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Table 2.1: Results to questionnaires (Individual Information forms and General 
Information Group forms) of lumbar spine and lower limb injuries (%) by dancers 
(Washington, 1978). 

Information Lumbar Hip Knee 
forms ---:-___ s:-':p-::-in..,....e __ -::--:-:-____ -,-
Individual 12% 7% 14% 
Injuries 
(n=414) 

General 
injuries 
(n=1248) 

6% 7% 34% 

Shin 

14% 

0% 

Ankle Foot 

13% 10% 

21% 
(ankle and foot) 

The remainder of the reported injuries involved the upper extremities, thoracic 

and cervical spine. In this study no differentiation was made between classical 

ballet, modern or contemporary dance forms. Consequently, a relationship 

between specific dance forms and injury profile could not be established. 

A subsequent survey monitored 185 theatrical dance students at the North 

Carolina School of Arts 115 ballet students and 70 modern dance students 

(Rovere et ai, 1983). Table 2.2 indicates the distribution of the recorded injuries 

in both the ballet and modern dance students. 

Table 2.2: Distribution of injuries of spine and lower limb (n ::; 352) (Rovere et aI, 
1983), 

Spinal 'Knee Ankle Foot 

Injuries 17% 15% 22% 15% 
(n=352) 

(69% lumbar) (57% (44% ligament, (mostly big 
chrondromalac 42% Achilles toe injuries) 
ia patella) tendon) 

Other 

31 % 

(upper 
limb) 



18 

Cervical and upper back strains occurred twice as often in modern dancers as in 

ballet dancers whereas lower back strain, hamstring strains and shin splints 

occurred twice as often in ballet dancers. This was attributed to the different 

dance forms placing greater strain on different parts of the body. 

Hamilton et ai, (19S9) questioned 29 (14 male and 15 female) soloists and 

principal dancers from the New York City Ballet and American Ballet theatre in 

their study. Table 2.3 shows the classification of injuries (n = 69 injuries female, n 

= 43 injuries male) sustained by the dancers. 

Table 2.3: Injury classification (%) of female and male dancers (Hamilton et ai, 
1989). 

Female (n=69 injuries) Male (n=43 injuries) 

Minor injuries 54% 43% 

Major injuries 46% 57% 

Seventy seven percent of the injuries sustained by the female dancers were 

chronic overuse injuries, whereas only 50% of injuries sustained by the male 

dancers were chronic overuse injuries. Unfortunately the locations of the injuries 

were not specified, and only the soloist and principal dancers were questioned. 

The injuries sustained by the rest of the company were not taken into 

consideration, so the injury profile of all the dancers in both companies remains 

unclear. 
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A further study assessed the workers compensation insurance records of a major 

professional ballet company spanning three years (Garrick and Requa, 1993). 

One hundred and four dancers were injured during the period investigated, 

sustaining 309 injuries. Table 2.4 shows the distribution of lumbar spine and 

lower limb injuries of the dancers. 

Table 2.4: Distribution of injuries (n=309) of lumbar spine and lower limb 
sustained by dancers (n=104) (Garrick and Requa, 1993). 

Lumbar Pelvis, hip, Knee Leg Ankle Foot, toe 
_. _________ ,,_ .... __ ~l!!~ _______ ._.Jhigh ______ ...... _._. _____ ._ .. __ ._ .......... _._. __ ..... _ .. ____ .... _ 
Injuries 23% 7% 7% 6% 13% 24% 
(n=309) 

Fifty seven percent of the injuries were located in the lower limb. Twenty-four 

dancers sustained 50r more injuries each and accounted for 52 % of all injuries. 

Self treated injuries and injuries that had not incurred any treatment costs, were 

excluded from this study. The exclusion of the less serious injuries gives an 

incomplete picture of the injuries incurred by the company as a whole. 

