[bookmark: _GoBack]Wilmington University - PSA Health History 
Name:_________________________________________ Sport(s):__________________________________
Date of Birth:_______________ Age:_______________ Sex:______________ Phone:________________
Please check YES or NO with an “X” to the following		YES		NO
1. Have you ever been hospitalized overnight?				[     ]		[     ]

If yes, please explain_____________________________________________________________

2. Have you ever had surgery?						[     ]		[     ]

If yes, please explain_____________________________________________________________

3. Have you ever passed out during or after exercise?			[     ]		[     ]

If yes, please explain_____________________________________________________________

4. Have you ever been dizzy during or after exercise?			[     ]		[     ]

If yes, please explain_____________________________________________________________

5. Have you ever had chest pain during or after exercise?		[     ]		[     ]

If yes, please explain_____________________________________________________________

6. Do you get tired more quickly than your friends do during exercise? [     ]		[     ]

If yes, please explain_____________________________________________________________

7. Have you ever had racing of your heart or skipped heartbeats?	[     ]		[     ]

If yes, please explain_____________________________________________________________

8. Have you ever had high blood pressure or high cholesterol?		[     ]		[     ]

If yes, please explain_____________________________________________________________

9. Have you ever been told you have a heart murmur?			[     ]		[     ]

If yes, please explain_____________________________________________________________


10. Has any family member or relative died of heart problems 		[     ]		[     ]
or of sudden death before age 50?

If yes, please explain_____________________________________________________________

11. Have you had a severe viral infection (for example, myocarditis 	[     ]		[     ]
or mononucleosis) within the last month?

If yes, please explain_____________________________________________________________

12. Has a physician ever denied or restricted your participation		[     ]		[     ]
 in sports for any heart problems?	

If yes, please explain_____________________________________________________________

13. Have you ever had a head injury or concussion?			[     ]		[     ]

If yes, please explain_____________________________________________________________

14. Have you ever been knocked out, become unconscious, 		[     ]		[     ]
or lost your memory?

If yes, please explain_____________________________________________________________

15. Have you ever had a seizure?						[     ]		[     ]

If yes, please explain_____________________________________________________________

16. Have you ever had numbness/tingling in your arms/legs?		[     ]		[     ]

If yes, please explain_____________________________________________________________

17. Do you have frequent or severe headaches?				[     ]		[     ]

If yes, please explain_____________________________________________________________

18. Have you ever had a stinger, burner, or pinched nerve?		[     ]		[     ]

If yes, please explain_____________________________________________________________

19. Do you or any member of your family carry the Sickle Cell Trait 
or have Sickle Cell Anemia that you are aware of?			[     ]		[     ]

If yes, please explain_____________________________________________________________
Athlete is expected to provide a copy of any surgical reports or cardiac workups from the past 4 years

