Student’s Name:

Marian University Past Medical Health History Form:

Please list current or past medical

Circle any of the following that apply:

Anemia Asthma Hypertension Mononucleosis
Bruising/ bleeding Hay Fever Urinary Tract Infection  Diabetes
Concussion Headache Chronic Fatigue

Allergies (drugs, insects, foods, hay fever, etc.):

**Please note: if you are an athlete and you require the use of an EpiPen or Inhaler, please bring an
additional one to campus with you that can be left with the athletic trainers or coach for ease access
during an emergency**

For Female Menstrual History
When was your last menstrual period? .............c..c.ooiin.

Are your periods regular? Yes No

Family History: Please indicate relationship of family members for any yes answers
Yes No Has anyone in your family died of heart disease or sudden death before the age of 50?

Yes No Has anyone in your family had Marfan’s Syndrome?

Yes No Has anyone in your family had sickle cell disease?

Social History: Please provide average amount per day/week

Please list any countries that you have traveled to in the past 2 years: ...........coceveviiiiiiiiiniinennn..
Yes No Do yousmoke? ......ooooiiiiiiiiiiiiiiiiiiiiiiiann,

Yes No Do you use smokeless tobacco? .........cocooeviiiiiiiiiiiiiiinnn...

Yes No Do youdrink alcohol? ............cooiiiiiiiiiiiiii...

Yes No Do you use any recreational drugs? ...........covieviiiiiininiiiininnnn..

Review of Systems: Explain yes answers in the space provided next to each question

Yes No Have you passed out dUring €XETCISE? ........eeuueintintiniret ittt et ae e
Yes No Have you experienced dizziness during or after €XerCiSE? ........coeivuirriiiiiiiiiiiii i reienen,
Yes No Have you had chest pain during or after €XerciSe? .......o.evuuiieiiiiitiiii e



Student’s Name:

Yes No Have you ever been told that you have a heart murmur? ..o,
Yes No Have you ever had racing of your heart or skipped beats?........coc.eeviiriiiniieriiniienieeiereeete e
Yes No Have you ever had an echocardio@ram? ............oouiiiiiiiiiii i e
Yes No Do you have trouble breathing or do you cough during or after activity?...............ccooviiiiiiiiinin.
Yes No Have you had high blood presSsure? ............o.oiui i oo
Yes No Have you ever had a SEIZUIe OF EPIlEPSY?..c.ueruiiriiriiriiiieniirieneeie ettt ettt s see st enae s
Yes No Have you ever had heat cramps, heat illness, or muscle Cramps?...........cceevereereereenenieeneneenenrieneeneens
Yes No Have you ever had @ head IJUry?.......ccoocooviiiiiiiiiiiiiectee ettt
Yes No Have you ever been knocked unconsCious? ..........oouiueitiiiitiiiii i
Yes No Have you ever had a “burner” or “SHNZET 7......cocueiriiiriirieeieeite ettt ettt sttt saee e es
Yes No Do you use any special equipment (pads, braces, neck rolls, eye guards)............cooeviiiviiiiiiennen..
Yes No Do you have problems with yOUT €YeS OF VISION?......cccciiriiriiiiriienieniieiteeteesiee et site st ebeeseeerees
Yes No Have you had vision COITECHION SUTZETY7....ccc.ueruiirieiniiiiieeniee ettt eeitee st e et ettt et esbeesaee et e saneesbeesaees
Yes No Are you missing an €ye OF KIANEY7.....ccc..eiruiriiiiiinieiieeiie ettt ettt et st e et sbte e ae e st sbeesaeeenes
Yes No Have you had any bone, joint, or muscle injuries in the past year?.. ........cooeviiiiiiiiiiiiiiiinininnn..

Please provide a month/year for any of the following structures that you have injured. This includes sprains, strains,
fractures/breaks (including stress fractures), and dislocations.

............... Head vevviieeer.....Shoulder veveveeeeo.....Elbow cevriieeeee.. . Wrist
............... Neck veviveeen......Hand veviiiienn.....Knee veveieeenn.....Ankle
............... Back veveeeeee......Hip vevieneeee.....Thigh veveeneeeer....Shin/Calf

Proof of immunization: One of the following (a copy- not the original) must be attached to this form.
* Personal record (i.e. vaccination booklet) * A physician or clinic report * School immunization

Required Immunizations:
Hepatitis B

Requires 3 vaccinations

#1 Date:

#2 Date:

#3 Date:

Varicella (Chickenpox)
Yes, I had chickenpox. Date:
No. If you have not had the Varicella disease you will need 2 vaccinations. #1 Date: and #2 Date:

Tetanus-Diptheria or Tdap
TD in the last 10 years. Date:
Tdap. Date:

MMR

All entering college students born after 1956 should have two doses of live measles vaccine.
Requires 2 vaccinations

#1 Date:

#2 Date:



Polio

Requires 3 Vaccinations
#1 Date:

#2 Date:

#3 Date:

Tuberculin PPD (within the last 12 months)
Mantoux Skin Test (PPD Test)

Date read:

Result:

If you have had a positive PPD Test, a chest X-ray is required within the last 12 months. Attach a copy of
the X-ray report to the health form.

Recommended Immunizations:
Hepatitis A

Requires 2 vaccinations

#1 Date:

#2 Date:

Meningococcal Vaccine

I understand that the Meningococcal Vaccine offers protection against certain strains of Neiserria Meningitis. This vaccine
is available at Marian’s Student Health Center for a fee. The vaccine may also be available through family physician offices
or clinics. If vaccine has been given enter name of vaccine/ month given/year given: / /

All Student’s required to sign:

Student Signature (If student is 18 years or older) Date

Student Athlete’s required to sign:

I know of and acknowledge the risks involved in athletic participation, understand that serious injury, and even death, is
possible in such participation and choose to accept any and all responsibility for my safety and welfare while participating in
athletics.

Signature Date Signed



This form must be completed by a physician, other than a pediatrician, for all student athletes.

Physical Examination Form:

Name: Date of Birth:

Height Weight

Pulse Regular /Irregular BP / ) ( / )

Vision R20/___ L 20/____ Corrected: Yes No Pupils Equal ___ Unequal ___ R>L L>R
This portion is to be completed and signed by a Medical Doctor:

Medical Specific Findings

Yes No Marfan’s syndrome

Yes No Irregular Heartbeat

Yes No Murmur supine

Yes No Murmur standing

Normal (please check) Specific findings
HEENT
Neck
Chest/Lungs
Abdomen
Genitalia/Hernia
Femoral Pulses
Neurological
Musculoskeletal
Neck
Shoulders
Elbows
Wrists
Hands
Cervical spine
Thoracic spine
Lumbar spine
Hips
Thigh
Knees
Shin/Calf
Ankles
Feet

Additional Tests Comments
___ CBC with diff, plts
Ferritin
EKG
__ Peak Flow
___ ImPACT neuropsych testing
ETT
PFT’s
__ Other

Medical Clearance:
A. Cleared. I hereby certify that this athlete was examined by me. At that time, no physical condition was detected which would
reasonably be anticipated to render this athlete physically unfit to engage in athletic activities.

B. Cleared after completing evaluation/rehabilitation for :

C. Not cleared due to:

Recommendations: Mouthguard  Polycarbonate protective eyewear Nutrition Education
Signature of physician Date:
**+Please have MD stamp form or staple business card if this is completed off campus™***




