Participant Medical History

Name_______________________________
  Gender:
M / F

Health History: It is important that you provide accurate and complete information regarding your medical history and overall condition.

Have you, or any immediate family members (brother, sister, parents) had any of the following conditions



        SELF
      FAMILY


  
        SELF
      FAMILY

Asthma

(

(

Hypertension

(

(
Pneumonia

(

(

Heart Condition
(

(
Pleurisy

(

(

Angina


(

(
Dizziness

(

(

Heart Murmur

(

(
Rheumatic Fever
(

(

Arrhythmia

(

(
Diabetes

(

(
Have you ever undergone surgery?

Yes 
No

If yes, please list the surgery(s) and the date performed:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking any medications?

Yes
No

If yes, please list the medications and the reason(s) for taking them:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever undergone any physical therapy or extended treatment for an injury?  If yes, please explain:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any health or orthopedic conditions (hand, wrist, elbow, shoulder, ribs, back, hips, knees, ankles, or feet) which might limit your participation? Please explain:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When was your last complete physical, administered by a general practitioner or family doctor?

Date: ________________________________

Please read the following information regarding the evaluation, program, equipment usage, and testing equipment.  If you have any questions you may ask them at any time.

1. My participation is voluntary and I may withdraw from the evaluation or parts of the evaluation at my own discretion at any time. The benefits associated with my participation include information regarding my personal state of physical condition and the impact of exercise on my physiology.

2. The testing will be done under the direction of the JDyer Strength & Conditioning staff.

3. I HEREBY CONSENT AND PERMIT THE JDYER STRENGTH & CONDITIONING STAFF TO USE THE DATA OBTAINED IN REPORTS OR PUBLICATIONS, but my identity will not be associated with such reports unless I have given specific permission to do so.

4. I understand that this evaluation should not result in physical injury to me.  However, I acknowledge the following:

a. In the event of physical injury resulting from the initial evaluation, equipment usage or equipment testing, no medical treatment or monetary compensation will be provided by the JDyer Strength & Conditioning Program.  I must refer to my own health insurance policy and/or personal physician for injury care.

5. I acknowledge that the JDyer Strength & Conditioning staff is relying on all information provided by me regarding my medical history and condition before allowing me to participate in any physical evaluation or program.  I certify the information provided to be true and correct.

Signature of Participant: ________________________________________ Date__________

Signature of Parent/Guardian____________________________________ Date __________

