Sports Performance Screening Form 

Name: ……………………………………………  Tel No: ……………..…………………... 

Address:…………………………………………………………………………………………

D.O.B: ………………………. Weight:…………………….. Height: ………………………..

Event/s: …………………………………………………………………………………………

Coach (if any)……………………………………………………………………………………

Occupation: ……………………………………………………………………………………..

Other hobbies/interests/commitments…………………………………………………………..

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

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

Current goals/targets for the next year…………………………………………………………..

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

Please detail your weekly training plan…………………………………………………………

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

Current Injuries: ………………………………………………………………………………...

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

Previous Injuries:………………………………………………………………………………..

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

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

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

Please list any medication and what you take it for?....................................................................

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

Please give details below of any medical problems?

Any surgery? …………………………………………………………………………………..

Heart conditions?.........................................................................................................................

Chest conditions?.........................................................................................................................

Are you pregnant?........................................................................................................................

Are you epileptic?.........................................................................................................................

Are you diabetic?.........................................................................................................................

Do you have rheumatoid arthritis?..............................................................................................

Any broken bones?.......................................................................................................................

Please give details of any other information that you feel is relevant ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..

Date: ……………Signed ……………………...............Printed………………………………

Date …………….Signed (therapist)…………………...Printed………………………………







