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COLLEGE OF WLLI AM AND NARY
STUDENT HEALTH CENTER

I NTERI M HI STORY FOR RETURNI NG VARSI TY ATHLETES

COVPLETE | N | NK

The following information is vital to adequately screen and nedicallﬁ clear athletes for continued participation in
their sport. The purpose of this formis to update each athlete's chart with S|ﬂn|f|cant i nformation regarding
injuries, nedical conditions, synptons of concern, and use of nedication since the athlete's entrance physical exam

Has anyone in your family devel oped heart problens or experienced sudden death before age 50? Yes No
If yes: Relationship to you: Nat ure of problem
Hi story: In the PAST YEAR, have any of the follow ng happened to you? (Answer all questions)

Still a problenf
(YN If yes, explain. (Y, N

1. Hospitalized for any reason?

2. Surgery of any kind?

3. Significant injury (fracture
di sl ocation, etc)?

4. Oher injury (sprain, strain, etc)?

5. Recurrent back pain?

6. Use of nedication for nore than
10 days? Are you currently taking
any prescription or over the counter
medi cations or pills or using an inhaler?

7. Alergic reaction to food, medication, or
stinging insects?

8. Passed out during or after exercise?

9. Chest pain or dizziness during or after
exerci se?

10. High blood pressure and/or high
chol esterol ?

11. Irregul ar heartbeats?

12. Significant head injury/knocked
unconsci ous?

13. Sei zures?

14.  Any shortness of breath with
exerci se? Weezing?

15. Chronic or recurrent cough with
exercise?

CCont i nued on back



(YN If yes, explain

16. Loss or decreased function

Still a
(

pr obl en?
Yy

of any organ?

17. Have you had any illness lasting a week
or nore such as nono or a chronic or
recurring illness or infection?

18. Have you had any bl ood disorder, including
sickle cell trait, anem a (low bl ood)
unusual bl eeding, etc.?

19. Asthma/seasonal allergies that require
medi cal treatnment?

20. Menstrual problens/irregularities?

21. Recurrent heat exhaustion?

22. New onset or unusual headaches?

23. Have you been treated or eval uated
for an eating disorder?

24. Have you been treated, or encouraged to
seek treatnent for an al cohol or
subst ance/ drug abuse probl en?

Wul d you like information or to speak with
soneone confidentially concerning these
i ssues?

25. Any other significant illness or probl ens?

PLEASE READ AND SI GN BELOW

(A) | certify that the above information is accurate and conplete to the best
of my knowl edge. | realize that falsification of the provided information
is a violation of the honor code that could result in sanctioning by a

heari ng panel .

(B.) I give ny fernission for Certified Athletic Trainers (within the Athletic

Depart ment

Student Health Center Staff, and all consulting physicians,

perm ssion to exchange, witten or oraIIYz any information concerning any
It

Injuries or illness which effects ny abi y to partici
activities throughout the time in ich | aman officia

ate in physi cal
student athlete

at The College of Wlliam & Mary. Any change in this status nust be nade
in witing by the student athlete and rendered to all parties concerned.

Student signature SSH
Printed nane Sport

Fr. So. Jr. Sr.
Dat e Current School year
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