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15.  Have you ever stayed overnight in a hospital due to a head injury?  YES  NO 

       If yes, list dates _______________________________________________________________________________ 
 
16.   Have you ever had a neck injury involving bones, nerves or discs that disabled you a week or longer?  YES      NO 
 Type of Injury ________________________________ Dates ____________________________ 

17. Do you wear glasses or contacts during competition?  YES      NO 

18. Do you wear any of the following dental appliances?  YES      NO 

 If yes, check all that apply – 

_____ Removable retainer  _____ Permanent Retainer _____ Removable Partial Plate 

_____ Full Plate   _____ Braces    _____ Permanent Crown/Jacket 

19. Have you had a broken bone or fracture in the past 2 years? YES      NO 

 If yes,  R or L? _____  Which bone? ___________________  Dates _____________________ 

20. Have you ever had a shoulder injury (dislocation, separation, etc.) in the past 2 years that disabled you a  

  week or longer?  YES      NO 
 
  If yes, R or L? _____  Type of Injury ___________________ Dates _____________________ 
 

21. Have you ever had shoulder surgery?  YES      NO  

 If yes, R of L? _____  What was done and why? _______________________  Dates ___________ 

22.  Have you ever injured your back? YES      NO If yes, give dates __________________________ 

23. Do you have back pain? YES      NO If yes, check those that apply – 

 ___ Seldom ___ Occasionally ___ Frequently  ___ With Vigorous Exercise ___ With heavy lifting 

24. Have you injured your knee in the past two years? YES      NO If yes, R or L?  _____ 

25. Have you ever been told by a doctor or athletic trainer that you injured the cartilage in your knee?  YES      NO 

 If yes, R or L? _______ Dates ____________________________ 

26. Have you ever been told by a doctor or athletic trainer that you injured the ligaments in your knee? YES      NO 

 If yes, R or L? ______ Dates ____________________________ 

27.  Have you ever had knee surgery? YES      NO 

 If yes, R or L? _____  What was done? _________________________ Dates ___________________ 

28. Have you had a severe ankle sprain in the past 2 years? YES      NO 

29. Do you have a pin, screw, or plate in your body?  YES      NO 

 If yes, where? _______________________________  Dates _______________________________ 

30. Do you have any other conditions we should be aware of, i.e. ulcers, pregnancy, food or insect allergies, tendonitis?

 YES      NO If yes, specify the condition and give details.  __________________________________________ 

 ___________________________________________________________________________________________ 

31. Please give the dates of your last immunization for the following. 

Polio __________  Tetanus __________  Mumps __________  Rubella __________  Measles __________ 

 

 

THE QUESTIONS ON BOTH SIDES OF THIS FORM HAVE BEEN ANSWERED COMPLETELY AND TRUTHFULLY 
TOTHE BEST OF MY KNOWLEDGE. 

 

______________________________________  __________ __________________________________  __________ 

         Signature of Player         Date      Signature of Parent/Legal Guardian Date 
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