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il Have you had any illnesslinjury recently, or do you have an illnesslinjLrry now?
il F{ave you had a rredical prablem, illness or injury since ycur last exam?
il Ds you have any chronic or recurrent illness?
I F{ave you ever had any illness lasting more than a week?
I Have you ever been hospitalized overnight?
I Have you had any surgery qther than tonsilleciomy?
f Have yoil ever had any injuries requiring treatnrent by a physieian?

I Do you have any organ missing odrer than tonsils {appendix, eye, kidney, testicle, etc.i?

! fue you presently taking ANY medications {inciuding birlfi oontrol pill, vitamin, aspirin, etc.}?

[uoyouhaveANYallergies{medicines,bees,foods,orgtherfactors)?-
il Have you ever had chest pain, dizziness, fainting, passing out during cr after exercise?

I Dc you tire more easily or quickly than ycur friends during exereise?

f, l-tave you ever had any prcblem with your blood pressure or your heart?

I Flave any ciosa relatives had heart problems, heart attack or sudden death befsre they were age 50?

I Do you have any sk?n problems {acne, itching, rashes, ete.}?

I Have you ever had fainting, convulsions, seizures or severe dizziness?
I Do you have frequent severe headaehes?
il l-lave you ever had a "stinger" or "bumei'or "pinched nervc"?
il Have you ever been "knocked ouf or "passed oul'?
il Ftave you ever had a neck cr head injurf
il Have yol! ever had heat exhausticn, heai stroke, heat qramps ar similar heat-related problems?

il Have you had asthma, sr trsuble breathing, or caugh during or after exercise?

I Do you wear eyeglasses, eontact lenses pr protective eyewear?
[l Have you had any probiern with your eyes or vislon?

I Dr yau wear any dental applianee sueh as braces, bridge, plate, or retainer?

I Have ysu ever had a knee injury?

I l-{ave you evsr had an ankle injury?
I Have ygu ever injured any other.ioint (shoulder, wrist, fingers, elc.]?

il Have ysu ever had a broken bone {ftaeture}?
il Have you ever had a cast, splint, or lrad ta use crutches?
il Must lrou us€ special equipment {ar c*mpetition {pads, braces, neek r*il, etc.)?

il Has it been rnore than 5 years since your last tetanus bsoster shot?

I Are you warried about your weight?

n FEMALES: Have ycu any menstrual problems?

il Have you any medical conserns abotS participating in your sport?
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