INJURY OR ILLNESS TO THE FOLLOWING PERSONS:

(please check the boxes with whom to share your information)

· MEDIA





· PROFESSIONAL TEAMS AND REPRESENTATIVES

· PARENT/GUARDIAN

· TEAMMATES

· COACHES/ATHLETIC STAFF

· FDU HEALTH CENTER

· FDU COUNSELING CENTER

· AFFILIATED HOSPITALS/DOCTORS

· FITNESS CENTER DIRECTOR (NUTRITIONIST)
· SPORT PSYCHOLOGY COLLABORATION
· OTHER: ____________________________
Insurance information:

In order to be enrolled as a student at Fairleigh Dickinson University you must provide proof of insurance. As a student-athlete at the University you will be provided with insurance in the event you should incur an injury as a result of participation in athletics. THIS POLICY DOES NOT COVER YOU FOR SICKNESS and NON-ATHLETIC INJURIES. You or your parent’s will have to purchase either the University policy or show proof of personal insurance. Please send a photocopy of your insurance card(s) (front and back) with the forms you send back. Or, It is expected that you will provide the athletic training staff with a copy of your personal insurance card prior to the first practice and notify the athletic training room of any insurance changes thru the year. You will complete a separate form for insurance.
IMPORTANT:

Do you take any prescription or nonprescription medication regularly? YES______   NO________

If yes, please list the name of the medication (s):__________________________________________
___________________________________________________________________________________
Purpose for Medication(s):____________________________________________________________
Dosage and Frequency (e.g.100mg,1x/day)______________________________________________________________________
STOP! - I attest that the information contained in this form is truthful, correct, and complete to the best of my knowledge.  I understand that any medical information withheld, incomplete, or incorrect may result in incomplete or incorrect medical treatment and may disqualify me from participation.  I also understand that voluntary withholding of medical information could void payments by Fairleigh Dickinson University’s insurance carrier.  I did not withhold any information about any physical problems in order to participate.
I understand any medical treatment or advice that I seek on my own I am obligated to tell a member of the athletic training staff and advise them and produce any documentation relating to that care especially concerning my ability to practice and participate in your sport.

Student-Athlete’s Signature







Date



Parent’s Signature 








Date


(Required if student-athlete is under the age of 18 years old

Medical History: Do you have or have you had any of the following health problems?  A blank box indicates a “no” answer.  If yes, please check the box and explain in the space provided at the bottom of the page. Give date(s) if possible.
· Are you allergic to any medication?

· Are you allergic to any foods or insects?

· Do you have seasonal allergies or hay fever?

· Do you carry an anaphylactic kit or Epipen?

· Do you have Diabetes?

· Are you Insulin dependent?

· Do you use an Insulin pump?

· Have you had any childhood diseases (i.e. Measles, Mumps, Chicken Pox)?
· Do you have Epilepsy? Convulsions?

· Have you or a relative suffered from Cancer?

· Have you or a relative suffered a Stroke?

· Have you or a family member suffered from Sickle Cell Anemia?

· Have you or a relative suffered from Marfan’s Syndrome?

· Have you ever had Mononucleosis, Hepatitis, Tuberculosis, or any other infectious disease?
· Do you have Anemia or other blood or immune system disease?
· Do you have any other inherited diseases or infectious diseases (i.e. Lyme, Meningitis, HIV, Tuberculosis)
· Have you ever had Kidney disease or a Urinary Infection?
· Have you had any organs removed?  (Ex: Eye, Kidney, Testicle, Ovary)

· Have you had Hernia or Appendix Surgery?
· Have you had a Tonsillectomy?
· Have you ever been hospitalized overnight or longer?
· Have you had any other non-orthopedic surgery?

· Have you had a Tetanus Shot within the last few years? Date:
 



· Does exercising in the heat cause you problems?

· 
Do you have Asthma?

· Do you carry an inhaler? What is the medication?
· Any other lung disease?
· Have you or a relative suffered from any Blood disease?
· Have you had a Cough lasting longer than 3 weeks?
· Is there a history of Heart disease in your family?
· Have you or a relative suffered from heart trouble or a Heart Attack?  
· Do you or your parents have high blood pressure? Low BP?
· Do you have a Heart Murmur?
· Do you get Heart palpations; a racing Heart, or irregular Heart beats?
· Do you have chest pain with exercise?
· Do you get shortness of breath with exercise?
· Do you get dizzy or have you fainted during exercise?
· Have you ever seen a Cardiologist/Heart specialist? When?
· Have you ever had an EKG or Echocardiogram?
· Has any relative suddenly died at 40 years or less of causes other than an accident?  Age?

· Have you had any skin infections or rashes? 
· Do you bruise or tend to bleed easily?
· Have you had a cyst removed?
· Do you suffer from chronic stomach, gastrointestinal, or bowels problems?
· Do you have any physical disabilities?
· Are you missing any paired organ? ie kidney, eye, testicle, ovary?
· Has a doctor ever denied you or recommended against your participation in a sport or physical activity. What sport: __________________

· Have you ever had surgery or been hospitalized?
Please explain any “yes”

Nutritional Profile/Habits: Do you use or have you used any of the following.  A blank box indicates a “no” answer.  If yes, please check the box and explain in the space provided below.  Give date(s) if possible.