Milan (1994) reviewed the literature regarding the prevalence of injury in ballet 

dancers. Lower limb injuries accounted for 65 - 80% of all injuries in ballet 

dancers. Musculoskeletal injuries of the spine comprised 10 - 17%, of which 69% 

were lumbo-sacral, 21 % thoracic spine and 10% cervical spine injuries. The 

majority of the remaining 5 - 15% was attributed to upper limb injuries. Traumatic 

injuries occur less often in dance, accounting for only 35%, whilst overuse 

injuries account for 65% of all injuries. 
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A combined retrospective (2 years) and prospective (3 years) study, recording 

injuries sustained by dancers in a Swedish classical ballet company, was 

conducted (Nilsson et ai, 2001). Ninety-eight dancers (mean age 27 years) 

incurred 390 injuries. A resident orthopaedic consultant diagnosed the injuries. 

Only five percent of the dancers did not suffer an injury during this period. In 

75% of cases the injury was located in the lower limb. Table 2.5 lists the lumbar 

spine and lower limb injuries. 

Table 2.5:Distribution of injuries (n=390) of lumbar spine and lower limb sustained by 
dancers (n=98) (Nilsson et aI, 2001) 

Lumbar, Thigh, Knee Lower 
gluteal groin leg 
areas 

Injuries 18% 4% 11% 2.8% 
{n=390} 

Ankle, 
foot 

54% 

Upper 
limb 

7% 

Miscellaneous 

3.2% 

In general, 40% of the injuries affecting the male dancers were traumatic injuries 

such as contusions and'sprains, while 65% of the injuries sustained by the 

female dancers were overuse injuries especially around the foot and ankle region 

(Nilsson et ai, 2001). Although the orthopaedic consultant was only present once 

a week, the authors felt that the study surveyed most of the injuries, as the 

company's resident osteopath, worked closely with the consultant and referred 

the injuries directly to him (Nilsson et ai, 2001). The injury profile in this study is 

perhaps more accurate than the questionnaire studies as the injuries were 

diagnosed by an orthopaediC consultant rather than self-reported as occurs in the 

questionnaire studies. 
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In a recent study members of the Norwegian National 8allet (n = 41) were 

clinically assessed and their injuries registered in a prospective cohort study 

spanning 19 weeks (8yhring and 80, 2002). Forty-one of the dancers (27 female 

and 14 men) experienced one or more injuries during the time that the study was 

conducted. Twenty two percent of the injuries were classified as acute and 78% 

as chronic. Table 2.6 shows the classification of soft tissue injuries in this study. 

Table 2.6: Distribution of soft tissue injuries (n=64) sustained by dancers (n=41) 
(Byhring and B0, 2002). 

Muscle Ligament Tendon Other 

Injuries 37% 3% 11% 13% 
(n=64) 

The majority of the injuries (acute and chronic) were localised to the ankle and 

foot, and resulted in the greatest amount of absence from work. The dancers 

believed that the factors associated with a risk of injury were related to training, 

organisation and environment. Seventy eight percent of the dancers experienced 

"negative" stress at work. This study however, showed no significant association 

between these psychological factors and musculoskeletal injuries (8yhring and 

80,2002). 

None of the above studies described the injuries in depth (8yhring and 80, 2002; 

Nilsson et ai, 2001; Garrick and Requa, 1993; Hamilton et ai, 1989; Rovere et ai, 

1983; Washington, 1978). The injuries were either classified according to (i) 

anatomical location, and in some studies no differentiation was made between 



22 

foot, ankle and toe, or (ii) type of injury: acute or overuse, or (iii) the soft tissue 

involved. It is therefore difficult to establish a clear picture of anyone group's 

injury profile in terms of mechanism, area, type and severity of injury. The above 

studies do however show that most dancers sustain at least one injury during 

their careers. However the impact of this injury on their dance careers is not 

known. Table 2.7 demonstrates a wide range of injury rate (injuries per dancer) 

that can be attributed to the wide variation in the mode of data collection, from 

self-reporting questionnaires to injuries diagnosed by an orthopeadic consultant. 

However despite these limitations in study design there is a high risk of injury in 

dancers. 

Table 2.7: Injury rate (injuries per dancer) of the groups of dancers studied. 

Article 

Dancers 

Injuries 

Injury rate 

Washing­
ton 

1662 

Rovere 
et ai, 

J1~?~) 
185 

352 

1.9 

Hamilton 
et a,l 

Garrick 
and 
Requa 

Nilsson 
et ai, 

Byhring 
and B0 

... (_~ .. ~?~L~ ....... ____ (1~~~) .............•..... {~QQ.11_ .. __ J?QQ?1_ 
29 270 98 41 

112 309 390 64 

3.9 1.1 4.0 1.6 

Injuries to the lumbar spine, knee, ankle and foot appear to occur at similar rates. 

