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Progress Physical Therapy

Musculoskeletal Physical Screening — History Form

Date of Exam

Name: Last First Birth Date: Sex: _ Grade:
Address: City: State:

Parent(s) or Guardian(s)

Name

Address: (if different than the participant)

Phone: Cell Phone:
Physician: Physician Phone:

*Medical History: (to be completed by the student and parent together). Explain ‘yes’ answers on page 2.

Yes | No | Don’t
know

. Have you had an injury since your last visit to your physician?

. Do you have an ongoing medical condition?

. Have you ever been hospitalized overnight?

. Have you ever had surgery?

. Are you currently taking any medications?
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. Has a doctor ever denied/restricted your participation in sports for any
reason?

7. Do you have any allergies?

8. Have you ever had a rash or hives develop during or after exercise?

9. Have you ever passed out during or after exercise?

10. Have you ever been dizzy during or after exercise?

11. Have you ever had chest pain or pressure during or after exercise?

12. Have you ever had racing of your heart or skipped heartbeats?

13. Have you had high blood pressure or high cholesterol?

14. Have you ever been told that you have a heart murmur?

15. Has any relative died of heart problems or sudden death before age 50?

16. Is there a family history of heart problems in a close relative younger than
age 50?

17. Have you ever had a heart infection (myocarditis, pericarditis)?

18. Are you anemic?

19. Have you had a severe viral infection within the past month (ex:
mononucleosis)?

20. Do you have any current skin problems (ex: itching, rashes, fungus, or
blisters)?

21. Have you ever had a head injury or concussion?

22. Have you ever been knocked out, become unconscious, or lost your
memory?

23. Have you ever had numbness or tingling in your arms, hands, legs, or feet?

24. Have you ever had a stinger, burner, or pinched nerve?




25. Have you ever had a seizure?

26. Have you ever become ill or had severe muscle cramps from exercising in
the heat?

27. Do you cough, wheeze, or have trouble breathing during or after exercise?

28. Do you have asthma?

29. Do you have seasonal allergies that require medication?

30. Do you have headaches with exercise?

31. Have you ever been unable to move your arms/legs after being hit or falling?

32. Have you been told that you have or have you had an x-ray for neck
instability?

33. Have you had any problems with your eyes or vision?

34. Do you wear contacts or glasses?

35. Do you use any special protective or corrective equipment that aren’t
usually used for your sport (ex: protective eyewear, knee brace, orthotics)

36. Have you broken or fractured any bones or dislocated any joints?

37. Have you had any other problems with pain or swelling in the muscles,
tendons, bones, or joints? If yes, check the appropriate box and explain below:

Head Neck Back Chest Shoulder Upper Arm Elbow Forearm/Wrist Hand
Finger Hip Thigh Knee Shin/Calf Ankle Foot

38. Do you have anything you would like to discuss with the Physical
Therapist?

Please Explain any ‘yes’ answers or add any other important medical information
here:

Signature of those filling out this form:

Parent:
Player:

Note: History, Consent, and HIPPA Forms must be completed prior to the Musculoskeletal Screening
Examination

*Modified from the Physical Examination Form approved by the American Academy of Family Physicians, the American
Academy of Pediatrics, The American Medical Society for Sports Medicine, the American Orthopedic Society for Sports
Medicine and the American Osteopathic Academy of Sports Medicine.




