EVALUACION FISICA PREVIA A LA PARTICIPACION | 2026-27
FORMULARIO DE HISTORIAL CLINICO

Nota: Complete y firme este formulario (con la supervision de sus padres si es menor de 18 afios) antes de acudir a su cita.

Nombre: Fecha de nacimiento:
Fecha del examen medico: Deporte(s):
Sexo gue se le asignd al nacer (F, M o intersexual): &Con cudl género se identifica? {F, M u otro):

Mencione los padecimientos médicos pasados y actuales qgue haya tenido.

¢Alguna vez se le practicd una cirugia? Si la respuesta es afirmativa, haga una lista de todas sus cirugfas
previas.

Medicamentos y suplementos: Enumere todos los medicamentos recetados, medicamentos de venta libre y suplementos {herbolarios
v nutricionales) que consume.

éSufre de algdn tipo de alergia? Si Ia respuesta es afirmativa, haga una lista de todas sus alergias {por ejemplo, a algin medica-
mento, ai polen, a los alimentos, a las picaduras de Insectos).

Cuestionario sobre la salud del paciente versidn 4 (PHQ-4)
Durante las ditimas dos semanas, écon qué frecuencia experimentd alguno de los siguientes problemas de salud? (Encierre en un

cireulo la respuesta) Mds de Ia Casi todos
Ningin dfa Varios dias mitad de los dfas los dfas

Se siente nervigosg, ansioso o inguieto a 1 2 3

No es capaz de detener o contrelar la preocupacion 0 1 2 3

Siente poco interés o satisfaccién por hacer cosas 0 1 2 3

Se slente triste, deprimido o desesperado 0 1 2 3

{Una suma 23 se considera positiva en cualquiera de fas subescalas,
[preguntas 1y 2 o preguntas 3 v 4] & fin de obtener un diagndstico).

5. dAlguna vez sintié molestias, dolor, compresion
o presién en el pecho mientras hacla ejercicio?

6. éAlguna vez sintid que su corazén se aceleraba,
palpitaba en su pecho o latfa intermitentemente
{con latidos irregulares) mientras hacfa ejercicio?

1. dTiene alguna preocupacion que le gustaria
discutir con su proveedor de servicios médicos?

2. {Alguna vez un proveedor de servicios médicos

le prohibit o restringié practicar deportes por algan 7. éAlguna vez un médico le dijo gue tiene
motivo? problemas cardfacos?

3. Padece algin problema médico o enfermedad 8. tAlguna vez un médico le pidid que se hiclera
reciente? un examen del corazén? Por ejemplo, electroc-

ardiografia (ECG) o ecocardiografia.

: : : 9. Cuando hace ejercicio, ¢se siente mareado o
4. JAlguna vez se desmayd o estuvo a punto de slente que e falta el alre mds que a sus amigos?
desmayarse mientras hacfa, 0 después de hacer,
ejercicio?

10. ¢Alguna vez tuvo convulsiones?




11, lAlguno de los miembros de su famifia 20. {Alguna vez sufrié un traumatismo cranecencefilico
o pariente murid debido a problemas o una lesion en [a cabeza que le causd confusién, un
cardfacos o tuvo una muerte stibita e dolaor de caheza prolongado o problemas de memoria?

inesperada o inexplicable antes de los

35 afios de edad {inciuyendo muerte por
ahogamiento o un accidente automovilistico
inexplicables)?

21. JAlguna vez 5intid adormecimiento, hormigueo, debili-
dad en los brazos o plernas, o fue incapaz de mover los
brazos o las piernas después de sufrir un golpe o una

cafda?
12. {Alguno de Jos miembros de su familia
padece un problema cardfaco genético 22, lAlguna vez se enfermd al realizar ejercicio cuando
como la miocardiopatia hipertréfica (HCM), hacfa calor?

el sindrome de Marfan, la miocardiopatia
arritmogénica del ventriculo derecho
[ARVC), el sindrome del QT largo (LQTS), e
sindrome del QT corto (SQTS), el sindrome
de Brugada o la taquicardia ventricular
polimdrfica catecolaminérgica {CPVT)?

23, dusted o algin miembro de su familia
tienen el rasgo o fa enfermedad de fas
células falciformes?

24, (Alguna vez tuvo o tiene algtin problema con sus ojos o
st vision?

13. (Algunc de los miembros de su familia
utiliz6 un marcapasos o se le implanté un 25. dle preocupa su peso?
desfibritador antes de los 35 afios? 25

. {Estd tratando de bajar o subir de peso, o algulen e
recomendd gue baje o suba de peso?

