Name: __________________________________________ Sport: _______________________ Date: ____________  

Date of Birth: _____________ School ID Number: __________________________  
Springfield College
CARDIOVASCULAR SCREENING QUESTIONNAIRE

FOR STUDENT ATHLETES

The National Collegiate Athletic Association (NCAA) recommends a cardiovascular screening history and blood pressure measurement for student athletes every 2 years.  Results from the screening may necessitate further medical evaluation if risk factors are identified.  Please answer the following questions.

	CARDIOVASCULAR SCREENING QUESTIONS
	YES
	NO

	1. Have you ever been diagnosed with a heart murmur?  If yes, how was the murmur evaluated

       a. Electrocardiogram  b. Echocardiogram  c. Heart auscultation  d.. Unsure
	
	

	2. Personal history of high blood pressure or high cholesterol?
	
	

	3. Do you currently take medications for blood pressure or for a heart condition
	
	

	4. Personal history of Diabetes?
	
	

	5. Personal or family history of Marfan Syndrome, Hypertrophic Cardiomyopathy, Long QT Syndrome or clinically arrhythmias?
	
	

	6. Family history of heart disease?
	
	

	7. Family history of sudden death in a family member under the age of 50 from non-traumatic cause?
	
	

	8. Have you ever suffered from unexplained exertional dyspnea/fatique, associated with exercise?
	
	

	9. Has a physician ever said that you have a heart condition and that you should only do limited physical activity that the physician recommended?
	
	

	10. Do you feel discomfort or pain in your chest when you do physical activity?
	
	

	11. Do you ever feel strange beats (palpitations) from your heart when doing physical activity, and do they continue after you have rested a sufficient time?
	
	

	12. In the past month, have you had chest pain when you were not doing physical activity?
	
	

	13. Have you ever suffered from unexplained syncope/near-syncope (fainting)
	
	


Please explain any “YES” response in the space provided.  _________________________________________________

________________________________________________________________________________________________

Student Signature: ____________________________________________  Date: _____________

************************* FOR SPRINGFIELD COLLEGE STAFF USE ONLY *************************

BLOOD PRESSURE: _________
PULSE: __________ WEIGHT:________ HEIGHT:______                           

 (  LUNGS  
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RRR s m
(  No to all responses with normal blood pressure measurement.

(  Yes to one or more responses.
(  Abnormal blood pressure measurement.

BLOOD PRESSURE RECHECK: ______________________     Date: _________________

(  Referral to physician: ___________________________________________________________

Staff Signature: _______________________________________________ Date: _____________ 
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