Saddleback College Pre-Participation Athletic Screening


Athletes Name_______________________________

Sport:______________________________________

Social Security:______________________________

Address:____________________________________

City:_______________State__________Zip_______

Home Phone Number_________________________

Parents Name________________________________

Parents Phone Number________________________

Emergency Name/Number_____________________

ANSWER YES OR NO TO QUESTIONS

Any nervous breakdowns
yes
no

Do you have difficulty sleeping
yes
no

Do you have fainting spells
yes
no

Any convulsions/seizures
yes
no

If yes.  When was the last one?____________________

Do you have a chronic cough
yes
no

Have you ever had tubercolosis
yes
no

Heart disease in the family
yes
no

Do you have heart disease.
yes
no

Do you have chest pain
yes
no

Do you have high blood pressure
yes
no

Do you bruise easy
yes 
no

Are you a hemaphiliac
yes
no

Do you have blood disease
yes
no

Do you have any ear problems
yes
no

Do you have frequent headaches
yes
no

Do you have any ringing in your ears
yes
no

Have you ever had a concussion
yes
no

If yes. When ?_______________________

How many__________________________

Do you wear glasses
yes
no

Do you wear contacts
yes
no

Do you have any dental problems
yes
no

Do you have any prolonged infections
yes
no

Do you have abdominal pain
yes
no

Do you have any cysts on your ovaries
yes
no

Do you have trouble with diarrhea
yes
no

Do you have any ulcers
yes
no

Do you have any Gall Bladder problems
yes
no

Do you have any hemorrhoid problems
yes
no

Do you have jaundice or hepititis
yes
no

Do you have anemia
yes
no

Do you have any skin diseases
yes
no

Do you have diabetes
yes
no

Any diabetes in family
yes
no

Loss of menstrual cycle more than 3 months
yes
no

Do you break bones easily
yes
no

Any kidney, bladder or liver problems
yes
no

Do you have difficulty breathing
yes
no

Do you have asthma
yes
no

If yes. What medication taking____________________

Are you allergic to any medications
yes
no

If yes. What medications__________________________

Primary Sport_______________________________

Secondary Sport_____________________________

Year in Sport  1st________      2nd________

Height _____________ Weight___________

Date of birth__________________________

Age________

Are you taking any medications
yes
no

If yes.  What medication__________________________

For what______________________________________

Any serious injuries
yes
no

If yes. What____________________________________

______________________________________________

______________________________________________

Any serious surgeries
yes
no

If yes. What____________________________________

______________________________________________

______________________________________________

Date of last tetanus shot._____________________

Date of last booster shot_____________________

Are you under a doctors care at this time.
yes
no

If yes.  For what?________________________________

______________________________________________

______________________________________________

Any medical problems we should know about_________
______________________________________________

______________________________________________

Any bone or joint problems we should know about_____

______________________________________________

______________________________________________

_________________________________             ________

Athletes Signature                                                   Date

The above information is true to the best of my knowledge

Any comments:

Name of Athlete________________________

Sport_________________________________

Medications currently taking:

Allergies:

Family History:

Smoke                                  Alcohol

__________________________________________________

Blood Pressure____________Pulse__________

Body Fat___________

Eyes   Both__________Right_________Left________

Toe touch _________________

Musculoskeletal 

Spine
____
____


Cervical
____
____


Thoracic
____
____


Lumbar
____
____



right
left

Shoulder
____
____


ROM
____
____


SC
____
____


Clavicle
____
____


AC
____
____


Scapula
____
____


Apprehension
____
____


Relocation
____
____


Sulcus
____
____


Rotator Cuff
____
____

Elbow
____
____


ROM
____
____


M. Epicondyle
____
____


L. Epicondyle
____
____


Ulnar nerve
____
____


Valgus laxity
____
____

Wrist
____
____

Hand and fingers
____
____

Hip
____
____


ROM
____
____


Leg length
____
____



right
left

Knee
____
____


ROM
____
____


Effusion
____
____


Lachman
____
____


Ant. Drawer
____
____


Post. Drawer
____
____


Valgus laxity
____
____


Varus laxity
____
____


Jt. Line tenderness
____
____


Patellar tilt
____
____


Patellar apprehen.
____
____

Ankle
____
____


ROM
____
____


Anterior drawer
____
____


Valgus laxity
____
____


Achilles tendon
____
____

Feet
____
____


Arch
____
____


Toes
____
____

Physician

________________________________________

Skin
______________

Heent
______________

Thyroid
______________

Lungs
______________

Heart
______________

Abdomen
______________

Peripheral circulation
______________

Neuro
______________


Cleared to play
_____


Needs clearance by own doctor_____


Further work-up needed______
Physician Signature__________________________

Date_____________

 Comments:

