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  Date	
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  ☐	
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DATE

 EXAMPLE   LOW BACK PAIN  CANNOT SIT WITHOUT PAIN. 
 11/8/2009   ON SATURDAY  NUMBNESS IN MY RIGHT FOOT

#  OF DAYS PRESEASON BIOMECHANICAL

                       /WEEK CONDITIONING  ASSESSMENT

 EXAMPLE: CROSS COUNTRY  6 DAYS  50 MILES PER WEEK  YES (6 WEEKS)  NEEDED

 TACKLED IN FOOTBALL GAME

CURRENT	
  INJURIES

SPORTS ACTIVITY
OR HOURS PER WEEK
MILEAGE, YARDAGE

INJURY  (Indicate right/left) HOW INJURY OCCURRED  PROBLEMS RESULTING FROM INJURY

	
  	
  ☐	
  CONTACTS	
  	
  	
  	
  	
  on	
  your	
  current	
  running	
  shoes?
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