Chronic overuse injuries are more common than traumatic acute injuries (Byhring 

and B0, 2002; Nilsson et ai, 2001; Milan, 1994). Ballet technique requires the 

dancer to work at the limit of the range of movement of the lumbar spine, knee, 

ankle and foot. These techniques are often held for a period of time, repeated or 
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Table2.8: Global and local muscle system of the trunk (Bergmark, 1989). 

I Classification ! Muscles 
.-

Global muscles Thoracic part of lumbar iliocostalis, rectus abdominis, 
external oblique, lateral part of quadratus lumborum 

Local muscles Lumbar multifidus, interspinals and spinalis, quadratus 
lumborum, lumbar part of the lumbar iliocostalis, 
transverses abdominis and some fibres of internal oblique 

However, a limitation of the model was that the lumbar stability was based on a 

neutral spine with symmetrical loading (Bergmark, 1989). 

Panjabi (1992) conceptualised a spinal stabilising system consisting of three 

subsystems (passive, active and neural control). According to this model the 

passive musculoskeletal subsystem included the vertebrae, facet articulations, 

intervertebral discs, spinal ligaments and jOint capsules. The active 

musculoskeletal subsystem consists of muscles and tendons surrounding and 

acting on the spinal segment. The third subsystem was defined as the neural 

control subsystem constituting the neural control centres that receive information 

from various transducers in the ligaments and tendons and causes the active 

system to react to achieve stability. This was expanded on in terms of spinal 

instability. A region of laxity or high flexibility around the neutral position of a 

spinal segment, cal/ed the "neutral zone", was conceptualised (Panjabi, 1992). 

The deformation of the ligaments under load within the neutral zone provides a 

feedback signal to the neural control centre. This allows the neural control centre 

to determine the requirements needed to stabilise the spine. In response to the 

neural control centre the active subsystem provides stability by selecting 
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Table 3.1: General characteristics of professional and student, male and female 
dancers. Values are expressed as mean :t SD and minimum and maximum in 
brackets. 

J 

Professional Student Male Female 
(n = 20) {n = 18} {n = 10} {n = 28} 

Age (years) 27.7 ± 4.5 * 19.4 ± 1.1 28.7 ± 6.3 # 22.0 ± 3.6 
(23.0 -- 41.0) (17.0 -- 22.0) (19.0-41.0) (17.0 - 31.0) 

Height (cm) 170.0 ± 9.5 165.0 ± 7.4 178.0±6.1# 163.9 ± 6.3 
(147.0 -186.0) (153.0 - 184.0) (168.0 -186.0) (147.0 -178.0) 

Mass (kg) 59.2 ± 11.7 54.9 ± 7.7 70.5 ± 8.0 # 52.4 ± 6.4 
(41.0 - 82.0) (44.0 - 75.0) (52.0 - 82.0) (41.0 -- 65.0) 

Sum of 53.7 ± 11.3* 88.8 ± 22.4 51.8 ± 12.3 # 77.0 ± 24.8 
skinfolds (29.0 - 75.0) (51.0 -- 155.0) (29.0 - 64.0) (39.0 - 155.0) 
(mm) 
BMI (kg/m2) 20.1±1.7 21.3±2.3 22.2±1.7 # 19.4±1.6 

(17.8 - 23.2) (17.0 - 24.3) (18.6 - 24.3) (17.0 - 23.3) 

* P < 0.0000001 Professional vs Student 
# P < 0.005 Male vs Female 

The professional dancers consisted of 7 principal, 4 soloists and 8 "corpse de 

ballet" (lesser role dancers), with 8 students also participating in productions as 

"corpse de ballet". The average age at which the male and female dancers 

started dancing was 10 ± 5 years (3 -17 years) and 5 ± 2 (3 -13 years) 

respectively. 

