
Wilmington University - Sports Medicine Pre-Participation Physical Evaluation

Name							Sex		Age 		Date of Birth			

Class in School					Sport(s)							             

Address										Phone				                            

Emergency Contact					Relationship			Phone				

Mental Health Questionnaire
GENERAL										

Have you ever been treated for:							RESPONSE

Depression										Yes	No

    Bipolar Disorder									Yes	No

    Generalized Anxiety Disorder								Yes	No

    Post Traumatic Stress Disorder							Yes	No

    Eating Disorder									Yes	No

    If yes to any of the above, did treatment include medication?   				Yes	No
             
2. Have you ever attempted suicide?							Yes  	No

3. Have a hard time managing emotions (frustration, anger, impatience)?			Yes	No

4. Have a moderate or serious problem managing family, money, school, 
    work, legal obligations or getting into fights or arguments? 				Yes	No

ALCOHOL USE

Never = 0     1 per month  = 1     2-4 times per month = 2     2-3 times per week = 3     4+ times per week = 4	
																										RESPONSE

1. How often do you have a drink containing alcohol?			0	1	2	3	4

2. How many drinks containing alcohol do you have on a typical day	0	1	2	3	4
    when you are drinking?

3. How often do you have six or more drinks on one occasion?		0	1	2	3	4

DEPRESSION

Over the past two weeks, how often have you:

None or a little of the time = 0     Some of the time = 1     Most of the time = 2     All of the time = 3 				        						
RESPONSE

1. Been feeling low in energy, slowed down?					0	1	2	3

2. Been feeling no interest in things?						0	1	2	3

3. Had feelings of worthlessness?						0	1	2	3

4. Thought about or wanted to commit suicide?					0	1	2	3

5. Had difficulty concentrating or making decisions?				0	1	2	3

6. Been feeling hopeless about the future? 					0	1	2	3

7. Had difficulty falling asleep or staying asleep?				0	1	2	3

8. Been blaming yourself for things?						0	1	2	3

PTSD

Have you ever experienced or witnessed a traumatic event, which involves loss of life, serious injury or threat to 
either?	   NO (please skip down to the next page -ANXIETY)  YES (please answer the following questions)

In the past week:										RESPONSE

1.  Have you been bothered by unwanted memories, nightmares, or reminders of this event?     	Yes	No

2.  Have you been making an effort to avoid thinking or having feelings about this event, 
       or doing things which remind you of what happened?						Yes	No

3.  Have you lost enjoyment, have a decreased interest in activities, feel isolated, have an 
     excessive guilt, or feel the world is an unsafe place?						Yes	No

4.  Have you been bothered by jumpiness, irritability, risky behavior or feeling watchful 
     around you?											Yes	No
	
ANXIETY

Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how much you have been bothered by that symptom during the past two months, including today, by indicating the response option using: 

Not at all = 0     
Mildly (but it didn’t bother me too much) = 1     
Moderately (difficult to manage at times) = 2
Severely (it bothered me a lot) = 3		RESPONSE				

1. Restless, keyed up or on edge		0	1	2	3

2. Feel very nervous			0	1	2	3

3. Worry is hard to control		0	1	2	3

4. Worry about a lot of things		0	1	2	3

5. Fear of losing control			0	1	2	3

6. Easily annoyed or irritated		0	1	2	3

7. Difficulty sleeping 			0	1	2	3

8. Trouble concentrating		0	1	2	3
											
DISORDERED EATING								RESPONSE
						
1. Do you worry that you have lost control over how much you eat?			Yes	No

2. Have you gained or lost more than 15 pounds in a three-month period?			Yes	No

3. Do you believe yourself to be fat when others say you are thin?			Yes	No

