
ATHLETE  HEALTH QUESTIONAIRE
(RETURNING PLAYER)

1

SPORT POSITION

LAST NAME FIRST NAME STUDENT ID #

MALE          FEMALE  DATE OF BIRTH ( DAY / MONTH / YEAR ) CITIZENSHIP

PRIMARY PHONE #

(                )
CIRCLE ONE
CELL PHONE 

HOME PHONE

ALTERNATE PHONE #

(                )
CIRCLE ONE

CELL PHONE
HOME PHONE

EMAIL

CURRENT ADDRESS PERMANENT ADDRESS

SUITE / APARTMENT # SUITE / APARTMENT #

CITY PROVINCE / STATE CITY PROVINCE / STATE

POSTAL CODE COUNTRY POSTAL CODE COUNTRY

  

PROVINCIAL INSURANCE NUMBER EXPIRY DATE (  M  /  Y) PROVINCE

PRIMARY DOCTOR PROVINCE CITY PHONE

(        )
EMERGENCY CONTACT RELATIONSHIP PHONE 1

(        )
PHONE 2

(        )
MEDICAL ALERTS

ALLERGIES

MEDICATIONS

PRIMARY INSURANCE COMPANY POLICY NUMBER  PHONE

(        )
FAX

(        )
 

I,  (PRINT NAME)

SIGNATURE DATE (  D  /  M  /  Y  )

1. HEREBY DECLARE THAT ALL OF THE INFORMATION IN THIS ATHLETE HEALTH QUESTIONAIRRE IS COMPLETE AND TRUE.
2. GIVE MY PERMISSION FOR TRANSMITTAL OF THE RESULTS OF THIS MEDICAL EVALUATION AND SUSEQUENT MEDICAL 

INFORMATION TO THE SPORTS MEDICINE UNIT STAFF, ATHLETICS DIRECTOR, ASSOCIATE DIRECTOR, AND COACHING STAFF AT 
CONCORDIA UNIVERSITY.

3. UNDERSTAND THAT THE DEPARTMENT OF RECREATION AND ATHLETICS AT CONCORDIA UNIVERSITY DOES NOT HAVE 
INSURANCE FOR STUDENT ATHLETES AND THAT IT IS MANDATORY THAT I ENROLL IN THE STUDENT INSURANCE PLAN OFFERED 
THROUGH MY STUDENT ASSOCIATION, OR THAT I HAVE OTHER INSURANCE COVERAGE.

4. UNDERSTAND THAT I AM OBLIGATED TO INFORM THE ATHLETIC THERAPY STAFF AT CONCORDIA UNIVERSITY OF ANY CHANGE 
IN MY MEDICAL STATUS WHILE I AM A VARSITY ATHLETE AT CONCORDIA UNIVERSITY.

PERSONAL INFORMATION

MEDICAL INFORMATION

MEDICAL UPDATE
YES          NO  

YES          NO  

YES          NO  

WEIGHT (LBS)HEIGHT (INCHES)

IN THE PAST YEAR, HAVE YOU BEEN HOSPITALIZED FOR ANY REASON?
IF YES PLEASE PROVIDE DETAILS.
  

IN THE PAST YEAR, HAVE YOU GONE TO THE EMERGENCY ROOM FOR 
ANY REASON? IF YES PLEASE PROVIDE DETAILS.

HAVE YOU INJURED YOURSELF IN THE PAST YEAR SUCH THAT YOU 
NEEDED TO SEE A DOCTOR, REQUIRED THERAPY TREATMENTS, OR MISSED 
TIME FROM SCHOOL, PRACTICE OR GAMES? IF YES PLEASE PROVIDE DETAILS.

(I.E. SCHOOL ADDRESS) (I.E. PARENTS)
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ATHLETE  HEALTH QUESTIONAIRE
(RETURNING PLAYER)

NOTES