Thirty dancers were Royal Academy of Ballet trained, seven dancers were 

trained in accordance with Cecchetti and one dancer was trained in both 

disciplines. The average cumulative years of dancing amongst the professionals 

was 19 ± 6 years (9 - 29 years), with the students averaging 14 ± 1 years (11 -

18 years). 
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Dancing programme: 

The hours of dancing per week have been divided into two categories: (i) for a 

non-performing week, and (ii) for a week during which performances occur. This 

is relevant as the hours spent rehearsing decreases during a performing week. 

These data are shown in Table 3.2. The 10 students that did not perform would 

have similar hours of class per non-performing week as the 8 students that did 

perform. The students (n = 8) that performed in the "corpse de ballet" often had 

longer rehearsal hours to compensate for their lack of experience. The longer 

class hours, as noted by the students, was due to some of the students taking 

extra classes in the evening. 

Table 3.2: Time (minutes / week) spent during (i) non-performing week in class 
and rehearsal and (ii) performing week in class, rehearsal and performing. 

CLASS (min/week) 
Non-performing 
Performing 
REHEARSAL 
(min/week) Non­
performing 
Performing 
PERFORMANCE 
(min/week) 

Professionals (n = 20) 

443 ± 47 ** 
445 ± 37 

1809 ± 908 * 
794 ± 221 

1029 ± 250 * 

* P < 0.05 Professionals vs Students 
** P < 0.001 Professionals vs Students 

Students (n = 8) 

590 ± 152 
454 ±80 

893 ±408 
820 ± 175 

833 ± 93 

The professional dancers danced for 7.5 hours I day during non-performing 

weeks (5 day) and 6.3 hours I day during a performing week (6 day). The 8 
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Table 3.3: Injury history: comparison of the location of injury between 
professional (n = 20) and student (n = 18) and whether the injury is current, less 
than 1 year or greater than 1 year old (n = 139 injuries). 

Location of Professional Student 
injury 

current < 1 year >1 year current < 1 year > 1 year 

Neck, 
shoulder, 

2 4 14 2 1 1 arm, rib 

Back, hip, 
groin, thigh 3 7 23 2 7 0 

Shins, knee, 
ankle, foot 8 11 27 8 10 9 

Total 13 22 64 12 18 10 

A Chi squared test showed there was a significant association (X2 = 18.1; P < 

0.0001) in the occurrence of total injuries greater than 1 year between 

professional (n=64 injuries) vs student (n=10 injuries). 

The second questionnaire with information regarding the injuries (n = 126 

injuries) sustained in the last 5 years by each dancer, was obtained detailing the 

type of injury, mechanism of injury and preferred treatment. Not all the students 

had incurred five injuries whereas some of the professionals had incurred more 

than 5 injuries. Of these injuries 61 were acute, 55 chronic and 10 were acute-

on-chronic. The type of tissue injured was recorded with muscle injuries being 

the most prevalent. 
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A more detailed breakdown of the injuries is shown in Table 3.4. 

Table 3.4: Different categories of soft tissue injury (5 most recent injuries for each 
dancer). 

LOCATION 

Joint Ligament Cartilage Tendon Muscle Disc Bone Total 

Number 28 
of 
injuries 

24 3 15 35 3 18 

Table 3.5 shows at what stage during the class the injury was sustained. The 

126 

class is divided into "barre", "allegro", " pas de deux" and "en pointe" (see page 8 

for definitions). 

Table 3.5: Activity during class at which time injury was sustained .. 

Class "barre" "allegro" "pas de deux" "en pointe" 

Number of injuries 17 40 12 1 

Table 3.6 shows at what stage (start. middle and end) during rehearsal and 

performance the injury was sustained. Although some of the dancers were aware 

of symptoms of their chronic injuries at the beginning and at the end of the 

rehearsal or performance, there appears to be more injuries sustained in the 

middle of rehearsals however, this was not significant (X2 = 2.7; P = 0.26). 



Table 3.6: Activity (rehearsal and performance) during which injury was 
sustained. 

Start Middle End 

Rehearsal 11 36 12 

Performance 6 10 8 

62 

The dancers were asked to describe the management of the injuries and the time 

period, if any, that they were unable to dance. The total time off for the 126 

injuries was 2352 days, of which nine injured dancers were absent for 1524 days. 

