




Athlete Medical Form-Health History 
(pages 1 & 2 to be completed by the athlete or parent /guardian/caregiver) Special Olympics 
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1
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! f�f1 Athlete's name 

Athlete's Name 

INDICATE l'F Tl-'IE ATHLETE HAS EVER BEEN DIAGNOSED WFTH OR EXPERIENCED ANY OF THE FOLLOWING CONDITIONS 

Loss of Consciousness 0 No D Yes 

Dizziness during or after exercise 0 No D Yes 
Headache during or after exercise 0 No D Yes 
Chest pain during or after exercise 0 No D Yes 
Shortness of breath during or after exercise D No D Yes 
Irregular, racing or skipped heat beats 0 No D Yes 
Congenital Heart Defect 0 No D Yes 
Heart Attack 0 No 0 Yes 
Cardiomyopathy 0 No 0 Yes 
Heart Valve Disease 0 No 0 Yes 
Heart Murmur 0 No 0 Yes 
Endocarditis 0 No 0 Yes 

Difficulty controlling bowels or bladder 

If yes, is this new or worse in the past 3 years? 

Numbness or tingling in legs, arms, hands or feet 
If yes, is this new or worse in the past 3 years? 

Weakness in legs, arms, hands or feet 
If yes, is this new or worse in the past 3 years? 

Burner, stinger, pinched nerve or pain in the neck, back, 
shoulders, arms, hands, buttocks, legs or feet 

If yes, is this new or worse in the past 3 years? 

Head Tilt 
If yes, is this new or worse in the past 3 years? 

Spasticity 
If yes, is this new or worse in the past 3 years? 

Paralysis 
if yes, is this new or worse in the past 3 years? 

List any other ongoing or past medical conditions: 

High Blood Pressure 0 No 0 Yes Stroke/TIA □ No OYes
High Cholesterol 0 No D Yes Concussions □ No OYes
Vision Impairment 0 No D Yes Asthma 0 No OYes 
Hearing Impairment 0 No D Yes Diabetes 0 No OYes 
Enlarged Spleen 
Single Kidney 
Osteoporosis 
0steopenia 
Sickle Cell Disease 
Sickle Cell Trait 
Easy Bleeding 

0 No O Yes 

0 No D Yes 

0 No D Yes 
0 No 0 Yes 

0 No D Yes 
□ No D Yes

□ No D Yes

0 No 0 Yes 

0 No D Yes 
0 No O Yes 

0 No D Yes 

0 No D Yes 

0 No D Yes 

0 No D Yes 

0 No D Yes Hepatitis 0 No OYes 

0 No D Yes Urinary Discomfort □ No OYes

□ No D Yes Spina Bifida 0 No OYes 
0 No O Yes Arthritis 0 No OYes 

0 No D Yes Heat Illness 0 No OYes 
0 No 0 Yes Broken Bones 0 No OYes 
0 No O Yes Dislocated Joints 0 No OYes 

, Describe any past broken bones or dislocated joints (if yes is 
checked for either of those fields above): 

Epilepsy or any type of seizure disorder 0 No D Yes 

!{yes, list seizure type: 

If yes, had seizure during the past year? 0 No D Yes 

Self-injurious behavior during the past year □ No D Yes 

Aggressive behavior during the past year 0 No D Yes 

Depression (diagnosed) □ No 0 Yes

Anxiety (diagnosed) 0 No D Yes 

Describe an}'_ additional mental health concerns: 

PLEASE LIST AISIY MED:ICATION, VITAMINS OR DIETARY SUPPLEMENTS BELOW (includes inhalers, birt:h,controt or hormone therapy) 
'edication, Vitamin or Supplement Times peril Medication, Vitamin or Supplement 

Do 

Is the athlete able to administer his or her own medications?0No OYes If female athlete, list date of last menstrual period:'
I 

Athlete signature(!{ own guardian) Date Guardian Signature{Only needed if not won guardian) 
,'Relationship to Athlete 

Special Olympics Ohio Medical Form

Date 






