Medical Screening for Athletes 2025
“ECHAFEHRFRE

Particulars {fi A\ &¥}

Sex M l:

Full Name #4:44: (FF30) (English)
Date of Birth 4= HHEA(D/M/Y): /) ID Card No. B {7} 2558 HE:
Sport Team f& 5 TEHH

Home Address {3:4if:

Home Tel. No. {3} EE LS5 HE: Contact No. 4% EEEE9E0E:
Family Doctor ZZi£8&4:: Dr. Contact No.B& 4= B sE5RAE:

Health Questionnaire {&EEfH4% (To be filled by athlete H7#EH) SEIHE)
Part 1. Past Injuries DI{ERRE

Do you have, or have you ever had, any of the following conditions? If so, please state when:

{RIRAEECGE A L MENR » 5B5 IS A I -

s No Year
oy

Recovered

Not Yet
R RES

Head injury BEE 215

Neck injuries SEEZZ {5

Shoulder injuries |5 %35

Elbow injuries ff&<Z {5

Arm/ Wrist/ Hand injuries Fij&/F-fi/ &

Back injuries fEETZ{5

Rib cage injuries FhE 25

Hip injuries #E <715

Thigh injuries KRR {5

Knee injuries JRHE <215

Lower leg injuries /N {5

Ankle injuries PRE 75

Foot injuries & &5

D000 0o0O0O0O0O0O0OoQgaea g

ODO0o0DoO0ooooooooO

Other? EHAih




Have you been advised to restrict activity during the last five years? Please give details:

R TAE Y SRS 2RI ESEUSE) - AR - SRS |

Past Illness or Medical Problems 75 %8 =R R AR RIRE

Do you have, or have you ever had, any of the following conditions? If so, please state when:

REIEEGE LA L MEN » GF5HH AR
No

1|

Frequent headaches 4% & UEIE

Fainting spells or dizziness 4241/ sV TE &
Illness when exposed to high temperature /¥ =8 R34
Epilepsy or convulsions JEEEE

Numbness or tingling /&

Frequent Nosebleeds #X& i £

Difficulty in hearing or vision JE& eV {HE 75 IR
Tuberculosis fifi%ht%

Rheumatic Fever & M:Zh

Heart Disorder (e.g. abnormal heart beat, chest pain)
OEAETR QOB - FCE)

High blood pressure =;If11EX

Diabetes fEFKIHA

Anemia &l

Thyroid disorders FE{RFRMIE

Skin disorders F7J&iE

Asthma Bz

Oooooooooo s
Dooooooood
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BB RENBEZE (WER - IR

Hepatitis or jaundice Ff 3% /e5hETH

Infectious mononucleosis JEiZ% 4 BEEAZ M BRI
Frequent bowel cramps or upsets &% 21
ulcer pain 5§

Rectal bleeding {1l

Melena HZEFE (black stool) (A{FEIEHE)
Kidney and bladder problems &gz E5R
Any menstruation & H &% ?

If yes, what age? G EILEEHS ?

Year Recovered | Not Yet
Ffry EERE | AR

Loss of, or serious impairment of, a paired organ (e.g. kidney, eye)

O gooogdgogd
O O0oooggogd

Menstrual problems H 4845, if yes, please tick in appropriate box : #1ZF

R R

Amount : more than normal =%
(] Amount : less than normal &3/
N/A Frequency : every 3 weeks or below per cycle Hi# : —XfHF=EHi=i LI T

ooogg

Dysmenorrhea %35

=1

Frequency : every 6 weeks or above per cycle B : F—XAHFE 2

WLl |




Yes

[ &z
o Z

Any allergies (e.g. skin itching, difficulty in breathing, dizzy, etc.)
Food &%

Drugs/medicines Z£%)

During or after exercise &1 ok 2#H

If yes » please specify any reactive changes #1755 » 550K &

O ] Do you follow any special diet (e.g. vegetarian) HEFFRIENE WEE)?

O 0 Do you smoke? EEHIIEEE ?
How many cigarettes a day? &K%/ DG IE ?

L] [ Have you been hospitalised or had operation(s) done on any occasion? Please give details:

WA EREE TR - SFYIHERAIRR K

L] [ Please list any prescriptions(s) that you are now using at regular basis :  (including Chinese herbal

medicine & vitamins) : 5F I RERE AT AR FHAVEEY) © (RLFE P 4% K i)

Have you been immunized against /K& 75 84 483557 oy L5

[l [] Hepatitis A FHEIFTFIE? Yes 2/ No &5 If yes, indicate date 5 55 H{ F 54 H HA
[l [] Hepatitis B ZHEIFT3%? Yes &/ No & If yes, indicate date #5554/ F 5 HHA
O [ Tetanus BZ{EE? Yes 72/ No &5 If yes, indicate date : 55 435 HH ¢

Part 2. Family Medical History ZZ A\ {5 5

Is there a family history of the following problems? Z A J&75H LU [HE:

No Unsure

[] Coronary heart disease /i

[] Diabetes fEFRIHE

[] Stroke, High blood pressure 1JH| » =/ ER

[] Marfan syndrome 5 N K4FEE

[ Thalassemia H - gE T

[] Has anyone in the family (grandparents, parents, brother, sister, aunt, uncle ... etc.) died
suddenly before the age of 50 years? X2 EH K EE 50 FEEIZEIAILT » HEEHEACEE
SCRE ~ BBtk ~ AL ~ WhE)E - BBAC - RUE-F ?
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Name 2E:44:

Sport ZEHTHH:

Sex P Age Fiig:

Part 3. PHYSICAL EXAMINATION

Height & =5

(cm) Weight #8E:

Blood Pressure [fTJBX:

(kg)

/ Pulse fJicfH:

Vision OK:

Needs investigation:

Dental OK:

Needs investigation:

Eyes/Fundus

Normal Abnormal/Comment

Ears, Nose, Throat

Head and Neck

Skin and Scalp

Lymphatics

Thorax

Lungs

Heart Sounds

Murmur Yes

Brachia-femoral delay ~ Yes

Abdomen

No
No

Hernia

Genitalia

Neurologic




Handiness : L / R Please indicate the location of the body part(s) of concern at the picture on the right:

Right Left Left Right

Part 4. LABORATORY TEST RESULTS-
Please attach CBC and Urinary Analysis Result

Advice:

Part 5. 12-lead Resting ECG- Please attach

Summary Assessment of ECG Normal[L] Abnormall] please specify:

Physician’s signature: Date:

(Name in block letters with address chop)



(For doctor’s use only)

Part 6. REVIEW BY DOCTOR

No athletic participation
Limited Participation, e.g.

Clearance withheld until:

Unlimited participation:

Advice:
Based on the results of Part 1 to Part 6, the reviewed athlete is fit for
Elite Athletic Training and Competition  Yes[l Noll
Doctor signature: Date:

(Name in block letters with address chop)




