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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

                                                                  Student ID #: ___________________
Date: _____________

Name: Last______________________  First: _____________________ Middle: ___________________

Date of Birth: ____/____/____  Age: _____ Sex:  Male  /  Female 

Family Physician: _____________________________________  Phone: __________________________

Name of Practice (if applicable): __________________________________________________________

Address: _____________________________________________________________________________

City: _______________________________ State: ___________________  Zip: ____________________

Medical History

Has any Blood Relative Ever Had: (Please mark each one individually)







Yes
No
Who

	Sudden Death (before age 55)
	
	
	

	Blood Diseases (Sickle Cell, Leukemia)
	
	
	

	Diabetes
	
	
	

	Epilepsy
	
	
	

	Gout
	
	
	

	Heart Disease
	
	
	

	Hemophilia
	
	
	

	High Blood Pressure
	
	
	

	Mental Disorders
	
	
	

	Stroke
	
	
	

	Tuberculosis
	
	
	

	Drug and/or Alcohol Dependency
	
	
	


Have you ever had the following conditions?:





        Yes     No   




          Yes      No  

	High Blood Pressure
	
	
	Skin Disease
	
	

	Rheumatic Fever
	
	
	Diabetes
	
	

	Rheumatic Heart Disease
	
	
	Sickle Cell Anemia / Carrier
	
	

	Pericarditis
	
	
	Anemia
	
	

	Any Heart Disease?
	
	
	Abnormal Bruising
	
	

	Tumor, Growth, Cyst, Cancer
	
	
	Abnormal Bleeding Tendency
	
	

	Any ruptured organs?
	
	
	Blood Disease
	
	

	Hepatitis
	
	
	Blood Clots
	
	

	Jaundice
	
	
	Kidney Disease
	
	

	Gout
	
	
	Kidney Stones
	
	

	Pleurisy
	
	
	Kidney Injury
	
	

	Pneumonia
	
	
	Blood in Urine
	
	

	Polio
	
	
	Frequent Urine Infections
	
	

	Bronchitis
	
	
	Hearing Defect / Loss
	
	

	Frequent Respiratory Infections
	
	
	Ear Infection
	
	

	Tuberculosis
	
	
	Muscular Disease
	
	

	Malaria
	
	
	Birth Defects
	
	

	Mumps
	
	
	Appendicitis
	
	

	Mononucleosis
	
	
	Stomach Ulcer (Peptic)
	
	

	Red Measles
	
	
	Gastrointestinal Bleeding
	
	

	Rubella
	
	
	Constipation
	
	

	Chicken Pox
	
	
	Hemorrhoids
	
	

	Asthma
	
	
	Hemia
	
	

	Exercise Induced Asthma
	
	
	Arthritis
	
	

	Recurrent Sinusitis / Infections
	
	
	Joint Inflammation
	
	

	Nasal Polyps
	
	
	Herpes (Oral)
	
	

	Nose Fracture
	
	
	Herpes (Genital)
	
	

	Amnesia
	
	
	Sexually Transmitted Diseases
	
	

	Meningitis
	
	
	Car or Air Sickness
	
	

	Migraine Headaches
	
	
	Nervous Breakdown
	
	

	Seizure Disorder
	
	
	Mental Disorder
	
	

	Goiter, Thyroid Disease 
	
	
	Drug Dependency
	
	


____Comments:____

Are you currently having any of the following symptoms or problems?





        Yes     No





Yes     No

	Frequent Headaches
	
	
	Abdominal Pain
	
	

	Visual Changes
	
	
	Muscle Cramps
	
	

	Ringing in ears
	
	
	Frequent Nausea
	
	

	Sore Throats
	
	
	Frequent Vomiting
	
	

	Sinus Congestion
	
	
	Frequent Diarrhea
	
	

	Breathing Difficulty
	
	
	Rectal Bleeding
	
	

	Recurring Coughing
	
	
	Unusual Fatigue
	
	

	Chest Pain
	
	
	Trouble Sleeping
	
	


Internal

Were you born with a complete and functional set of paired organs (eyes, ears, kidneys, ovaries/testicles, lungs): 
Yes _____    No _____
If not, which organs were involved? _____________________________________________________________________________

Have you ever had surgery to repair or remove any organ? (hernia, tonsils, appendix, spleen, etc.)

1) If yes, which organ? ________________ Repaired: _____  Removed: _____  Date: ______

Physician: ________________________ Address of Physician: ______________________


2) If yes, which organ? ________________ Repaired: _____  Removed: _____  Date: ______

Physician: ________________________ Address of Physician: ______________________

Cardiac













   Yes      No

	Have you ever felt dizzy, light-headed or passed out during or after exercise?
	
	

	Have you ever had chest pain while exercising?
	
	

	Have you ever had irregular heart beats or heart palpitations?
	
	

	Have you ever been told you had a heart murmur?
	
	

	Have you ever been seen by a cardiologist (heart specialist)?
	
	

	      If yes?   Who:                                                                      Date:
	
	

	Have you ever had an echocardiogram?
	
	

	Have you ever had a stress (heart) exam?
	
	


If  “Yes” on any questions please give details and results (include physician name and phone number): ____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Vision

Have you ever been to an eye doctor?

Yes
No


Date of last visit: ________________


Physician’s name: _______________

Do you wear glasses now? 



Yes
No


If yes,

Reading only:


Yes
No
Rx: R _________




Distance only:


Yes
No
       L _________




All the time:


Yes
No

Do you wear contact lenses?



Yes 
No


If yes,

Soft lenses:


Yes 
No
Rx: R _________




Hard lenses:


Yes
No
       L _________


Do you have a second pair?


Yes
No

Do you wear contact lenses / glasses to participate?
Yes
No

Have you ever had an eye injury?


Yes 
No


Date of injury: ___________
Explain: _____________________________________________

Is your color vision normal?



Yes
No

Dental – Have you experienced or are experiencing any of the following?







  Yes
No
Comments

	Do you have a bridge or false teeth?
	
	
	

	Have you ever fractured a tooth?
	
	
	

	Have you ever had a tooth knocked out?
	
	
	

	Do you wear a mouth protector?
	
	
	

	Do you wear orthodontic appliances?
	
	
	


Heat – Have you ever experienced any of the following?










     Yes
    No

	Trouble with dehydration (excessive loss of salt and water)
	
	

	Heat stroke
	
	

	Heat cramps (due to fluid loss because of excessive heat)
	
	

	Heat intolerance
	
	


Allergies – Are you allergic to …?





 Yes
 No 





 Yes
 No

	Aspirin
	
	
	Insect bites / stings
	
	

	Codeine
	
	
	Tetanus Antitoxin or Serums
	
	

	Cortisone
	
	
	Nail Polish or Cosmetics
	
	

	Sulfa
	
	
	Any Foods:
	
	

	Anti-inflammatories
	
	
	Any other Drugs:
	
	

	Penicillin
	
	
	Other:
	
	

	Hay Fever
	
	
	
	
	


Comments or explanation: _______________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Drug, Food Supplements and Miscellaneous Agents
  Check the appropriate space according to your use of the following items:







 Never

 Rarely
         Occasionally     Frequently

	Vitamins
	
	
	
	

	Diet Pills
	
	
	
	

	Sleeping Pills
	
	
	
	

	Laxatives
	
	
	
	

	Alcoholic Beverages
	
	
	
	

	Antihistamines
	
	
	
	

	Anti-inflammatories
	
	
	
	

	Caffeine
	
	
	
	

	Tobacco
	
	
	
	

	Creatine
	
	
	
	

	Other
	
	
	
	


Miscellaneous – Have you ever …?





          Yes      No





Yes      No

	Worn hearing aid
	
	
	Do you have any pins, staples, or wires in any part of your body
	
	

	Stuttered or stammered
	
	
	Had any illnesses other than those already noted
	
	

	Coughed up blood
	
	
	Have you ever missed a game due to illness
	
	

	Bled excessively after injury
	
	
	
	
	

	Been advised to have any operations
	
	
	
	
	


List all medications that you are currently taking: __________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Orthopedic History Questionnaire
Please place a check in either the “yes” or “no” box. 

If you have any questions or uncertainties, please ask 

medical personnel for assistance.

Have you ever injured or consulted a doctor

about any injury to the …  

  Head


     Yes        No          Date
   Comments

	Unconscious
	
	
	
	

	Dazed / Dizzy
	
	
	
	

	Knocked Out
	
	
	
	

	Concussion
	
	
	
	

	Headaches
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Neck                               Yes        No          Date          Comments

	Sprain / Strain
	
	
	
	

	Stretches
	
	
	
	

	Pinches
	
	
	
	

	Disk Injury
	
	
	
	

	Dislocations
	
	
	
	

	Burners / Stingers
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Chest Wall

      Yes        No         Date        Comments

	Fractured Collar Bone
	
	
	
	

	Fractured Ribs
	
	
	
	

	Sterno-Clavicular Joint Separation
	
	
	
	

	Bruise
	
	
	
	

	Pains
	
	
	
	

	X-rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice 
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Lower Back                     Yes         No         Date        Comments

	Sprain / Strain
	
	
	
	

	Nerve Pinches
	
	
	
	

	Disk Injury
	
	
	
	

	Referred Pain
	
	
	
	

	Pain Down Leg
	
	
	
	

	Numbness in Leg
	
	
	
	

	Weakness in Leg
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Shoulders                        Yes        No        Date       Comments

	Sprain / Strain
	
	
	
	

	A-C Separations
	
	
	
	

	Dislocations
	
	
	
	

