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LCP Sport Questionnaire
Patient Name: __________________________________ Patient DOB:_________________ Date:_____________
What sports are you planning on playing: _____________________________________________
Please indicate any of the following history or current symptoms by checking “No” or “Yes”.
	[bookmark: _Hlk203486568]Questions
	No
	Yes- please EXPLAIN (symptoms/date of occurrence/s)

	Previously denied or restricted from participating in sports
	
	

	Passed out, fainted, or been unconscious
	
	

	Head (concussion) and/or neck injury
	
	

	Numbness/tingling/weakness in arms or legs following fall or hit
	
	

	Seizures
	
	

	Felt weak/dizzy, passed out, or had chest pain with exercise
	
	

	Seriously injured playing a sport
	
	

	Tire more easily than others when playing a sport
	
	

	Trouble breathing/severe cough with or following an activity
	
	

	Heat stroke/exhaustion or muscle cramps
	
	

	Hospitalization or any surgery
	
	

	Any Heart problems (ex: heart murmur, high blood pressure)
	
	

	Any relatives had heart attack or heart problems or died unexpectedly <50 years of age
	
	

	Broken bones
	
	

	Dislocated joints
	
	

	Allergies
	
	

	Chronic medical problems
	
	

	Questions
	No
	Yes- please EXPLAIN

	Difficulty running ½ mile
	
	

	Are you taking any medications?
	
	

	Use of special sports equipment (ex: mouth guards, helmet) 
	
	

	Glasses/contacts/eye problems
	
	

	One kidney or any kidney problems
	
	

	Family history of hypertrophic cardiomyopathy, long QT, Marfan syndromes, or cardiac rhythm problems
	
	

	Wear hearing aids
	
	

	If male, only 1 testicle present
	
	

	Hernia
	
	

	Born without or missing any organs
	
	

	Concerned about your weight
	
	

	Participating in any special diet/s
	
	

	Avoiding certain foods
	
	

	Taking supplements
	
	

	Any concerns
	

	


For females only:  
Have you ever had a menstrual period? Yes _______  No _______
How old were you when you had your first period? __________
How many periods have you had in the past 12 months? ________
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