CPD SWIM CLUB MEDICAL HISTORY FORM
[bookmark: _GoBack]
NAME: _____________________________________________________________________________
                      (LAST)                                        (FIRST)                                    (MIDDLE)

BATH DATE: ______________________       GENDER (CIRCLE ONE):  MALE / FEMALE

STREET ADDRESS: __________________________________________________________________

CITY: ______________________________STATE:_________________ZIP:______________________

EMERGENCY CONTACT: __________________________ PHONE: ____________________________

PLEASE RESPOND TO ALL QUESTIONS ON THIS QUESTIONNAIRE AND GIVE DETAILS AS REQUESTED. ALL INFORMATION PROVIDED WILL REMAIN CONFIDENTIAL.

PLEASE PUT A CHECKMARK TO INDICATE THEORY RESPONSE:

1. Are you allergic to any medication (aspirin, penicillin, sulfa, etc.)?
    _____No ____Yes
   If yes, list: ________________________________________________________________________

2. Do you take any medication on a permanent/ semi-permanent basis (anti-inflammatory, antibiotic, etc.)?
     _____No ____Yes
If yes, list: __________________________________________________________________________

3. Have you ever had an epileptic seizure?
    _____No ____Yes
    If yes, give a date of last seizure: ______________________________________________________

4. Have you ever been told by a physician you have epilepsy?
     _____No ____Yes
    If yes, are you on medication? ____No _____Yes
    If yes, what medication? _____________________________________________________________

5. Have you ever been treated for diabetes?
    _____No _____Yes
     If yes, are you on medication? 
     _____No ____Yes
     If yes, what medication? _____________________________________________________________

6.  Have you ever been told by a physician you have asthma?
     _____No ____Yes
      If yes, are you on medication? 
     ____No _____Yes
      If yes, what medication? ____________________________________________________

7. Have you ever had a neck injury involving bones, nerves or discs that disabled you for a week or longer?
    ____No _____Yes
    If yes, describe and give date(s):________________________________________________


8. Have you had a broken bone or fracture with the past five (5) years?
    ____No ____Yes
    if yes, what bone(s) _________________________________Date(s) ___________________

9. Have you had a shoulder injury in the past five (5) years that disabled you for a week or longer?
    ____No ____Yes
    If yes, what type of injury? _____________________________________________________

10. Have you ever had shoulder surgery?
      ____ No ____ Yes
     If yes, what type of surgery? ______________________________Date: ________________

11. Have you ever injured your back?
      ____ No ____ Yes
      If yes, what type of injury? ______________________________Date:_________________

12. Have you injured your knee in the past five (5) years?
      ____ No ____Yes

13. Have you had a serve ankle sprain in the past five (5) years?
      ____ No ____ Yes

14. Do you wear glasses and / or contact lenses?
     ____ No _____ Yes

15. Do you have any other medical conditions of which we should be aware in order to help you (i.e. ulcers, food/insect allergy, learning disabilities, mental conditions, etc.)
    If yes, specify and give details: __________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________





Signature: __________________________________________________ Date: ____________________
