Delta State University
Athletic Training Education Program
History Form

Full Name: Date:
Date of Birth:
Age:

History Form Instructions:

Please answer all questions to the best of your ability. Please include all information pertinent to your medical
history. On any question with “Yes” as the answer, please describe and date the incident in the space provided at the
end of the form.

Epilepsy/other seizure disorder (If yes, date of last seizure) Yes No
Diabetes (if yes, list medications) Yes No
Gastrointestinal Problems Yes No
Genitourinary Problems Yes No
Hepatitis Yes No
Hernia Yes No
Iron Deficiency Yes No
Asthma Yes No
Sickle Cell Anemia/Sickle Cell Trait Yes No
Chest Pains Yes No
Blood Pressure Problems Yes No
Heart Conditions (Murmur/Irregular Heart Beat) Yes No
Unexplained dizzy spells/fainting/chest pains/shortness of breath or blackouts Yes No
Missing Internal Organs (Kideny/Slpeen, if yes, please list) Yes No
Frequent Nose Bleeds Yes No
Tumors, Cysts, Cancer Yes No
Blood Clots Yes No
Vision Problems Yes No
Hearing Problems Yes No
Allergy/Sinus Problems Yes No
Dental Problems Yes No
Neck Problems Yes No
Shoulder Injuries Yes No
Elbow, Wrist, and Hand Injuries Yes No
Back/Hip Injuries Yes No
Knee Injuries Yes No
Ankle/Foot Injuries Yes No
Fractures Yes No
Surgeries Yes No

Please describe all “Yes” answers above.




General Questions:

Have you ever experienced heat cramps, heat exhaustion or heat stroke? If yes, please describe, give dates and
details and any hospitalization.

Have you had any operations other than those listed above? If yes, describe and give details.

Have you had any additional illnesses or injuries in the last three years? Describe and give details.

By signing my name, | hearby acknowledge that the information provided on this History Form is accurate and true.

Signature:




