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DUNDEE UNITED ACADEMY PLAYER SCREENING
Assessment Medical Questionnaire

(Confidential)

Please bring completed form with you on the day of your assessment.

As part of our commitment to following best practice guidelines we would be grateful if you would spend time to fill in the attached health questionnaire. These answers are confidential and will only be used as part of the medical assessment. Relevant information will be passed on only with your consent.

Please discuss any areas you are unsure about or prefer not to answer at the time of the medical assessment.

If the assessment provides any information which we feel requires formal investigation we will, with your consent, contact your GP on your behalf.

I confirm that I am happy for Dundee United FC to contact my GP and to pass on any relevant information.

Parent’s Signature ………………..……………………..………….…….
 Date ………………….…..

NAME………………………………………………
Home Tel………………………………….

Address…………………………………………..
Height…………………………………..…

……………………………………………………..
Weight …………………………………....


Post Code: ……………………….. 
Sex M/F…………………
DOB……………………

GP………………………………………………………………………………………………………..


Address………………………………………………………………………………………………….

…………………………………………………………………………………………………………….

Phone Number ………………………………………………………………………………………..

FAMILY HISTORY  (please circle) 

- This relates to parents, grandparents, brothers & sisters.

Has anyone in your family suffered from the following?

Sudden death under 50 years of age




Yes / No
High blood pressure






Yes / No
Heart problems






Yes / No
Asthma / Chest problems





Yes / No
Diabetes







Yes / No
Epilepsy







Yes / No
Allergies







Yes / No
Stroke








Yes / No
Are there any diseases/illnesses which are common in the family
Yes / No
VACCINATIONS   Please tick if you have had the following vaccinations

Tetanus
(
Date………….

Polio

(
Date………….

MMR

( 
Date………….

BCG

(
Date………….

Hepatitis  A
(
Date………….

Hepatitis B
(
Date………….

Measles
(
Date………….

Mumps

(
Date………….

Other 

(
Date………….

My dominant hand is 

R/L

My dominant foot is 

R/L
The health assessment questionnaire looks at the following areas:

· Family History

· Past Medical History

· General Health History

PAST MEDICAL HISTORY

These questions are important background information about your past health.

Have you ever had chest pain or any heart problems?
Yes
(
No
(
Have you ever noticed your heart beating abnormally?
Yes
(
No
(
Have you ever had high blood pressure?
Yes
(
No
(
Do you suffer from dizziness or fainting spells?
Yes
(
No
(
Do you get out of breath easily?
Yes
(
No
(
Have you ever had?  If yes, please give details and dates as appropriate.
Asthma or other chest/respiratory problems
Yes
(
No
(
Peptic ulcer/indigestion
Yes
(
No
(


Jaundice/hepatitis
Yes
(
No
(


Colitis/irritable bowel
Yes
(
No
(


Diabetes
Yes
(
No
(


Thyroid problems
Yes
(
No
(


Blood disorder eg anaemia
Yes
(
No
(


Fits/epilepsy/blackouts
Yes
(
No
(


Mirgaine/recurrent headaches
Yes
(
No
(


Concussion/head injury
Yes
(
No
(


Skin problems eg Eczema
Yes
(
No
(


Back problems
Yes
(
No
(


Arthritis/Gout
Yes
(
No
(


Bone fractures/osteoporosis
Yes
(
No
(


Muscle or nerve disease
Yes
(
No
(


Any other operations
Yes
(
No
(


GENERAL HEALTH HISTORY

Please list any allergies (including to medicines).

Please list any medicines you are taking either prescribed or over the counter.

Please give details of any hospital admissions in the past three years.


Please give details of any tests or investigations in the past three years.

Is your weight stable, increasing or decreasing in the last year? 

(bearing in mind normal growth).

Please list any current health problems.


GENERAL HEALTH CONCERNS

Please use this space to note any additional worries or points you would like to discuss at the medical assessment.




