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Monroe Community College
HEALTH SERVICES DEPARMENT

&

DEPARTMENT OF ATHLETICS

HEALTH HISTORY & PHYSICAL EXAM FORM

FOR NEW STUDENT ATHLETES

PURPOSE:

Completion of this form is required for practice or play on any athletic team at Monroe Community College under the guidelines of the National College Junior Athletic Association.

INSTRUCTION:

Please complete Part 1 of this form.  Be sure you sign and date the form where it is requested. ALL ENTRIES MADE BY YOU NEED TO BE IN INK.

Your physician or health care provider needs to complete Part 2, the Physician/Health Care Provider Section, when you have your physical examination.

All these forms must be completed and returned to the MCC Health Services Department for review by the nursing staff.

All forms must be completed within the current academic school year. 
PART 1

TO BE COMPLETED

BY STUDENT

THIS FORM IS TO BE RETURNED TO THE HEALTH SERVICES DEPARTMENT.

ADDRESS:  1000 East Henrietta Road, Rochester New York 14623.
                       Building 3 – Room 165

WEB PAGE: 
 monroecc.edu/go/health

PHONE:  
(585) 292-2018

FAX: 

(585) 292-3856
Student Health History  (To be completed by student)                                
Today’s Date:____________      Sport:__________     Year entering College______ ⁭ Fall   ⁭  Spring   ⁭ Summer
STUDENT (Please fill out this section)                       STUDENT SS# OR M#:___________________
NAME: _____________________________________ DATE OF BIRTH: ________________________

                 Last                   first                middle Initial

ADDRESS: ____________________________________________________________________________

                       Street                                                    city                       state                             zip code                     

RESIDENTIAL HALL STUDENT:   ⁭ YES     ⁭ NO   HALL____________________
PHONE: ____________________   CELL PHONE: ______________ E-MAIL__________________________

PRIMARY CARE PHYSICIAN: ___________________________________________________
ADDRESS: ________________________________________________________PHONE:__________                                                           
                      Street                         city                      state                  zip code
EMERGENCY NOTIFICATION

NAME: __________________________________________ RELATIONSHIP_____________________ 

HOME PHONE: _____________________________ CELL PHONE: ______________________________________

INSURANCE CARRIER & ID NUMBER: ___________________________________________________________

Comment on all “YES” answers:

                                                YES        NO         comment                                                       YES       NO     comment     

Seizures                                   ____       ____                                  Heart Problems                  ____     ____
Headaches/Dizziness               ____       ____                                  High Blood Pressure          ____     ____

Ear Disease                              ____       ____                                  Blood relatives who died from

Glasses/Contacts during play  ____      ____                                   Heart problems before age 50___   ____

Skin Problems                          ____      ____                                  Absent Organs                      ____   ____

Back Pain                                 ____      ____                                  Allergies                               ____    ____

Medications                             ____      ____                                   Diabetes                               ____    ____

Ever smoke cigarettes              ____     ____                                    Bleeding problems               ____    ____

Asthma                                     ____    ____                                    Anemia                                 ____    ____

Drink Alcohol                           ____    ____                                    WOMEN ONLY

Use Street Drugs                      ____     ____                                    Menstrual Cramps              ____    ____

                                                                                                          Date of Last Period             ___________

HAVE YOU HAD A SERIOUS ILLNESS OR INJURY IN THE PAST 6 MONTHS?

            NO_______ YES (EXPLAIN) _______________________________________________________________                         

INJURIES                           YES       NO           DATE OF INJURY            TREATMENT
Concussion/ Head Injury      ____      ____          _________________           _________________________________
Skull Fracture                        ____     ____           _________________          _________________________________
Neck Injury                           ____     ____           _________________           _________________________________
Loss of Tooth                        ____     ____           _________________           _________________________________
Back Injury                            ____    ____           _________________            _________________________________
Arm Injury                             ____    ____           _________________           _________________________________
Shoulder Injury                      ____    ____           _________________           _________________________________
Knee Injury                            ____    ____           _________________           _________________________________

Ankle Injury                           ____    ____           _________________           _________________________________
*___________________________________      *   ______________________________
                       Student Signature                                                          Date                           
FAMILY HISTORY:
Check any health problems which your family members have had:
                                                                      Mother    Father   Sister/Brother   Children
	Bleeding Tendency


	
	
	
	

	Stroke

	
	
	
	

	Kidney Disease

	
	
	
	

	Cancer

	
	
	
	

	Tuberculosis (recent history)

	
	
	
	

	Mental Illness

	
	
	
	

	High Blood Pressure

	
	
	
	

	Diabetes

	
	
	
	

	Heart Disease

	
	
	
	


Monroe Community College
            Department of Athletics
Please read the following Waiver, Consent and Warning and sign in all three places.

MEDICAL INFORMATION RELEASE WAIVER

I, _______________________________ age______ while participating in Monroe Community College intercollegiate athletics, give my consent for the team physician, sports medicine staff, and the Monroe Community College Department of Health Services to provide me with appropriate health care.  I permit any health care provider I might see due to an injury or illness to share any and all related information with the team physician, sports medicine staff, health services, coaches, and my parents/guardians as appropriate.  This information is only to be used in order that they are properly informed about my condition and capabilities while I am participating as a student-athlete at Monroe Community College.  Authorization of this form shall be considered valid for the duration of my intercollegiate career at Monroe Community College.
*____________________________________________                        ______________________________

                          Student Signature                                                                                  Date

*____________________________________________                        _______________________________

          Parent/Guardian Signature (under 18)                                                                   Date

INFORMED CONSENT

I understand that injuries can, and do, occur in athletic practice and competition.  Such injuries can result in, but are not limited to, temporary or permanent disability, paralysis, or death to my opponent or myself.  These injuries may occur with or without any intent to violate any rules of the specific event.  All such injuries can not be prevented.