27. {5igue alguna dieta especial o evita ciertos tipos o
14, ¢Alguna vez sufrld una fractura por estrés a una grupos de alimentos?

lesidn en un hueso, miscula, ligamento, articulacién
o tendén que le hizo faltar a una précticao

28. {Alguna vez sufrié un desorden alimenticio?

juego?

15, {Sufre alguna lesidn Gsea, muscular, de los 29, ¢Ha tenido al menes un perlodo
ligamentos o de fas articulaciones qgue le causa menstrual?
molestia?

30. {¢A los cudntos afios tuvo su primer periodo menstrual?

16. {Tose, sibifa o experimenta alguna dificultad 81. dCuéndo fue su periado manstrusi més reciente?

para respirar durante o después de hacer 32, (Cudntos periodos menstruales ha tenido en los ditimos
ejercicio? 12 meses?

17. éle falta un rifidén, un ojo, un testiculo {en el
caso de los hombres}, el bazo o cualquier otro
organc?

Proporcione una explicacion aqui para las preguntas en
las que contestd “Siv.

18. dSufre dolor en la ingle o en los testiculos, o
tiene alguna protuberancia o hernia dolorosa en
la zona inguinal?

19. ¢Padece erupciones cutdneas recurrentes o que
aparecen y desaparecen, Incluyendo el herpes o
Staphylococcus aureus resistente a la metictiina
{MRSA)?

Por la presente declaro que, segin mis conocimientos, mis respuestas a fas preguntas de este formulario
estan completas y son correctas,

Firma del atleta:

Firma del padre o tutor:

Fecha:

€& 2023 American Acedemy of Family Physicians, American Acodemy of Pediatrics, Americon College of 3ports Medicine, American Medical Soclety for Sports Medicine,
American Orthopaedic Soclety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Se concede permiso para refmprimir este formulario para fines
educativos no comerciales, slempre que se otorgue reconocimiento a los autores.



PREPARTICIPATION PHYSICAL EVALUATION | OHIO HIGH SCHOOL ATHLETIC ASSOCIATION | 2026-27

ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth:

1. Type of disability:
2. Date of disability:
3, Classification {if available):
4, Cause of disability (birth, disease, injury, or other):
5. List the sports you are playing:

6. Do you regularly use a brace, an assistive device, or a prosthetic device for daily activities?
7. Do you use any special brace or assistive device for sports?
8. Do you have any rashes, pressure sores, or other skin problems?
9. Do you have a hearing loss? Do you use a hearing afd?
10. Do you have a visual impairment?
11. Do you use any special devices for bowel or bladder function?
12. Do you have burning or discomfort when urinating?
13. Have you had autonomic dysreflexia?
14. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related {hypothermia) iliness?
15. Do you have muscle spasticity?
16. Do you have freguent seizures that cannot be controlled by medication?
Explain “Yes” answers here:

Please indicate whether you have ever had any of the following conditions:

Atlantoaxial instability
Radiographic (x-ray) evaluation for atlantoaxial instability

Dislocated joints {more than one)

Easy bieeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controfling bowel

Difficulty controliing bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change In ability to walk

Spina bifida

Latex allergy

Explain “Yes” answers here:

1 hereby state that, to the best of my knowledge, my answers to the guestions on this form are complete and correct.
Signature of athlete:

Signature of parent or guardian:
Date:

© 2019 Americon Academy of Eumily Physicians, Americon Acedemy of Pediutiics, American College of Sports Medicine, American Medicol Soclety for $ports Medicine, American
Orthopaedic Society for Sporis Medicine, and American Osteopathic Academy of Sports Medicine. Permission Is granted to reprint for noncommerciol, educotional purposes with
acknowiedgment,




PREPARTICIPATION PHYSICAL EVALUATION | 2026-27
PHYSICAL EXAMINATION FORM

Name: Date of Birth: Year of Graduation:

PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
= Do you feel stressed out or under a lot of pressure?
= Do you ever feel sad, hopeless, depressed, or anxious?
= Do you fee] safe at your home or residence?
« Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
» During the past 30 days, did you use chewing tobacco, snuff, or dip?
= Do you drink alcohol or use any other drugs?

» Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
* Have you ever taken any supplements to help you gain or lose welight or improve your performance?
= Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing guestions on cardiovascular symptoms (Q4-Q13 of History Form).