	Partial Dislocation
	
	
	
	

	Shoulder Slips Out of Place
	
	
	
	

	Tendonitis
	
	
	
	

	Bursitis
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pain w/ Overhead Activities
	
	
	
	

	Arm Goes “Dead” after Trauma
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized 
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice 
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Upper Arms / 

Forearms/ Elbows         Yes        No        Date        Comments

	Sprain / Strain
	
	
	
	

	Calcium Deposit
	
	
	
	

	Casted
	
	
	
	

	Bruise / Swelling
	
	
	
	

	Injections
	
	
	
	

	Numbness in Fingers
	
	
	
	

	Bursitis / Tendonitis
	
	
	
	

	Dislocation
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice 
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Wrists/

Hands/ Fingers           Yes        No         Date       Comments
	Sprain / Strain
	
	
	
	

	Tendonitis
	
	
	
	

	Dislocations
	
	
	
	

	Casted / Splinted
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Pelvis/Hips                  Yes      No        Date       Comments

	Sprain / Strain
	
	
	
	

	Groin Pulls
	
	
	
	

	Torn Muscles
	
	
	
	

	Dislocations
	
	
	
	

	Casted
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Thighs                         Yes      No        Date        Comments

	Sprain / Strain
	
	
	
	

	Quad Pulls
	
	
	
	

	Hamstring Pulls
	
	
	
	

	Torn Muscles
	
	
	
	

	Calcium Deposits
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice 
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Knees                               Yes       No       Date       Comments

	Strained
	
	
	
	

	Sprained Ligaments
	
	
	
	

	Torn Ligaments
	
	
	
	

	Torn Cartilage
	
	
	
	

	Knee Cap Injury
	
	
	
	

	Knee Cap Dislocation
	
	
	
	

	Osgood Schlatter’s
	
	
	
	

	Bursitis
	
	
	
	

	Swelling
	
	
	
	

	Locking
	
	
	
	

	Giving Way
	
	
	
	

	Sudden Weakness, Shifting
	
	
	
	

	Casted
	
	
	
	

	Arthritis
	
	
	
	

	Chondromalacia
	
	
	
	

	Grinding
	
	
	
	

	Tendonitis
	
	
	
	

	Jumper’s Knee
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Pain w/ Stairs
	
	
	
	

	Pain w/ Squats
	
	
	
	

	Fractures
	
	
	
	

	Arthrograms
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Arthroscopes
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Lower Legs                   Yes       No        Date         Comments

	Sprain / Strain
	
	
	
	

	Shin Splints
	
	
	
	

	Torn Muscles
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Painful – Tight Calf w/ Activity
	
	
	
	

	Achilles Tendon Pain
	
	
	
	

	Stress Fracture
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Ankles                            Yes      No         Date        Comments

	Sprain / Strain
	
	
	
	

	Dislocation
	
	
	
	

	Casted / Splinted
	
	
	
	

	Bruise
	
	
	
	

	Instability
	
	
	
	

	Giving Out
	
	
	
	

	Weakness
	
	
	
	

	Injections
	
	
	
	

	Pains
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	

	Other
	
	
	
	


Feet/Toes                       Yes      No         Date        Comments

	Sprains 
	
	
	
	

	Turf Toe
	
	
	
	

	Dislocations
	
	
	
	

	Casted / Splinted
	
	
	
	

	Bruise
	
	
	
	

	Injections
	
	
	
	

	Fractures
	
	
	
	

	X-Rays, CT, MRI
	
	
	
	

	Hospitalized
	
	
	
	

	Surgery
	
	
	
	

	Missed Practice
	
	
	
	

	Missed Games
	
	
	
	














   Yes      No

	Have you ever had or do you have now any other medical problems or injuries not on this form?
	
	

	Do you have any medical or health problems that you are currently receiving medical treatment for?
	
	

	Is there any reason that you are not able to participate in athletics at this time?
	
	

	Are there any additional health problems you would prefer to discuss privately with our team physician?
	
	


If any of the first three questions above were answered “YES” please explain below: ______________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

List any special protective equipment you require or would like to have provided:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The undersigned, herewith,

A. Understands that he/she must refrain from practice or play during medical treatment until he/she is discharged from treatment or given a written permit by the attending physician to resume participation.

B. Certifies that the answers to the above questions are correct and true.

C. Understands that his/her having passed the physician examination does not necessarily mean that he/she is physically qualified to engage in athletics, but only that the examiner did not find a medical reason to disqualify him/her.

D. Fully realizes The University of Texas at Brownsville and Texas Southmost College, cannot be held responsible for any previous medical condition(s) that he/she might have.

Student-Athlete’s Signature: ______________________________________   Date: _________________

Upon completion of this History Form, it is to be reviewed and signed by the Head Athletic Trainer.

Signature: ________________________________________ L.A.T.  Date: ______________
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