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  Athletics
  THE UNIVERSITY OF TEXAS AT BROWNSVILLE and TEXAS SOUTHMOST COLLEGE

     80 Fort Brown ▪ Brownsville, Texas 78520 ▪ 
        Marty L. Castillo, Head Athletic Trainer ▪ 956-882-8925 (office) ▪ 956-882-3891 (fax) ▪ 956-372-9847 (cell) ▪ marty.castillo@utb.edu       
MEDICAL HISTORY

Athletes’ Full Name __________________________________Birth Date________________ Age_________ Sex _________
Athlete’s School ID # ____________________
Explain “Yes” answers in the box below*
1. Have you had a medical illness or injury since your
Yes
No last physical?

2. Have you been hospitalized overnight in the past
Yes
No year?





   Have you ever had surgery


Yes
No

3. Are you currently taking any prescription or

Yes
No non-prescription medication or pills or use an 

     inhaler?

4. Do you have any allergies?


Yes
No

5. Have you ever passed out during or after exercise?
Yes
No Have you ever been dizzy during or after exercise?
Yes
No Have you ever had chest pain during or after exercise?
Yes
No  Do you get tired more quickly than your friends do 
Yes
No during exercise?




   Have you ever had racing of your heart or skipped
Yes
No heartbeats?

Have you had high blood pressure or high cholesterol?
Yes
No Have you been told you have a heart murmur?
Yes
No Has any family member or relative died of heart 

Heart problems or of sudden unexpected death before

Age 50?




Yes
No Has any family member been diagnosed with 

Enlarged heart, hypertrophic cardiomyopathy,

Long QT syndrome, Marfan’s syndrome, or abnormal 

Heart rhythm?



Yes
No Have you had a severe viral infection (for example,

Myocarditis or mononucleosis) within the last month?
Yes
No Has a physician ever denied or restricted your 

Participation in sports for any heart problems?
Yes
No

6. Have you ever had a head injury or concussion?
Yes
No 

Have you ever been knocked out, become 

unconscious, or lost your memory?

Yes
No

If yes, How many times? ______________ 

When was the last one? _______________

How severe was each one (Explain Below)

Have you had a seizure?


Yes
No

Do you have frequent or severe headaches? 

Yes
No

Have you ever had numbness or tingling in  your

arms, hands, legs, or feet?


Yes
No

Have you ever had a stinger, burner, or pinched nerve?
Yes
No

7. Are you missing any paired organs?

Yes
No

8. Are you under doctor’s care?


Yes
No
9. Do you have any current skin problems?

Yes
No

10. Have you ever become ill from exercising in the heat?
Yes
No

11.   Have you had any problems with your eyes or vision?
Yes
No

12. 12. Have you ever gotten unexpectedly short of breath 

With exercise?



Yes
No

13. Do you have asthma?



Yes
No

14. Do you have seasonal allergies that require 
medical treatment?



Yes
No

15. 13. Do you use any special protective or corrective 
equipment or devices that are not usually used for 
your sport or position?


Yes
No

16. 14. Have you ever had a strain, sprain, or selling 
after an injury?



Yes
No

17. Have you broken or fractured any bones or 

dislocated any joints?



Yes
No
18. Have you had any other problems with pain or swelling 

in muscles, tendons, or joints?


Yes
No

19. Do you want to weigh more or less than you do now?
Yes
No

20. Do you fell stressed out?


Yes
No

21. Have you ever been diagnosed or treated for sickle

cell trait or sickle cell disease?


Yes
No

FEMALES ONLY

22. When was your first menstrual period?

___________

When was your most recent menstrual period?
___________

How much time do you usually have from the 

start of one period to the start of another?

___________

How many periods have you had in the last year? 
___________

What is the longest time between periods in the 

last year?




___________

* Explain all “Yes” answers below or on the back.
I herby states that, to the best of my knowledge, my answers to the above questions are complete and correct. 

Student Signature ___________________________________ Parent/ Guardian _____________________________ Date _______________________________________
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