· Smoking/Smokeless tobacco?
· Creatine?
· MET-RX?
· Ergogenic aids?
· Herbal supplements?
· Androstenedione? 
· Ephedra? 
· Green tea? 
· Have you been advised to take a supplement – if yes by whom?
· GNC Products?
· Other Dietary supplements?
· Do you use Steroids?
· Recreational Drugs?
· Heavy Caffeine intake? (i.e. Soda, Coffee, etc.) 
· Osteochondritin/ Osteoflex 

· Weight loss or gain in the last year? How much________ 

· Energy Drinks ( red bull, etc) 

· Alcohol Use

Please explain any “yes”

Female Athletes:
· Do you have regular periods?
 Length of cycle?



· Date of last period? ________
· Menstrual Disorders?
· Do you take oral contraceptives? 

Please explain any “yes”

Head and Neck: Have you had any problems or injuries with the following? A blank box indicates a “no: answer.  If yes, please check the box and explain in the space below.  Give the date(s) if possible.

· Have you had a concussion and/or a period of unconsciousness? How many?   Did you miss playing time?
· Did you see a doctor and/or have an MRI/CAT Scan for a head or neck injury?
· Have you been hospitalized for a head or neck injury?
· Do you suffer from frequent headaches or migraines while exercising?
· Have you had a pinched nerve? Burner? Stinger? Whiplash?
· Have you had physical therapy for this problem?

· Do you visit a chiropractor regularly for this or any other problem?

· Have you suffered seizures due to head injury?

· Is there a family history of Seizures?
Please explain any “yes”

Eyes:
· Do you wear eyeglasses?

· Do you wear contact lenses? 
· If you wear contacts are they hard or soft? Color?
· Have you ever had an eye injury?
· Which do you wear during play?



· Do you have any visual impairment?
· Have you ever had lasix surgery?
· Do you get blurring of vision while exercising?
· Does anyone in your family suffer from Glaucoma?
· Date of last exam? ________
Please explain any “yes”

Dental:
· Any false teeth, bridges or plates?
· Do you wear a custom made mouthpiece when you play?
· Do you have Braces?
· Do you have regular dental exams?
· Date of last dental exam? ______

Please explain any “yes”

Ears:
· Have you ever had an ear injury?
· Have you had a perforated eardrum?
· Any drainage from your ears?
· Do you have a hearing loss?
· Do you wear hearing aides?
· Do you wear them when playing?
Please explain any “yes”

Nose:
· Do you have frequent nosebleeds?
· Have you ever had a broken nose?
· Have you ever had nasal surgery?
· Do you have nasal blockage?
· Do you have sinus problems?
Please explain any “yes”

Skeletal Structure: Have you had any problems with any of the following body parts? A blank box indicates a “no” answer.  If yes, explain in the space given.  Include dates/details (month and year; right or left joint)
· Any shoulder injuries? Sprain/dislocation/rotator cuff, unknown?
· Did your shoulder ever “pop out”? 










· Any clicking, impingement or tendinitis?










· Any shoulder surgeries? Rehab?











· Any shoulder surgeries recommended but not completed?






· Do you wear a shoulder brace? 











· Any elbow injury/surgery/rehab? 









· Wrist, Hand, Finger Injury/Surgery/Rehab? 








· Any knee injuries? Sprain/dislocation/unknown?

· Did your knee ever “pop out”? 










· Any tendinitis, ligament, or cartilage damage? 








· Any clicking, locking, or give way sensations in your knees? 







· Osgood-Schlatters Disease (knee)? 









· Any knee surgeries? Doctor? 










· Any knee surgeries recommended but not completed?







· Do you wear a knee brace? 











· Bad thigh bruise? 













Skeletal Structure (cont.): have you had any problems with any of the following body parts? A blank box indicates a “no” answer. If yes, explain in the space given. Include dates/details (month and year; right or left joint)
· Bad hip pointer, hip bruise or other hip injury? 









· Groin, quad, hamstring pull? 








        


· Have you had shin splints or lower leg stress fractures?
· Any ankle injuries? Sprains/Fractures/Torn Ligaments/unknown?
· Ankle Surgery? Treatment? Rehab? 










· Achilles tendon injury? 












· Foot injury/surgery/rehab? 











· Do you have a bunion?  Surgery for a bunion? 









· Ever had “turf toe”? 












· Any foot stress fractures? Where? 
· Do you have flat feet?  Do you use orthotics? 









· Have you ever been treated by a podiatrist (foot doctor)? 






· Do you visit any other specialist(s)? 










Back:
· Any back injuries? Surgery? 










· Do you have a postural abnormality or scoliosis? 








· Do you have frequent back pain? 










· Do you have pain radiating to your legs? 









· Do you have a difference in leg lengths? 








· Have you ever been treated by a chiropractor? 









· Do you visit a chiropractor regularly? 









· Have you ever been treated by a physical therapist for your back pain?





Other:

· Do you have any other medical abnormality we have not asked you about?  Explain below.    YES     NO
· Have you had any other injuries &/or surgeries that we have not asked you about?    YES    NO
· Are you currently being treated for any other injury or condition not listed above?     YES  NO
· I agree to provide a member of the athletic training staff an inhaler if I use one in the case of an emergency.
· I agree to provide a member of the athletic training staff an epipen if I suffer from severe allergic reactions in the event of an emergency and will allow them to administer to me should I have a problem. 
· It is recommended that an extra pair of contacts is given to a member of the athletic training staff in the event of an emergency.
Please explain any “yes” 
