HEALTH CARE QUESTIONNAIRE

THIS FORM MUST BE COMPLETED AND BROUGHT ON REGISTRATION DAY.
Name_________________________________________ Birth date____________ Age _____ Sex ____
 
(Last)

       (First) 
Phone___________________________ Address___________________________________

State
_____________________________
Zip_________________________

Name of Parent or Guardian:
_________________________________________

Parent/Guardian Home Phone #: ___________________ Work Phone #:____________________

Parent/Guardian Emergency Contact Person/Phone #: _____________________/ #________________

Insurance Company: ___________________________________________________

Insurance Company Policy #: ____________________________________________

THE FOLLOWING QUESTIONS MUST BE ANSWERED BY CIRCLING “Y” FOR YES OR “N” FOR NO

Has your child/ward ever had any of the following:

High Blood Pressure





Y
N

Heart Murmur





Y
N

Frequent chest pain or palpitations



Y
N

Family history of sudden death




Y
N

Asthma






Y
N

Diabetes






Y
N

History of fatigue and undue tiredness



Y
N

Epilepsy, seizures or convulsions



Y
N

Hospitalization for concussion or other head injury


Y
N

Experienced loss of consciousness after injury


Y
N

History of fainting with exercise




Y
N

Operations (except for stitches for lacerations)


Y
N

Hospitalizations





Y
N

Fractures (stress, broken bones) dislocations


Y
N

  (If yes, location:
_____________________________)

Organs missing (kidney, testicle, spleen, etc)


Y
N

Bleeding disorder or blood coagulation defect


Y
N

Solitary functioning eye




Y
N

Retinal detachment history




Y
N

Recurrent skin infection (herpes infection, etc)


Y
N

Heat exhaustion/heat stroke




Y
N

Chronic recurrent illness




Y
N

Any serious illness not mentioned above



Y
N

Allergies






Y
N

Does he/she take any medication (except for allergies)

Y
N

  (If yes, Medication and dosage: ___________________)

Is he/she currently under the care of a physician for a medical or

surgical problem?





Y
N

Has he/she been medically advised not to participate in any sport?
Y
N

IF THE ANSWER TO ANY OF THE ABOVE IS YES, INDICATE DATE AND GIVE DETAILS BELOW:

_______________________________________________________________ 
_______________________
PARENT/GUARDIAN SIGNATURE


DATE

