
SPORTS MEDICINE HISTORY 
 
 
____________________________________        _______    ________    ___________     Dominant Hand (Circle One):  right/left 
Name of Athlete                  Height       Weight     Today’s Date Dominant Foot (Circle One): right/left 
 
1. Primary athletic activity: ______________________________ Position(s) (If team sport): ____________________________ 
        Team:     ____________________________ 
2. Highest level of participation (circle one): Recreational/High School/College/Amateur/Semi-Pro/Professional 
3. List other athletic Activities: ____________________________________________________________________________ 
4. Personal Fitness Goals: Lose weight/Cardio-Vascular fitness/Recreational/Competition/Others _____________________ 
 

INJURY HISTORY 
 
1. What is your Chief Complaint: ___________________________________________________________________________ 
    (I.e. what hurts the most?)        Which Side?  Right/Left/Both 
2. When did you first notice your injury?    Under 2 weeks ago/2-5 weeks ago/Over 6 weeks ago 
3. Was the onset of your injury: Sudden/Gradual 
4. How did your injury occur?: ______________________________________________________________________________ 
5. What type of treatment for this injury have you had? __________________________________________________________ 
        Did previous treatment help? Yes/No 
6. Name of other doctors or facilities treating this injury? ________________________________________________________ 
7. My pain is worst in the: Morning/Afternoon/Evening/Middle of the Night 
8. Severity of Pain:                                                                   Pain Scale 

Please circle the number which best describes the level of your pain 
 

10 9 8 7 6 5 4 3 2 1 
               (Most severe pain)          (Moderate pain)   (Least pain) 
 
9. Describe your Pain:   Sharp/dull/intermittent/continuous   Pain occurs: During activity/after activity/or, both 
10. Previous Lower extremity injuries: _________________________________________________________________________ 
11. What type of injury do you feel you may have? _______________________________________________________________ 
12. What else may have contributed to your injury? ______________________________________________________________ 
13. Do you cross-train or strength train? Yes/No    How many hours do you sleep each night? _______________ 
14. What type of diet are you on? _________________________________ Do you take any supplements? ___________________ 
15. Any other lower extremity injuries/problems? __________________________________________________________________ 
 
                                                                              ATHLETIC HISTORY 
 
1. Number of years running:  Less than 6 months/less than 1 year/less than 5 years/more than 5 years 
2. Personal Records: (PR’s):   1 mile: __________/5K. __________/ 10K.__________ Marathon (Time & How many?) 
3. Training Pace (Average Minutes/Mile) __________ what is the farthest that you have run at one time? __________ 
4. ShoeGear:  Style: Walking/Running/Sprinting/Court Shoes/Aerobic/Cleated: Any recent changes? __________ 
                       Brand & Model: Adidas/Asics/Brooks/Converse/Nike/New Balance/Turntec/Sauncony/Other  
        # miles on shoes: Under 300/300-500/Over 500/ Not sure 
                       Orthotics/Insoles? Yes/No    If yes, are they: Flexible or Rigid    What symptoms were changed  
                       by their use? ___________________________________ 
                       Shoe Length and Width: ________________________    Socks (type): ______________________ 
                       I rotate my shoes between runs: Yes/No   Any Abnormal wear pattern?: ______________________ 
5. Types of running surfaces: Pool/Beach/Grass/Cross Country/Treadmill/Dirt/Wood chips/Composite/Track/Cinder                                       
       Track/Asphalt/Concrete/Other ______________ 
6. Surface Characteristics: Flat/Hills/Trails/Crowned Roads/Circular, Slanted 
7. Any recent changes in…: Speed/Mileage/Training regimen/Training surfaces/Body weight __________________ 
8. How long do you stretch? Before exercise: none/5min/10min/15min: After exercise: none/5min/10min/15min 
9. I would classify my foot type as: Normal/Flat foot/High arch 
10. Average weekly mileage before injury: 0-15 Miles/15-30 Miles/30-60 Miles/Over 60 Miles 
11. Average Weekly mileage since injury:  0-15 Miles/15-30 Miles/30-60 Miles/Over 60 Miles 
 
Additional Comments: _______________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
 
Thank You! We look forward to helping you recover from your injury and return to your sport! 
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