Of these 9 injuries, the maximum time spent recuperating from injury was 240 

days by two dancers after knee surgery for torn menisci. A bone and tendon 

injury kept two dancers away from work for 180 days with recovery from knee 

meniscus, ligament and spinal disc injuries taking 153, 126 and 91 days 

respectively. Of the remaining 117 injuries, 64 injured dancers took no time off 

work and the remaining 53 injuries accounted for 828 absent days averaging out 

at 16 days of absenteeism per injury. Some of the dancers felt that they had not 

totally recovered from injury and nine of the injuries still lead to stiffness, pain 

(n = 37) and weakness (n =2). The management of injuries is shown in Table 3.7. 

Many of the dancers managed their injuries with more than one modality. 
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Table 3.7: Management of injuries 

Type of Treatment Number of 
modalities used to 
manage injuries 

Medication 32 

Physiotherapy 84 

Strapping 32 

Rehabilitation 27 

Surgery 6 

Electrotherapy 56 - Manual Therapy 79 

Total 316 

Discussion: 

The anthropometric profile of male dancers (mass of 70.5 ± 8.0 kg and height 

178 ± 6.1 cm) and the female dancers (mass of 52.4 ± 6.4 kg and height 163.9 ± 

6.3 cm) in this study was similar to those found in a group of professional 

dancers (Mostardi et ai, 1983). For example, this study showed that the average 

mass of male dancers was 64 ± 6 kg and their height was 175 ± 5 cm with the 

female dancers weighing an average of 50 ± 4 kg and with an average height of 

165 ± 6 cm. Another study of female dancers reported a weight of 53.1 ± 6.6 kg 

and an average height of 166.6 ± 6.7 cm (Calabrese et ai, 1983). 
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Figure 4. 1.' EMG activity of internal oblique, external oblique and rectus 
abdominis during II draw in" test in prone. 
,. internal oblique vs rectus abdominis p < 0.01 
,. internal oblique vs external oblique p < 0.01 
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Table 4.1 demonstrates the EMG activity of internal oblique, external oblique and 

rectus abdominis during the "draw in" manoeuver in supine. 

Table 4.1: Normalised EMG activity of muscles during "draw in" manoeuver in 
supine. (RA - rectus abdominis, EO - external oblique, 10 - internal oblique) 

EMG (%MVC) 

Left Right Right Left Right 
RA RA EO EO 10 10 

In preparation 
to lower right 

3±3 2±1 10 ±9 10 ± 13 43 ± 51 39 ± 37 
leg 

In preparation 
to lower left 3±4 3±7 11 ± 10 9 ± 18 39±43 37 ±33 
leg 

Figure 4.2 shows the EMG activity of internal oblique, external oblique and rectus 

abdominis during "draw in" in supine. 
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Figure 4.2: Shows EMG activity of internal oblique, external oblique and rectus 
abdominis during "draw in" in supine. 
" internal oblique vs rectus abdorninis p < 0.01 
" internal oblique vs external oblique p < 0.01 
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Lumbar-pelvic stability index: . 

The ability to stabilise the lumbar-pelvic region (maintain a neutral spine) was 

graded according to the loss of pressure on the pressure biofeedback cuff below 

the pressure achieved during the "draw in" phase of the supine leg-lowering test. 

The subject had to lower the leg within 5 counts. The count on which the 

pressure was lost, was noted. Loss of ability to stabilise on counts 1.0 - 2.5 was 

graded as a 1 (poor), loss of ability to stabilise on counts 3.0 - 3.5 was graded as 

a 2 (average) and, loss of ability to stabilise on counts 4.0 - 5.0 was graded as a 

3 (good). Ten subjects were graded as 1's, thirteen were graded as 2's and 

fifteen were graded as 3's. Table 4.2 indicates the grading of the dancers into the 

lumbar-pelvic stability index. 

Table 4.2: The grading of the dancers into the lumbar-pelvic stability index. 

Grade 

Number of dancers 

Lumbar-pelvic stability index 

1 

10 

2 

13 

3 

15 

To assist in an injury pattern recognition and to compensate for the small sample 

group, the injuries were grouped into three regions: group 1: neck, shoulder and 

arm; group 2: rib, back, hip, groin and thigh; and group 3: knee, shin, ankle, mid 

foot, metatarsal and toe. These scores were then compared to the injury profile. 