Appearance
* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperfaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
+ Pupils equal
» Hearing

Lymph nodes

Heart*

*  Murmurs (auscultation standing, auscuitation supine, and * Valsalva maneuver}
Lungs

Abdomen

Skin

= Herpes simplex virus (HSV), lesions suggestive of methicllin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

Neurclogical

1US! :
Neck
Back
Shoulder and arm

£lbow and forearm

Wrist, hand, and fingers
Hip and thigh
Knee

Leg and ankle

Foot and toes

Functional
+ Double-teg squat test, single-leg squat test, and box drop or step drop test

2 Consider electrocardiography (ECG), echocardiography, referral to a cardiclogist for abnormal cardiec history or examination findings, or a comblnation of those,

Name of heaith care professional (print or type}: Date:
Address: Phone:
Signature of health care professional; ' , MD, DO, DC, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medicol Society for Sports Medicine,
American Orthopoedic Society for Sports Medicine, ond American Osteopathic Academy of Sports Medicine, Permission Is granted to reprint for noncommercial, educo-
tional purposes with acknowledgment.
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MEDICAL ELIGIBILITY FORM

Name: Date of Birth: Year of Graduation:

o Medicatly eligible for all sports without restriction

1 Medicaily eligible for all sports without restriction with recommendations for further evaluation or treatment of

1 Medically eligible for certain sports

1 Mot medically efigible pending further evaluation
o Mot medically eligible for any sports

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings is on record in my office and can be made available {o the schoo! at the request of the parents. If conditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility untif the problem is resolved
and the potential consequences are completely explained to the athlete {and parents or guardians}.

Name of health care professionai {print or type}: Date of Exam:
Address: Phone:
Signature of health care professional: , MD, DG, DC, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Cther Information:

Emergency contacts:

® 2019 American Academy of Family Physicians, American Academy of Pediotrics, American College of Sports Medicine, American Medical Soclety for Sports Medicine,
American Orthopoedic Soclety for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission Is gromted to reprint for noncommerciol, educa-
tional purposes with acknowledgment.
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THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL

OHSAA AUTHORIZATION FORM | 2026 — 2027

| hereby authorize the release and disclosure of the personal health information of ("Student™), as described below, to
{"School").

The information described befow may be released to the School principal or assistant principal, athletic director, coach, athletic trainer, physical education
teacher, school nurse or other member of the School's administrative staff as necessary to evaluate the Student’s eligibllity to participate in school sponsored
activities, including but not limited to interscholastic sports programs, physical education classes or other classroom activities.

Personal health information of the Student which may be released and disclosed includes records of physical examinations performed to determine the
Student's eligibility to participate In school sponsored activities, including but not limited to the Pre-participation Evaluation form or other similar document
required by the School prior to determining eligibility of the Student to participate in classroom or other School sponsored activities; records of the
evaluation, diagnosis and treatment of injuries which the Student incurred while engaging in school sponsored activities, including but not limited to practice
sessions, training and competition; and other records as necessary to determine the Student's physical fitness to participate in school sponsored activities,

The persenal health information described above may be released or disclased to the School by the Student's personal physician or physicians; a physician or
other health care professional retained by the School to perform physical examinations to determine the Student's eligibility to participate in certain school
sponsored activities or to provide treatment to students injured while participating in such activities, whether or not such physicians or other health care
professionals are paid for thelr services or volunteer their time to the School; or any other EMT, hospital, physician or other health care professional who
evaluates, diagnoses or treats an injury or other condition incurred by the student while participating in school sponsored activities.

t understand that the School has requested this authorization to release or disclose the personal heaith information described above to make certain
decisions about the Student's health and ability to participate in certain school sponsored and classroom activities, and that the School Is a not a health care
provider or health plan covered by federal HIPAA privacy regulations, and the information described below may be redisclosed and may not continue to be
protected by the federal HIPAA privacy regulations. | also understand that the School is covered under the federal regulations that govern the privacy of
educational records, and that the personal health information disclosed under this authorization may be protected by those regulations.

{ also understand that health care providers and health plans may not condition the provision of treatment or payment on the signing of this authorization;
however, the Student's participation in certain school sponsored activities may be conditioned on the signing of this authorization.

1 understand that 1 may revoke this authorization in writing at any time, except to the extent that action has been taken by a health care provider in reliance
on this authorization, by sending a written revocation to the school principal {or designee} whose name and address appears helow.

Name of Principal:

School Address:

This authorization will expire when the student is no longer enrolled as a student at the school.

NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THiS AUTHCORIZATION MUST BE SIGNED BY A PARENT OR LEGAL GUARDIAN TO BE VALID. IF THE
STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS AUTHORIZATION PERSONALLY.

