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William Carey University 
Athletic Department 

2010-2011 Collegiate Sports Medical Form 
 
Name 
 

Social Security Number 
 

Date 
 

Parent / Guardian Name 
 

Home Phone 
 

Cell Phone 
 

Address 
 
Family Physician 
 

Clinic Name 
 

 
Family Medical History                                                                                                     

Has any member of your family under age 50 had these conditions? 
Yes    No    Condition                  Whom? 
[    ]   [    ]   Heart Attack              ________________________________________________________________________________ 
[    ]   [    ]   Sudden Death            ________________________________________________________________________________ 
[    ]   [    ]   Stroke                         ________________________________________________________________________________ 
[    ]   [    ]   High Blood Pressure  ________________________________________________________________________________ 
[    ]   [    ]   Diabetes                     ________________________________________________________________________________ 
[    ]   [    ]   Sickle Cell Anemia    ________________________________________________________________________________ 
[    ]   [    ]   Arthritis                      ________________________________________________________________________________ 
[    ]   [    ]   Epilepsy                      ________________________________________________________________________________ 
[    ]   [    ]   Kidney Disease           ________________________________________________________________________________ 
 
Athlete’s Medical History 

Has the athlete had any of these conditions? 
Yes    No    Condition                            
[    ]   [    ]   Heart Murmur 
[    ]   [    ]   Seizures 
[    ]   [    ]   Kidney Disease                 
[    ]   [    ]   Irregular Pulse      
[    ]   [    ]   Single Testicle              
[    ]   [    ]   High Blood Pressure 
[    ]   [    ]   Dizzy / Fainting 

[    ]   [    ]   Organ Loss 
[    ]   [    ]   Shortness of breath / coughing   
                   during exercise   
[    ]   [    ]   Knocked Out 
[    ]   [    ]   Heart Disease 
[    ]   [    ]   Diabetes 
[    ]   [    ]   Liver Disease 
[    ]   [    ]   Tuberculosis 

[    ]   [    ]  Overnight in hospital             
[    ]   [    ]   Hernia 
[    ]   [    ]   Rapid weight loss / gain 
[    ]   [    ]   Take supplements / vitamins 
[    ]   [    ]   Heat related problems 
[    ]   [    ]   Menstrual irregularities 
[    ]   [    ]   Recent Mononucleosis  
[    ]   [    ]   Enlarged Spleen 

[    ]   [    ]   Surgery – What Type? _______________________________________________________________________________ 
[    ]   [    ]   Allergies (Food / Drugs) ______________________________________________________________________________ 
Date of last Tetanus Immunization? 
 
Athlete’s Orthopedic History 

Has the athlete had any of these conditions? 
Yes    No    Condition                           Date 
[    ]   [    ]   Head Injury / Concussion   _____________________ 
[    ]   [    ]   Shoulder  L / R                   _____________________ 
[    ]   [    ]   Elbow   L / R                      _____________________ 
[    ]   [    ]   Hip                                      _____________________ 
[    ]   [    ]   Knee  L / R                         _____________________ 
[    ]   [    ]   Chronic Shin Splints          _____________________ 
[    ]   [    ]   Foot  L / R                          _____________________ 
[    ]   [    ]   Pinched Nerve                    _____________________ 

Yes    No    Condition                           Date 
[    ]   [    ]   Neck Injury / Stinger         _____________________ 
[    ]   [    ]   Arm / Wrist / Hand  L / R  _____________________ 
[    ]   [    ]   Back                                   _____________________ 
[    ]   [    ]   Thigh  L / R                        _____________________ 
[    ]   [    ]   Lower Leg  L / R                _____________________ 
[    ]   [    ]   Ankle  L / R                        _____________________ 
[    ]   [    ]   Severe Muscle Strain          _____________________ 
[    ]   [    ]   Chest                                   _____________________ 

Previous Surgeries:  
 
 
Note:  Previous Orthopedic surgeries require specific written clearance. Preferably from the tending surgeon. 
 
To the best of my knowledge, the above information is correct. _________________________________________________________ 
                                                                                                                      Athlete’s Signature                                                 Date 
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William Carey University - Athletic Department - Collegiate Sports Medical Form 
 

Name 
 

Social Security Number 
 

Date 
 

WCU Medical Notes:  Sport 
  

 
Clinic Information 
Clinic Name 

 
Clinic Stamp 
 

Address 
 
 

Phone Number 
 

Attending Physician’s Name 
 

 

Information below to be filled out by physician only 
 
General Information 
Height: Vision: Blood Pressure: 
Weight: Wears:  Contacts / Glasses  / N/A Pulse: 
Comments: 
  
 
 
Orthopedic Exam 
Norm     Abnl   Spine / Neck   
  [    ]       [     ]   Cervical 
  [    ]       [     ]   Thoracic 
  [    ]       [     ]   Lumbar 
  [    ]       [     ]   Other _______________ 

Norm     Abnl   Upper Extremity 
  [    ]       [     ]   Shoulder 
  [    ]       [     ]   Elbow 
  [    ]       [     ]   Wrist 
  [    ]       [     ]   Hand / Fingers 
  [    ]       [     ]   Other _______________ 

Norm     Abnl   Lower Extremity 
  [    ]       [     ]   Hip 
  [    ]       [     ]   Knee 
  [    ]       [     ]   Ankle 
  [    ]       [     ]   Feet 
  [    ]       [     ]   Other ________________ 

Comments: 
 
  
 
General Medical Exam 
Norm     Abnl      
  [    ]       [     ]   ENT 
  [    ]       [     ]   Heart 
  [    ]       [     ]   Skin 
  [    ]       [     ]   Lungs 
  [    ]       [     ]   Abdomen 
  [    ]       [     ]   Hernia (if needed) 

Left  Right  Flexibility 
[    ]    [     ]   Neck                  _______________________________________________ 
[    ]    [     ]   Hips                   _______________________________________________ 
[    ]    [     ]   Hams                 _______________________________________________ 
[    ]    [     ]   Back Ext / Flex  _______________________________________________ 
[    ]    [     ]   Shoulder            _______________________________________________ 
[    ]    [     ]   Quads                _______________________________________________ 
[    ]    [     ]   Heelcords 

Comments: 
  
 
 
[   ] From this limited screening, I see no reason why this student cannot participate in collegiate athletics. 
[   ] Student needs further evaluation as described 
 
  ,M.D.   
Typed or Printed Name of Physician  Signature of Physician    Date 
 


