PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is to be iflled out by the patient and parent prior io sesing the physician. The physician should keep this form in the chart,)

Date of Bam
Name Date of birth
Sex Age Grade School Sport{s)

Medlcines and Alisrglas: Pleasa fist all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currentty taking

Do you have any alfergies? O Yes 0O No I yes, please identify specific allergy below.
O Medicines _ O Pollens O Food 3 Stinging Insects

Explaln "Yes” answers baiow. Gircfe questions you don't know the answers fo.

SENERpLOuESTIONS . 0 [MEBIGAL QUESTIONS =
1. Has a doctor ever denied or resisictad your participation in sporis for 26. Ue you cough, whaeze, of have difficulty breathing during or
any reason? afler exaicisa?
2. Do you have any ongeing medical conditions? If sa, plaase identity 27. Have you sver used an Intaler or taken asthma medicine?
below: I1 Asthma [ Anemia (O Disbetss [ infections 28. Is thera anyena In your family who haa asthma?
Diter: 29. Were you bom without or are you missing a kidney, an eye, a tasticle
3. Have you ever spani the night in the hospital? [males), your spleen, or any other organ?
4. Have you ever had surgery? . Do you have grein pain or a painful bulge or hemia in the groin area?
HEART HEALTH DUESTIOHS ABOUT.YBU . e . Hava you had infechous mononuciosis {mono) within the fast month?
5. Have you ever passed out or nearly passad out DURING or . Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? . Have you fiad 2 hames or MRSA skin Infecion?
6. Have you ever had discomfort, pain, tighiness, or pressure in your oYy
" . Havd you gver nad a hrt or blaw 1o the co| 1on,
7. [nes your heart ever race or sidp beats (rragular heats} during axargise? prnla:ged heedachs, or memery problems?
8. 'jm“:ci:‘[‘lﬁ“’:;;&‘f“ You that you have 2ny heast problems? i so, 36. Do-you have @ histery of seiziire disorder?
3 High blood gressure O Aheart musmur 37. Do you have headaches with exercise?
O High cholesters! L] Aneart infection 38. Have you ever had numbness, tiaghing, or weakness in your ams or
[ Kawasaki dissase Other; iags after being hit or falling?
9. Has a doctor ever orderad @ test for your heart? {Far axampls, ECG/EKE, 9. Hava you sver beep unabi te Mmove your armis or legs after being hit
achocardiogram) or falting?
10. Do you get lightheaded or feel more shost of breath than expected 40. Hava you ever hacome il while exercizing In the heat?
during exercisa? 41. Do you get frequent muscls cramps whan exerdsing?
1. Have you ever had an unexpiained seizure? 42. Do you or somscne In your {amily have sicide coll trait or diseasa?
12. Do you get ﬂ_wfg tired or short of breath mora guickly than your fends 43. Have you had any problems with your eyes or vislon?
| duing exercise? ________ S— | |44, Have you had any eye injeries?
. Has any family member or 8 eart probiems o had an - -
unexpected or unexplained sudden daath bafore age 50 (ncluding 46. Do you voer protective Eyowedr, sich a5 goggles o & face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?
14. Dpas anyone in your family have hyporirophlc cardiomyopathy, Marfan 48, Are ynu_n'ylnq 10 o7 has anyone recommended that you gain o

syndrome, arrhytimegenic right ventricular cardiomyogathy, ng o tose weight?

syndrome, shart GT syndroma, Brugada syndrame, or catecholaminergic 48. Ara you on a spaclal dist or do you avoid ceriain types of foods?

polymorphic ventricular tachycardia?
5.0 i your family have  heart probiem, pacemaler, o 0. Hovd you ever had en sating disorder?

gl deatar? | oo, PROSTRIG, or 51. Do you have any concerns that you would lice 0 discuss with a doctur?

18. Has anyons in your family had unexplained fainting, unaxplained

sgizures, or near drowning? 52. Have you pver had a menstrual period?
‘BONE AND JOINT QUESTIONS | # | | 53. How old wers you when you had your first menstrual period?
17. Have you ever had an Injury 2o a bons, muscis, igament, of tendon 54. How many pericds have you had in the lgst 12 months?