Student’s Signature Birth date of Student, including year

Name of Student's personal representative, if applicable

| am the Student's (check one): Parent lLegal Guardian {documentation must be provided)

Signature of Student’s personal representative, if applicable Date

A copy of this signed form has been provided to the student or his/her personal representative



PREPARTICIPATION PHYSICAL EVALUATION | 2026 —~ 2027

|2026-2027 Ohio High School Athletic Association Eligibility and Authorization Statemend
This document is to be signed by the participant from an OHSAA member school and by the participant’s guardian

| have read, understand and acknowledge receipt of the OHSAA Student Eligibility Guide and Checklist

{htips://ohsaaweb.blob.core windows.net/files/Eligibility/OtherEligibil ityGuideHS.pdf) which contains a summary of the eligibility rules of the
Ohio High School Athletic Association. | understand that a copy of the OHSAA Handbook is on file with the principal and athletic administrator and that | may
review it, in its entirety, if | so choose, All OHSAA bylaws and regulations from the Hundbook are also posted on the OHSAA website at ohsaa.org.

{ understand that an OHSAA member school must adhere to alf rules and regulations that pertain to the interscholastic athletics programs that the school
sponsors, but that local rules may be more stringent than OHSAA rules.

f understand that participation in interscholastic athletics is a privilege not a right.

Student Code of Responstbility
As a student athlete, | understand and accept the following responsibilities:

o | will respect the rights and beliefs of others and will treat others with courtesy and conslderation.

«  [will be fully responsible for my own actions and the consequences of my actions.

¢ [ will respect the property of others.

¢ | will respect and obey the rules of my school and laws of my community, state and country.

e | will show respect to those who are responsible for enforcing the rules of my school and the [aws of my community, state and country.

+ | understand that a student whose character or conduct violates the school's Athletic Code or School Code of Responsibility is not in good
standing and is ineligible for a period as determined by the principal.

Informed Consent — By its nature, participation in interscholastic athletics includes risk of injury and transmission of infectious disease such as HIV and
Hepatitis B. Although serious injuries are not common and the risk of HIV transmission is almost nonexistent in supervised school athietic programs, itis
impossible to eliminate all risk. Participants have a responsibility to help reduce that risk. Participants must cbey all safety rules, report all physical and
hygiene problems to their coaches, follow a proper conditioning program, and inspect their own equipment daily. PARENTS, GUARDIANS OR STUDENTS
WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED IN THIS WARNING SHOULD NOT SiGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN AN OHSAA-
SPONSORED SPORY WITHOUT THE STUDENT'S AND PARENT’S/GUARDIAN'S SIGNATURE.

¢ | understand that in the case of Injury or illness requiring treatment by medical personnel and transportation to 2 health care facility, thata
reasonable attempt will be made to contact the parent or guardian in the case of the student-athlete being a minor, but that, if necessary, the
student-athlete will be treated and transported via ambulance to the nearest hospital.

* |consent to medical treatment for the student following an injury or illness suffered during practice and/or a contest.

s  To enable the OHSAA fo determine whether the herein named student is eligible to participate in interscholastic athletics in an OHSAA member
school, | consent to the release to the OHSAA any and all portions of school record files, beginning with seventh grade, of the herein named
student, specifically including, without limiting the generality of the foregoing, birth and age records, name and residence address of parent{sjor
guardian(s), enroflment documents, financial and scholarship records, residence address of the student, academic work completed, grades received
and attendance data.

* | consent to the OHSAA's use of the herein named student’s name, likeness, and athletic-related information in reports of contests, promotional
literature of the Association and other materials and releases related to interscholastic athletics.

« | understand that if | drop a class, take course work through College Credit Plus, Credit Flexibility or other educational options, this action could
affect compliance with OHSAA academic standards and my eligibility. | accept full responsibility for compliance with Bylaw 4-4, Scholarship, and
the passing five credit standard expressed therein.

e {understand all concussions are potentially serious and may result in complications including prolonged brain damage and death if not recognized
and managed properly. Further | understand that if my student is removed from a practice or competition due to a suspected concussion, he or she
will be unable to return to participation that day. After that day written authorization from a physician (M.D. or D.0.) or another health care
provider working under the supervision of a physician will be required in order for the student to return to participation.

* | have read and signed the Ohic Department of Health’s Concusslon Information Sheet and have retained a copy for myself,

« | have read and signed the Ohio Department of Heaith’s Sudden Cardiac Arrest Information Sheet and have retained a copy for myself.

By signing this we acknowledge that we have read the above information and that we consent to the herein named student’s participation.
*Must Be Signed Before Physical Examination

Student’s Signature Birth Date Year of Graduation Date

Parent's or Guardian’s Signature Date