Table 4.3 shows the grouping of injuries into the lumbar-pelvic stability index with 



90 

lowering of the right leg. Table 4.4 shows the grouping of injuries into the 

lumbar-pelvic stability index with lowering of the left leg. 

Table 4.3: Grouping of regional injuries into lumbar-pelvic stability index for 
lowering of the right leg. 

AREA of INJURY 

Group 1 
with injury 
no injury 

Group 2 
with injury 
no injury 

Group 3 
with injury 
no injury 

LUMBAR-PELVIC STABILITY INDEX 
during lowering of the right leg 

GRADE 1 GRADE 2 

4 
6 

7 
3 

10 
o 

9 
4 

10 
3 

12 
1 

4 
11 

9. 
6 

13 
2 

TOTAL 

17 
21 

26 
12 

35 
3 

Table 4.4 Grouping of regional injuries into lumbar-pelvic stability index for 
lowering of the left leg. 

AREA of INJURY 

Group 1 
with injury 
no injury 

Group 2 
with injury 
no injury 

Group 3 
with injury 
no injury 

LUMBAR.;.PELVIC STABILITY INDEX 
during lowering of the left leg 

GRADE 1 GRADE 2 

4 
9 

10 
3 

12 
1 

6 
4 

5 
5 

10 
o 

GRADE 3 

7 
8 

11 
4 

13 
2 

TOTAL 

17 
21 

26 
12 

35 
3 
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Lumbar"pelvic stability index 

Right leg Left leg 

10 grade #1 15 grade #1 
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~ 5 '0 
.! 
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::I ::I 
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injury classification injury classification 

15 grade #2 15 grade #2 

#1 #2 #3 #1 #2 #3 
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OJ til 
<1> ,! ';:: 
,~o .s ~o 
'0 '0 .. 

15 
<1> 

~5 
'" '" c c 

0 0 
#1 #2 #3 #1 #2 #3 

injury classification Injury classification 

Figure 4.3: The lumbar-pelvic stability index (grade 1, 2 or 3) of the right and left 
leg. The number of injuries, which have been divided into three regions (group 1-
neck, shoulder, arm; group 2- rib, back, hip, groin, thigh or group 3-knee, shin, 
ankle, mid foot, metetarsal, toe), sustained in relation to the three degrees of 
lumbar-pelvic movement index. 
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Appendix C 

Anthropometric Assessment 

Male 0 Female Name: --------

Date of birth 

Height 

Weight 

Skinfolds (mm) 

Triceps: 

Biceps: 

Subscapular: 

Suprailiac: 

Calf: 

Thigh: 

Abdominal: 

____ m 

____ kg 
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Injury Questionnaire: Appendix D 

Date: 

:...:N=a:..:.m:.::e....:.: _____________ Male D 

Date of birth: Monthl Year) 

Ballet status 1: Student 

2: Professional 

Corps de Ballet Soloist D 

Age started dancing 

Which technique RAD D 

Ba"et schedule First and week 
,------............. - .......................... ---- -- ............. - T·············!~~ 

I 
il\ilonlTues 

Week of performance 
I : 

Wed JIhurs 

Female D 

Principals D 

Cechetti D 

Fri Sat [Sun 

............................ _ ........ +_.+ ............. _--- -+ ............... _ ...... _ ... _ ..... _ ............... !-- ................ __ .. -... _ ......................................... - -+ ...................... + ... _ ....... +-_.. ... . 

!_Ho_LJ_rs_r_eh_e_ars_al ___ . __ . __ ... _+_+ ____ ji ____ ... --l----·------+---+-·-+----
[Hours performance 

How many seasons in a year? 

How long does a season run for? 

I 



Modern 

\ l,;omemporary 

Jazz 

oz. 
",!llvClI 

,\lationaJ 

Spanish 

Tap 

~I:=;: 
~~Iat 
I 

es 

bm ......, 

bics _ ....... __ MM·.···._. 
-~.-

er activities 

r~.!..~ 
[yvat ___ mu_M~'m_~ __ ' __ • 
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Participation in other dance forms: 

Type 
(tick) 

How many hours per week? If still participating. 