Improper or unauthorized alteration of any protective equipment is in violation of NJCAA rules and can contribute to injuries.  Monroe Community College will issue any and all required protective equipment in full compliance with appropriate rules and regulations of the NJCAA or other governing bodies.  Monroe Community College student athletes will only wear issued equipment, unless given written permission and approval by the Director of Athletics, or his/her designee.

By signing this form I understand the risks that are involved in participating in sport at Monroe Community College as well as ones that may cause harm due to illegal equipment.
*____________________________________________                        ______________________________

                          Student Signature                                                                                  Date

*____________________________________________                        _______________________________

          Parent/Guardian Signature (under 18)                                                                   Date

HELMET WARNING

Lacrosse, Ice Hockey, Baseball, Softball

Do Not use your helmet to butt, ram, or spear an opposing player, or use your helmet as a weapon.  This is in violation of the rules, and can result in severe head, brain, or neck injuries, paralysis or death to you, and possible injury to your opponent.

There is a risk that these injuries may occur as a result of accidental contact without the intent to butt, ram, or spear another player.

No helmet can prevent all head and neck injuries a player might receive while participating in sports. By signing this form I understand the proper use of the equipment and the risks that are involved.

*____________________________________________                        ______________________________

                          Student Signature                                                                                  Date

*____________________________________________                        _______________________________

          Parent/Guardian Signature (under 18)                                                                   Date

Student Instructions for Managing Medical Bills
The student is responsible for submitting any medical bills when an injury is sustained.
Please all itemized medical bills to your primary insurance company (Blue Cross/Blue Shield, Blue Choice, Group Heath, etc.) first.  Provide your doctors with your insurance information, so they can bill your insurance company directly. You will be responsible for any co-pays.  If your insurance company denies your claim or you have no other insurance, you may submit the claim to the MCC Accident Insurance Company.  In order to do this you need to:

1. Make a copy of the claim form and all bills for your records.

2. Submit the original claim form and the original itemized bills to the insurance company for payment.

THE INSURANCE COMPANY DETERMINES THE ELIGIBILITY OF THE CLAIM AND PAYS THE BILLS OR REIMBURSES THE PATIENT WHEN APPROPRIATE.

Please contact Health Services if you have any questions by calling (585) 292-2018 or come to Health Services Office, Building 3, Room 165.

You may pick up the intercollegiate sports claim forms at the Health Services Office or down load forms on our web site at www.monroecc.edu/go/health , click on insurance and then click on the form you need. You may also get information from the Athletic Department web site at www.monroecc.edu/depts/athletics.

PART 2

TO BE COMPLETED BY PHYSICIAN OR HEALTH CARE PROVIDER

ALL FORMS MUST BE COMPLETED AND RETURNED TO HEALTH SERVICES DEPARTMENT DURING THE UPCOMING ACADEMIC SCHOOL YEAR.

ATHLETES WILL NOT BE ALLOWED TO PARTICIPATE IN ANY TYPE OF ACTIVITY RELATED TO THEIR SPORT WITHOUT THIS COMPLETED FORM.

HEALTH CARE PROVIDER PHYSICAL EVALUATION
NAME:  __________________________________________SS#/M#:____________________________________

SPORT(S):________________________________________DATE:_____________________________________

IMMUNIZATION SCREENING
*Required 
	*1. MMR   1)________________  2)_______________

	*4. DT (within 10 yrs)_________________________

	*2. MENINGITIS Date Received__________   OR  
                                Date Declined__________
	5. HEP B    1)                     2)                      3) 

	*3. PPD DATE:(within 5 years)__________________
⁭ Neg______⁭ Pos______   X-Ray Date ___________
                                                    ⁭ Normal
	6. VARICELLA

⁭ DISEASE_____________⁭ VACCINE__________

	*VISION                             CORRECTED       ⁭

                                             UNCORRECTED ⁭                                                         
	B__________   R_________  L________

B__________   R_________  L________


ALLERGIES_________________________________________________________________________________

MEDICATION & SUPPLEMENTS (LIST ALL)      ⁭ NONE

_____________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
HT________ WT __________ BP____________ 
__________________________________________________
PHYSICAL EXAM (Please review Patient History

                                            Normal      Abnormal     Comment on all abnormal answers:

Pupils:


______      ________      ___________________________________________________
                                            

Ears: (swimmers only):
______      ________      ___________________________________________________                                                                                             Nodes:  


______      ________      ___________________________________________________                                    

Lungs: 


______      ________      ___________________________________________________   Abdomen:

______
    ________      ___________________________________________________

GU (male only):

______       ________      ___________________________________________________

Skin:


______       ________      ___________________________________________________
Orthopedic Evaluation:

Neck: 


_______      ________      ___________________________________________________

Shoulders:

_______      ________      ___________________________________________________                                
Hamstrings: 

_______      ________      ___________________________________________________                                     

Knees:


_______
      ________      __________________________________________________
Ankles:  

_______      ________      ___________________________________________________                                           

Other: 


_______      ________      ___________________________________________________                                              

MEDICAL RECOMMENDATION:

⁭ No medical or orthopedic contraindication to Sports/PE

⁭ Restrictions________________________________________________________________________________

⁭ Other_____________________________________________________________________________________

______________________________________________                               ______________________________

    Provider or Health Care Physician Signature                                                                  Date

______________________________________________                               ______________________________

    Provider or Health Care Physician Address                                                               Phone Number

**** RETURN COMPLETED FORM TO HEALTH SERVICES****
                                                 Phone:  (585) 292-2512             Fax:  (585) 292-3856
                                   For more information visit our website at: www.monroecc.edu/go/health
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