
CRYSTALLETTES SYNCHRONIZED SKATING TEAMS 

DEARBORN FIGURE SKATING CLUB HEALTH FORM 

2011-2012 
 

 

Name: ____________________________________________Birthdate:———————— 

               Last                       First                        Initial 

 

Weight:________________ Height:____________ Blood Pressure:___________________ 

 

Pulse:________________ Respiration:_____________ Date of Last Tetanus:___________ 

 

H.E.E.N.T.________________________________________________________________ 

 

_________________________________________________________________________ 

 

Lungs:___________________________________________________________________ 

 

Heart:____________________________________________________________________ 

 

Abdomen:________________________________________________________________ 

 

G.U. ____________________________________________________________________ 

 

Extremities:_______________________________________________________________ 

 

Allergies:_________________________________________________________________ 

 

Synchronized Team Skating  is a vigorous, competitive, aerobic activity involving stress on the 

upper and lower extremities. Should the skater’s activity be restricted because of any physical 

defect or illness? 

 

  Yes_____________ No____________ 

 

If yes, explain the degrees of restriction below: 

 

_________________________________________________________________________ 

 

_________________________________________________________________________ 

 

Physician’s Signature: _______________________________________________________ 

 

Address:__________________________________________________________________ 

 

Phone: ___________________________________________________________________ 

 

SKATER MUST HAVE HAD A PHYSICAL WITHIN THE LAST 12 MONTHS 
 

 

 



 

 

MEDICAL HISTORY FORM FOR SYNCHRONIZED SKATING 
 

Name: ______________________________________________  Date: ________________ 

                    Last                             First                              Initial 

 

Home Address: ____________________________Phone:___________________________ 

 

City: _______________________________ Zip:_________ Birthdate:________________ 

 

Mother’s Name:_____________________ Father’s Name:__________________________ 

 
Answer all questions. Note any details. 

I– Head, ears, eyes, nose, throat                  YES    NO   YES      NO 

Do you wear glasses while skating?  ____    ____ V– General History of 

Any visual difficulties?  ____    ____ 1.  Increased tiredness?     ____    ____ 

Frequent sore throats?                         ____    ____ 2. Bleeding disorder?           ____    ____ 

Nose Bleeds?                                       ____    ____ 3. Family diabetes?                ____    ____ 

Decreasing hearing?                            ____    ____ 4. Family T.B.                        ____    ____ 

History of being “knocked out”?        ____    ____ 5. Anemia? Date ________  ____    ____ 

History of neck injury?                       ____    ____ 6. Tetanus immunization   Date__________________ 

History of seizures?                            ____    ____ 7. Weight loss                         ____    ____ 

II– Heart and Lung  8. Inflections?                        ____    ____ 

Shortness of Breath?                           ____    ____ 9. Allergies?                            ____    ____ 

Frequent cough? ____    ____      10. Medicine?                         ____    ____ 

Chronic cough?                                    ____    ____     11. Drugs?                               ____    ____ 

Rheumatic Fever? ____    ____ VI– Musculoskeletal History of 

Heart murmur? ____    ____ 1. Back or extremity surgery? ____    ____ 

Nausea?                                               ____    ____ 2. Fractures?                           ____    ____ 

Asthma?                                              ____    ____ 3. Shoulder pain?                    ____    ____ 

III– Gastro Intestinal Systems      Shoulder limited motion?    ____    ____ 

Constipation?                                   ____    ____ 4. Elbow injury?                      ____    ____ 

Abdominal pain?                                  ____    ____ 5. Back injury?                        ____    ____ 

Decreased appetite?                             ____    ____ 6. Ankle injury?                      ____    ____ 

Increased fluid intake?                        ____    ____     Ankle swelling?                  ____    ____ 

Abdominal Surgery?                           ____    ____            Ankle giving away?            ____    ____ 

Nausea?                                               ____    ____ VII– Knee Injury 

Vomiting?                                           ____    ____      Knee pain?                        ____    ____ 

Diarrhea?                                             ____    ____      Knee swelling?                   ____    ____ 

Blood in Stool?                                    ____    ____      Knee giving away?            ____    ____ 

Hemorrhoids                                       ____    ____             Knee clicking?                   ____    ____ 

IV– Genito Urinary System                                                         Knee popping?                   ____    ____ 

Urinary tract infection?                    ____    ____             Knee locking?                    ____    ____ 

Increased Blood Pressure?                  ____    ____         Last visit to family doctor and reason: 

Undecended testicles?                         ____    ____ Date___________ Reason _____________________ 

History of venereal disease?               ____    ____ ___________________________________________ 

Hernia?                                                ____    ____ ___________________________________________ 

Kidney stones?                                    ____    ____ ___________________________________________ 

Blood in urine?                                    ____    ____ 

 

 

 

 _____________________________                                        __________________________________________ 

  Date                                                                                         Parent/Guardian Signature  
 

 

Return to your team manager by first practice in September. 


