
 

 

PLAYER’S HEALTH & MEDICAL QUESTIONNAIRE  

Personal Details 

Name:  

Dob:  

 
Emergency Contact: (Next of Kin) 

Name  

State relationship  

Telephone:  

Address:  

  

  

 
Family Doctor/GP contact: 

Name  

Telephone:  

Address:  

  

  

 
Medication History 

List prescription 
medication: 
(Name, Strength, 
Frequency and/or 
Dosage) 
 

 
 
 
 
 

Over the counter 
medication (include 
any supplements) 

 
 
 
 
 

Allergies to 
medication: 
(name of drug & 
reaction) 

 
 
 
 
 

 

 

 



 

 

Medical history 

List medical problems or 
conditions diagnosed by 
doctor: 
(include how this might 
affect your sport/work) 

 

Childhood illnesses 
(please tick): 

Measles  Mumps  

Rubella  Chickenpox  

 
Recent injury/illness 
(last 18 months ): 
 
Older Injury/Illness  
(>18 months) 

 

Date of last visit to GP 
and why: 

 

Eye Problems 

Do you wear glasses or 
contact lenses?  

Yes  

No  

Strength/Prescription  

Contact lenses 
Please Tick 

Daily  Weekly  Monthly  

Allergies  
(Food or Skin irritants etc.) 

 

Have you recently had or do you suffer from: 
(Answer YES or NO to ALL questions, and give details if appropriate) 

Asthma  

Fits or Fainting Attacks  

Dizziness, Light-headed 
or Vertigo 

 

Anxious or Nervous 
Disposition 

 

Have you ever been in 
hospital? 

 

Have you had an 
operation of any kind? 

 



 

 

 

Cardiac Health Disclaimer  

The following questions relate to cardiac health. No assessment/questionnaire is 100% 

accurate but if you answer yes to any of the following questions you may be asked to 

undertake further tests so please answer all questions honestly. 

The following questions should be answered fully in detail. 

1. Do you suffer from chest pain, chest heaviness 
or tightness during or following exercise? 

 

2. Do you feel more short of breath or tire more 
easily during exercise when compared with your 
team mates? 
 

 

3. Have you ever fainted or blacked out during or 
after exercise or had an unexplained fainting 
episode? 

 

4. Have you ever experienced dizzy turns during or 
after exercise? 

 

5. Do you have palpitations (racing heart or 
unexpected fast or irregular heartbeat) ? 

 

6 Have you ever been told you have: 

6a A heart murmur/ a heart infection/high blood 
pressure (please stipulate which if any you have 
had) 
 

 

Family History (Have either of your parents or 
brother or sisters suffered from) 

 

7. Heart attack or sudden unexplained death under 
50 years old? 

 

8. Heart problems requiring pacemaker of other 
treatment? 

 

9. Angina, heart pain under the age 50 years?  



 

 

10. Any condition such as cardiomyopathy long QT 
or been diagnosed with Marfans syndrome? 
 

 

The following questions may reflect things you are more prone to so please indicate if they relate 
to you. 

Back pain or discomfort  

Stomach pain or discomfort  

Knee pain or discomfort  

Ankle pain or discomfort  

Sleep pattern (good, interrupted?):  

Record average times you go to bed and get up in the table below 

Monday – Friday 
 
Weekend 
 
Night Before Game 

 

 

 

 

 
Athlete signature 

 
 

Parents or Guardian’s 
Signature if under 18 

years: 

 

Date: 
 
 
 

Date: 

 



 

 

Club Officials 
Signature :  

 
 
 
 

Date:  

 

 

 

ATHLETE CONSENT SECTION This Section Must Be Completed  

 

I agree/do not agree to relevant details from consultations, tests or treatments undertaken by 

our medical staff, e.g. physiotherapists and strength and conditioning coaches in 

season…………………. being released to coaches, performance directors and members of 

support staff. 

I realize that refusal to give consent for the release of the details will not affect my access to 

medical care, treatment or testing. Consent can be withdrawn at any time, and only notice of 

its withdrawal will be released to those specified above. 

 

Signed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Date . . . . . . .  

(to be signed also by parent or guardian for those under 18) 

 

Signed By Parent/Guardian. . . . . . . . . . . . . . . . . . . . . . . . . . .  . . Date. . . . . . . .  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

The next section relates to the online storage of medical 

notes and requires a separate signature 

Online Medical, Sports Science and Personal Details Consent 

Background 

To streamline the medical, sports science and performance efficiency of Chobham RFC (CRFC) we are 

implementing an online system. To do this we need your consent so please read over the 

information and sign and date below. If you have any questions please do not hesitate to ask. 

I/The parent or guardian (here after referred to as “I”) consent to the processing of my personal 

medical, sports science and performance data, and personal information (e.g name, address, DOB, 

telephone number) on the centralized CRFC. I understand that this data is collected for the benefit of 

me and CRFC. 

I consent* to  

1) Personal medical data being stored on the system 

2) Relevant authorized CRFC staff inputting and accessing medical data about me on the system (e.g 

Head Therapist, Physiotherapists, Sports Therapists, Doctors and Lead 1st Aiders). 

3) CRFC S&C and coaching staff using non-medical information such as training load and 

performance test data to inform training and optimize performance and health. 

4) Authorized CRFC staff disclosing limited information about training intensity/injury status to CRFC 

coaching staff as appropriate and only when in my interests. 

5) CRFC using information gathered in future research projects as required, for example: CRISP 

report, (all information will be used in a confidential manner) 

I understand that I can at any time, withdraw my consent to data concerning me being processed as 

part of the system. If I do withdraw my consent, then as quickly as is practical data will be removed 

from the system. 

 

 

 

 



 

 

 

 

 

 

 

 

The Medical Confidentiality Waiver 

I hereby also expressly waive my right to medical confidentiality insofar as this is necessary for the 

system to be used for the purposes laid out above. 

I therefore agree that medical practitioners and sports science staff shall be entitled to input medical 

and sports science information about me on the system and I waive my right for confidentiality to 

allow this to happen. I understand that detailed medical information will only be may be viewed by 

doctors and allied health professionals. 

I understand that I have the right to withdraw my consent to medical staff disclosing information 

about me to performance staff about any consultation and should do so at the time of this 

consultation.   

 

Athlete Print Name …………………………………………………………… 

 

Athlete Consent …………………….........................……………………..               Date…………………………………… 

 

Adult Consent if Under 18 ……………………………………………………             Date……………………………………. 

*Explanation and Definition of Consent  
For consent to be valid, it must be voluntary and informed, and the person consenting must have the 
capacity to make the decision. These terms are explained below. 
 
Voluntary: the decision to consent or not consent to treatment must be made alone, and must not 
be due to pressure by medical staff, friends or family. 
 
Informed: the person must be given full information about what the treatment involves, including 
the benefits and risks, whether there are reasonable  
alternative treatments, and what will happen if treatment does not go ahead. Healthcare 
professionals should not withhold information just because it may upset or unnerve the person. 
 
Capacity: the person must be capable of giving consent, which means they understand the 
information given to them and they can use it to make an informed decision. 
 
I have read the above notes on informed consent and fully understand them. (If you do not fully 



 

 

understand what informed consent means then please discuss this with your institution prior to 
signing this form.) 


