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GENERAL INJURY FORM






Sports Medicine Use: 
Patient Name: _____________________________________________   Date: ___/___/______	DOI: ___/___/_____
Current Sport: ___________________________ DOB: __/__/____ Transportation: ________________________________
Body Part Injured:	Right       Left _____________________________________________________________
Notes to Physician: ____________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	
* Please return this form to the Athletic Trainers when your child has been seen by a physician*
Physician Use: 
Diagnosis: ______________________________________________________________________________________________________
Treatment/Rehab: ____________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________

Practice/Game Status:  ___Full Activity/No restrictions
			 ___Upper Body Activity Only
			 ___Lower Body Activity Only
			 ___No Contact Sports / PE Class
                                             ___Other (EXPLAIN): ________________________________________________________________

Follow Up Exam:  Y / N		If yes, when: __/__/____

May the Athletic Trainer contact your office to update athletic status or for clarification purposes?  Y / N
Physician Signature: ______________________________________		Date: __/__/____
License #: _________________________		Office Phone #: (____)______-___________
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