
Montana State University  
 Returning Athlete Health Questionnaire

 
NAME: ___________________________________________   SPORT:_____________ 
Date of Birth ________________ 
 
 1.  In the last year, have you had a serious injury and/or surgery?     Yes   No   

   Injury/Surgery/Date: ______________________________________________ 
                                ______________________________________________ 

        Name of Physician: _______________________________________________ 
 
2.  In the last year have you been seen by a physician  

for a significant illness (including mental)?                                                     Yes   No 
Illness/Date: ___________________________________________________ 
Name of Physician: _____________________________________________  

 
 3.  Are you taking any medications regularly?      Yes No 
 Medications: __________________________________________________ 
  
 4.  Have you passed out or nearly passed out during or after exercise?   Yes No 
 
 5.  Have you had an irregular heart beat or chest pain or pressure during  

or after exercise?         Yes No 
 
 6.  Have you had a concussion or head injury in the last year?    Yes No 
 
 7.  Have you had numbness or tingling in the last year after a fall or being hit?   Yes  No 
 
8.  Do you have any other medical conditions of any type for which you  
            want or need to see an Athletic Trainer or a Physician?      Yes  No 

Condition/Problem: _____________________________________________ 
  
9.  Do you feel healthy and ready to participate in this year’s season?   Yes No 
      If no please explain why _____________________________________________ 
              _____________________________________________  
 
Women only - 
10.  Have you gone more than 3 months in the last year without 
  your menstrual period?        Yes No 
 
 
 
 The undersigned Athlete herewith: 
A. Certifies that the answers and information on this questionnaire are correct and true. 
B.  Understands that any medical expense due to pre-existing injury/conditions not directly related to 
athletic participation at Montana State University are my personal responsibility unless an agreement in 
writing directs the responsibility to MSU. 
           (over) 



 

C.  Understands the athletic training room policies and insurance coverage at MSU. 
D.  Understands that participation in athletics requires an acceptance of risk of injury.  (Athletes rightfully 
assume that those who are responsible for the conduction of sports has taken reasonable precautions to 
minimize such risks and that their peers participating in their sport will not intentionally inflict injury upon 
them.) 
E.  Understands that the periodic analysis of injury patterns lead to refinements in the rules and other safety 
precautions.  However, to legislate safety via a rule book and equipment standards, while often necessary, 
seldom is effective by itself; and to rely on officials to enforce compliance with the rule book is as 
insufficient as to rely on warning labels to produce compliance with safety guidelines.  “Compliance” 
means respect on everyone’s part for the intent and purpose of a rule or guidelines. 
F.  Understands that, while injured or ill, must refrain from practice or competition if advisable by the 
athletic training staff and/or team physicians until return to play has been approved by the athletic training 
staff and/or team physicians whether nor not treatment is being received. 
G.  Understands that having passed the preliminary physical examination does not necessarily mean that 
he/she is physically qualified to participate in athletics, but only that the evaluator did not find a medical 
reason to disqualify him/her at the time of the examination. 
 
 
 
I hereby authorize MSU and its Athletic Trainers to release this form and the information on it to any health 
professional who is treating me, my coaches, MSU Athletic Directors, insurance companies, other Athletic 
Trainers that may be providing services to me and any other person that I authorize in writing to receive 
such information.   
 
Athlete Signature:_________________________________________  Date:___________ 
 
Athletic Trainer Signature:__________________________________  Date:___________ 
 
Team Physician Signature:__________________________________ Date:___________ 
    (If necessary) 
 
_________ CLEARED for participation 
_________ NOT CLEARED for participation 
 
 
 
 


	 
	Women only - 