"-T-"---
3 to 6 months !6- 12 months 

Other exercises to compliment ballet: 

How 
How many hours per week? If still participating. Type 

(tick) ~~:~es~ :Iast 3 IIIUIIIII::; 13 to 6 IIVlIlIl;:) 16- 12 IIIUIUll::; 

I 

i 

I 
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Do you now have, or have you ever had, any of the following conditions? 

Duration 
I'" -y .... , ......... , ............. . ~, .................................... ~. .. ...... ,., .. , ...... , ........... , ........... ~..... .. ........ _ ........... , ...... _,._."" ................. _-.. + ............... ~ ....... - ............................ , ..... , .................... -.... - ............. , ..... j 

Please tick for Within the last ore than a 
I ..... +-____ F_il_1 ,_·n_8_11 3 columns . ___ ----l_'1e_s _____ ......;-ye_a_r ____ +-, _e_ar_a_g_o __ ............ 

...... - ................................. _ ..... , ....... ! .................... ,~ .... , .... 

2 

3 

Fainting spellsl dizziness 

IFreQUent colds (1 per month) 

L 4 H.!9.~£?!Q91:l, .. Pf~~~!:!E~{:::Jl>Qt:nt:n,1j9) 

I~ it-'.'~.rgie-,-._~l~~ts~~~b~ + .... " ...................... ,_·,-_ .. ·--· .. -1 .... ,--· ............................. , ............ -:'~-.......... - ..... - ............... .. 

~._-+ ____ ----!IF!S.:.::ki:.:.:n:....:a::.:lI:..:::e..:..;rg2.:ie.::..s=--_____ i--- ____ -+ ______ """";"' ___ ---1 

I t ____ -..J~~dication:_~,_ ... ___ .. + .. ___ .. "' ___ ........ ' ... -i--__ .... __ .. ' ..... ----i--- .. -----

I 6 Asthma "'-1"- """"', .... " .. ,"" 
i 7 !Weight lossl gain: (3kg either way) r ,., - , 
1_·~..lllJl:l,i9~~ti9I1LIj~§.lr.~L,lr.I1 .. __ ...... _"" ................. . 

"····~It:!l:l,r..l:l.<:lH~!Y ... c;911<:l!!!911,~'L,,"'_, , .. ,.""",,,,,__.,..~ __ ,,,.,,,,, .......... ".,"', ...... """,._"",. ___ . 

.. J,Q",A.l1y"otheT?."p~_~~,~,!§.l!~: "",.." .. ,..............,!,", .. 
1 , , 

"""""",,,., ... 1 
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Current and Previous Injuries 

Do you have, or have you ever had, any of the the following conditions? 

[-_........_--_ .... """." ............. , .. """'~-"""~"., ... - .... • ...... ">m»· •• " ························1 
Current Previous 

(Please tick) 

• 

No (last month) 
(1-12 months >12 months 

iNumber : from ago) ago 
ecent to oldest ; 

1 Neck injuries -_ ................. -

8.", "rist! hand injuries 

.""~~-.-.-..... --... 

4 Rihr.::JOA injuries 
.,.""",,,,,,,, 

• 

i 5 Back injuries --_ ....... __ ...... -_ ...... _"" 

,. I 
ries 

•• _n __ .. _ ....... "'~ ••• ~.~ .. _ ...... _ .. " ..... 

lIlt· . 
8 [Groin injuries 

9 Thigh injuries 

....... 10 Knee injuries 

.j 11 ILower limb I shin splints 

J 12 Ankle injuries 

J 13 Midfoot injuries 

J 
14 Ivlt;<cnOI ;)01 injuries 

..J 15 [Big Toe inuries 

J 16 Muscle strains 

f: 17 Tendon injuries 
! 

18 IAbdominal injuries 

19 iAnyother 
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Date of 

Class Barre Other dance forms 

Pas de deux 

Middle End 

Rehearsals 

Performance 

Mechanism of Acute Acute on chronic 

Treatment: 

Medication 

Manual Tn&>l"l'Ir.v 

Rehabilitation 

Rest 

Time off Ml'Ir.I"'ng:, _________ _ 

you see a Doctor? 

Did you see a nh,,,:,.,,O 

.. "' .... rlm:>"'? y 

If what are your """n ... ltn"",,·" _________________ _ 




