
John Wood Community College 

Athletics 

 
MEDICAL HISTORY 

 
(To be completed by student-athlete annually before participating in intercollegiate athletics.) 

 

Name:_____________________________    Sex:  Male or Female       Sport:______________________ 

 

Parents’ Address:__________________________________________________ Phone: _____________ 
   Street #   City  State  Zip 

 

Local Address:____________________________________________________ Phone: _____________ 
   Street #   City  State  Zip 

 

Date of Birth:___________________________ Social Security #:_______________________________ 

 

 
Do you now have or have you ever had any of the following? Yes No Explain 

 

1.   Surgery, or been advised to have an operation?    

2.   Hospitalization(s)?    

3.   Bone, joint or muscle injury? e.g.; sprains, fracture, etc.    

4.   Head injury? e.g. ; concussion, skull fracture, etc.    

5.   Loss of consciousness or memory?    

6.   Fainting, weakness, convulsions, or headaches?    

7.   Neck or back injury or symptoms?    

8.   Nerve injury? e.g.; numbness, weakness, tingling, etc.    

9.   Hip, knee or ankle injury?    

10. Shoulder, elbow or wrist injury?    

11. Heart condition? e.g.;  murmur, irregular beat, etc.    

12. High Blood pressure?    

13. Anemia or blood condition?    

14. Chest pain, dizziness, or fainting with exercise?    

15. Heat illness?    

16. Eye or ear condition(s)?    

17. Hernia?    

18. Chronic illness?  e.g.; diabetes, epilepsy, asthma, etc.    

19. Significant illness?  e.g.; hepatitis, mono, etc.    

20. Skin condition(s)?    

21. Menstrual irregularities?    

22. Allergies?  e.g.; medications, bee stings, other.    

23. Other important illness or condition(s)?    

 

-  T U R N   P A P E R   O V E R  - 



 

Do you: Yes No Explain 

24. Wear glasses, contacts, dental bridges, etc.?    

25. Have full function and presence of all paired organs? 

       e.g.; eye, kidney, testicle/ovary, lung. 

   

26. Presently take medication? (please list)    

 

 

Has any blood relative: Yes No Explain 

27. Died suddenly before age 55?    

28. Had a heart attack before age 55? 

 

   

 

 

  Yes No Explain 

29. Has your athletic playing status ever been interrupted or 

       limited due to injury or illness? 

   

30. Do you know of any medical reason that might limit your  

       participation in sports? 

   

 

 

Name of physician who     Date of last 

performed last physical:_______________________    physical:____________________________ 

 

************************************************************************************ 

I certify that the above information is correct.  I further certify that I do not have any conditions or 

injuries which would inhibit my participation in athletic events.  I understand that there is a risk of injury 

in any athletic participation. 

 

************************************************************************************ 

 

Signed by:_____________________________________  _____________________________ 

   Student-Athlete       Date signed 

 

Reviewed by:__________________________________  _____________________________ 

   Physician/Trainer      Date reviewed 

 