! " p
that caused ol to misa a practice or a game? Bxplain "yes” a & Hore

18. Have you ever had any broken or fractured bones or disiocated joints?

19. Have you aver had an injury that required x-rays, MR, CT scen,
injeckions, therapy, a brace, a cast, or crutches?

20, Have you ever had a stress fracture?

21. Have you ever been 1old that you have or have you had an x-ray for neck
instabiity or atlantoaxiat Instability? {Down syndrome or dwarfismy

22, Do you regularly use a brace, ertholics, or other assistive devica?

23, Dt you have a bone, muscla, or joint infury that bothars vou?

24. Do any of your jeints become painful, swollen, faef warm, or fook red?
25. Do you have any history of juvenite artivitis or connective tissue dissasa?

i hereby state that, io the best of my knowledge, my answers to the above questions are compiete and eerrect.
Sigmatura of athigte Slgrature of parankiguardian Date
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PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name

PHYSICIAK REMINOERS
1. Consider additional quastions o more sensitive issuss
& Do you fesl stressed out or under 4 It of pressure?
* Do you ever feel sad, hopaless, dapressad, or aruipus?
*» Do you fael safe at your home or residence?
* Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
© During the past 30 days, did you uss chewing tobacco, snuff, or dip?
« Do you drink alcohol or use any ather drugs?
* Have yaut ever takon snabalfic sterclds or used any other periormance supplement?
 Have you ever taksn any suppterments to help you gain or lose weiht of improve your performance?
= Do ypit wear a saat belt, use a helmet, and usa condoms?
2. Consider reviewing quastions on cardiovascular symptoms (questions 5-14).

Date of birth

gt s —.

[ Male [ Female

Vision R 20/

Comeced C1Y OO N
“ABNORMAL FINDINGS

* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
anm span > haight, hyperlaxity, myopia, MVP, aortic insutficiency)

Eyasfears/ose/throat
* Puplis equal
* Hearing

Lymph nodss

Heart* A
= Murmurs (auscultation standing, supine, +/- Valsalvs)
* Locatign of point of maximal impulse FMI)

Puisas
* Simuitanegus femoral and radial pulses

Lungs

Abdoman

Ganitourinary {maias only}®

Skin
* HSVY, lesions suggestive of MRSA, tinea corporis

Neurologic®

Shoulder/am

Elbow/forearm

Wrist/handfingers

Hipfthigh

Knea

Lag/ankle

Faotfines

Functionat
* Duck-walk, single g hop

“Consider ECG, echocasdiogremn, and relerral to cardiciogy for ahnarmal cardac histry or exam,
*Considar Gl exam If In private setting. Having third party presant i recommended.
*Considar cognitive evaluation or baseline neuropsychlatric testing if 2 history of significant concusslon.

2 Clearsd for all sports without restriction
[3 Clearsd for all sports without rastriction with recommendations for further evaluation or treatment for

O Not pleared
O Pending further evaluation

[3 For any sports
O For certain sports

Reason

Recommendations

I have examined the above-named student and completed the preparticipation physical evaluation. The athlets dues not presart apparent clinical contraindications to practice and
particigate In the spori(s} as outlined above. A copy of the physical exam Is on record in my office and can be made avaitable to the schoo! at the request of the parents. If condi-
1lons arise after the athiete has been elvared for participation, the physiclan may rescind the clearance untll the problem fa resoived and the potential consequences are completely

explained fo the athleta (and parents/guardlans),

Nanme of physician [printiype)

Date

Address

Phane

Signature of physicran

MO orDO
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FREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM DOF Age .. Date of birth
[ Cieared for afl sports without restriction
O Cleared for all sporis without restriction with recommendations for further evaluation or treaiment for

O Not cleared
O Pending further evaluation
B For any sports
O For certain sports

Reason

Recommendations

I have examined the above-named student and completed the preparticipation physicaf evaluation. The athlete does not present apparent
clinicat contraindications to practice and participats in the sport(s) as cutlined above. A copy of the physical exam is on record In my office
and can be made available te the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely expiained to the athlete
{(and parents/guardians).

Name of physician (print/type) Date
Address Phone
Signature of physician . MD or DO

EMERGENCY INFORMATION
Allergies

Gther information
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