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 RETURNING ATHLETE- Medical History Questionnaire

MCC Health Services & Department of Athletics

                           DATE: ______________________
	Student to Complete page 1 –  Health Care Provider must complete page 2
Name:                                                                 Date of Birth:                                      Sex:     M             F

	M#________________                                      Sport(s)



	Emergency Contact name and #



	Local address / Residence Hall:                                                     Cell or Local phone #:

	Current 
Medications
	

	Allergies: medications, food, insects, etc. List all that apply
	


         In the PAST YEAR, have you experienced               Y     N        If YES, explain with date:
	1.
	Injury requiring you to miss more than one practice or game?
	
	
	

	2.
	Injury requiring physical therapy or other treatment?
	
	
	

	3.
	Concussion or head injury?
	
	
	

	4.
	Neck injury?
	
	
	

	5.
	Surgery or operation for any reason?
	
	
	

	6
	Hospital admission (overnight) for any reason?
	
	
	

	7
	Illness or medical condition lasting longer than one week?
	
	
	

	8
	Heat exhaustion or heat stroke?
	
	
	

	9
	Chest pain or severe shortness of breath with exertion?
	
	
	

	10
	Coughing or wheezing with exertion?
	
	
	

	11
	Irregular heartbeat?
	
	
	

	12
	Bone or joint pains not related to injury?
	
	
	

	13
	Frequent or severe headaches?
	
	
	

	14
	Abdominal pains?
	
	
	

	15
	Skin problems?
	
	
	

	16
	Unexplained weight change?
	
	
	

	17
	Do you have any incompletely healed wounds?
	
	
	

	18
	Have you started using any special equipment? (pads, braces etc)
	
	
	

	19
	Fainting
	
	
	

	20
	Females only: Any changes in menstrual cycle?
	
	
	


RETURNING STUDENT CLEARANCE
TO BE COMPLETED & SIGNED BY HEALTH CARE PROVIDER

	DATE:_____________________                                      SPORT:______________________

	Is there a Physical on file at MCC?               YES             NO

	DATE OF PHYSICAL:___________________________


*****All forms must be completed AFTER July 1st of the upcoming academic school year. *****
MEDICAL RECOMMENTATION:             
	           No Medical or orthopedic contraindication to Sports / PE

	           Restrictions______________________________________________________

                                ______________________________________________________

	           Other___________________________________________________________
   ____________________________________________________________________


	Provider Signature_______________________  Provider Name_________________________

Provider Address and Phone Number______________________________________________

Provider fax number_____________________________________________________________


	*** RETURN COMPLETED FORM TO MCC 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


