Central Carolina Community College
Medical History Questionnaire

Date ____________________    Sport ________________________

Current School Year ________________________

[bookmark: _GoBack]Please read and complete this form carefully.  The information provided will allow the Central Carolina Community College medical staff to be knowledgeable regarding any injuries and conditions that may affect your ability to participate in intercollegiate Athletics.  All information will be kept confidential.

Name ________________________________________________________________________

Birthdate __________________  Age_______________ ID#_____________________________

Address _______________________________________________________________________

______________________________________________________________________________

Phone Number _________________________________________________________________

E-Mail ________________________________________________________________________

Emergency Contact

Name __________________________________ Relationship ___________________________

Home Phone ____________________________  Cell Phone _____________________________

Address ______________________________________________________________________


Allergies  (food, insects, Medicines)                                        Immunizations (please provide dates)

____________________________                                     MMR 1) ________ 2) ________

____________________________                                     Tdap __________ Hepatitis B _______

____________________________                                     TB ___________ Meningitis _________

____________________________                                    Yearly Influenza __________ (yes or no)

____________________________   


