UPEI PANTHERS MEDICAL HISTORY QUESTIONNAIRE

(to be completed by any new athlete to UPEI or returning after an absence of 2 or more years)

This side (medical history, allergies, past medical history and current medications) is to be completed by the

STUDENT and the other sections by a PHYSICIAN. Complete this side and bring it with you to the Doctor’s Office.

Name:

(1ast)
DOB: (M/D/Y):

Sport:

Personal Health Number:
In event of an emergency, please notify:

Relationship to you:

(first)

Male:__ Female___ Student #:

Coach:

(middle)

Family Doctor:

Home phone:

Work phone: Cell phone:
MEDICAL HISTORY: Check if you currently have OR have had in the past any of the following:
(C=current problem =past problem)
C|P cC|P

Frequent colds Measles Whooping Cough Frequent Constipation
Influenza Mumps Scarlet Fever Frequent Diarrhea
Bronchitis Poliomyelitis Kidney Disease Frequent Urination
Pneumonia Appendicitis Rheumatic Fever Painful Urination
Tuberculosis Jaundice Skin Disease Frequent Vomiting
Chickenpox Hernia Heart Murmur Frequent Nosebleeds
Diphtheria Diabetes Palpitations Bone & Joint Disease
Blackouts Seizures Back Problems Drug or Alcohol Problem

Other: (please specify):
Do you smoke? If so, specify how many cigarettes per day?
Family health problems (ie: diabetes, stroke, etc):
Any additional information:

Blurred Vision

Shortness of Breath

ALLERGIES: Include description of your usual allergic reaction

Medications:

Environment:

Other:

PAST MEDICAL HISTORY: Specify

Hospitalizations:

Surgery:

Fractures:

Sprains :

Dislocations:

Concussion (specify date):
CURRENT MEDICATIONS: List any medications (prescription and over the counter) that you are presently using,

including frequency of use:

Student signature:

NOTE: Read & sign “Assumption of Risk” and “Consent to Receive Medical Care” on bottom of reverse side.




THIS SECTION IS TO BE COMPLETED AND SIGNED BY A PHYSICIAN

MEDICAL EXAMINATION:

Height: Weight: Blood Pressure / Pulse
General appearance: Head/Neck:
Dental wear: Dentures:
Glasses/Contacts: Respiratory:
Cardiovascular: Abdomen:
Musculoskeletal: Neurological:
Integumentary: Comments:
LABORATORY DATA:

Urine dipstick: GLUCOSE Positive [ |  Negative [ ]

PROTEIN Positive [ ] Negative [ ]

Laboratory/diagnostic tests ordered (attach results as required):

SUMMARY:
Please list any problems that may have been identified through history, physical and lab data:

Is this individual fit for competitive athletic events in the Atlantic University Sport league:

Should there be any restrictions?

Additional comments

Examining Physician:

(Print) (Signature)
Date:
Return to: UPEI Panther Sport Office, Sports Centre #204 The information on this form will be held in confidence

by UPEI Panther Sport Administration Office. The information will be used as a basis for determining fitness for
competitive sport(s) in the AUS/CIS league, and for providing medical care in an event of an emergency.

Assumption of Risk
| understand that although UPEI and its training team (Trainer, Physiotherapist, Coaching Staff and/or Team
Physician) take all possible precautions to safeguard your health and safety, serious and potentially debilitating
injuries can and do occur while participating in any activity. | know that it is extremely important that all student-
athletes and parents should thus consider and be ever mindful of the risks that are involved in such competition. |
feel comfortable with and accept these risks that are associated with athletic practice and competition.

Initial:

Consent to Receive Medical Care
| give authorization to the UPEI Training Team (Trainer, Physiotherapist, Coaching Staff and/or Team Physician) to
evaluate and treat any injuries that occur during my athletic participation at UPEI (this includes immediate first aid
and treatment, x-ray, physical exam, follow-up care, and rehabilitation). |1 understand that the UPEI Training Team
has the authority to prevent me from further participation because of an injury and/or because of undue liability
to UPEL.
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