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The Health History Update
Questionnaire

REQUIRED FOR EVERY SEASON

% The highlighted areas must be completed

Name, Age, Grade

Last Physical Exam date

Sport being played that Season

Parent Signature and current date

Question 10 is required by the NJ DOE

If you are providing me with a new Physical

Examination, LESS THAN 90 days old, you do
NOT need to complete Questions 1-9

YYVYVYY

Questions 1-9 are asking if any of these incidents have
happened since the LAST time your child has been seen &
examined by a Licensed Healthcare Provider

New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? YesD NoD

If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? YesD NOD

If yes, explain in detail |

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DNDD

If yes, describe in detail.

4. Fainted or “blacked out?” Yes DNOD

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” YesD NOD

If yes, explain |

6. Has there been a recent history of fatigue and unusual tiredness? YesD NOD
7. Been hospitalized or had to go to the emergency room? Yesl:INoD

If yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?” YesD NoD

9. Started or stopped taking any over-the-counter or prescribed medications? YesD NOD
10. Been diagnosed with Coronavirus (COVID-19)? YesDNoD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NOD

Date: Signature of parent/guardian:

Please Return Completed Form to the School Nurse’s Office |




The Family History Pages

The Date of Examination must be COMPLETE
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If you answer YES to any of the questions, you

© w—mm)

must explain the YES answer in the box provided,

on the bottom right corner of the page

The Student should sign the form, the
Parent MUST sign & date the form!!!!

This form is to be completed by the Parents
and Given to the Pediatrician

“This form should be maintained by the heakibcare provider completing the physical cxam (medical bome) 1 showld not be shared wih

bya
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= PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment

Name: Date of birth

Date of Sportls)

Sex assigned at birth (F, M, or intersex). ge . M, non-binary, ger
Have you had COVID-197 (check one): N
Have you been immunized for COVID-192 (check one): 1Y ©IN  Ifyes, have you had: ) One shot 03 Two shots

© Booster date(s)

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and List all current ; medicines, and supplements (herbal and nufritional).

Do you have any allergies? If yes, please lst all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Severoldays  Over half the days Nearly every day
Feeling nervous, anxious, or on edge o 1 2 3
Not being able fo stop or control worrying o 1 2 3
Litle interest or pleasure in doing things o ! 2 3

Feeling down, depressed, or hopeless. o 3
(A sum of 23 is considered positive on either subscale [questions 1 and - questions 3 and 41 for screening purposes.)

‘GENERAL QUESTIONS HEART HEALTH GUESTIONS ABOUT YOU

(CONTINUE

5. Do you getlight-headed or fes! shorter of breath
1= Do you heve any concems it you weuld ik 1o than your frisnds during axercite?

discuss with your provi
2 Hos @ provder over denied o resriced your
porticipation in spocts for any rea HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Unsurs Yes No.
Go 724 hove oy ongoing medicl imves o rocent
unexplained sudden death bof 3s
HEART HEALTH QUESTIONS ABOUT YOU Yes No el oge
years (inchuding drowning or unexplained cor
Hare you ever passed out or nearly passed out rashy?
during or aber exercise?.

o hod o seizure?

2. Doss anyone in your family have a genetic

5. e you ever hod discomfort, poin, ighnens, hoart problem such as hypertrophic cardic:

or pressure in your chest during exerci ey O e
6 Doos your heart ever roce) n i< right ventricular cardiomyopal
1) dring exercise’ ATy o O sy TSy thor T
syndrome (SQTS) syndrome, or
7. Has @ doctor ever told you that you have any myadiceme
[ fhcralery catecholaminergic polymorphic ventriculor
tachycardia (CPVTI?
8 Has o doctor ever requested o fest for your
hean? For example, electrocardiography (ECG) [ i your formity hod & pacemaker
or echocardiography. ot gl Geelonr bl ege 357
BONE AND JOINT GUESTIONS - MEDICAL GUESTIONS (CONTINUED) Yo No.

25_Do you worry cbout your weight®

e, mcle, lgament, foin, or erdon thet caviecd

26 Are you rying 1o or s cnyone recommensded ot
s oin o v eeig

= o bone, el gament, o o E S S o p—p—
Doy s sy s oF ot o foond rope?

25 Hove you cvor bod on coting diordert
16. Do you cough, whesze, or have dificulty breathing

g or cher exercize? 25, Hove you ever bod

7 Ave you missing o kidnay, an ave, o tewdle, your 30, How old were you when you hod your st menirual
plecn, or any other organ® poriod
T8 Do you e groin or sl o o o poril o 51 When v your
or harmia in the gr 32 How many period have you had in the past 17
15, Do you heave oy recurrivn

21, Hove you ever hod mumbness, hod ingling, hod
weckness i your arms or legs, or been unable 1o
tmove your arms or kegs after being bt or flling?

22 Hiove you sver become. e
he?

24 Fiove you cver hod or d you have any probloms l
with your oyes o vision?

1 hereby state that, 1o the best of my knowledge, my answers to the questions on this form are complete
and correct.

Signature of crhlete

Signaturs of parent or guardion

e T ek ke




Only complete and return
this form if the
student-athlete has specia
needs, otherwise you can
disregard this page!

This form should be maintai by the provider ing the physical exam (medical home). It should not be
ishared with schools. The Medical Eligibility Form is the only form that should be submitted to a school.

m PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth:
I_Type of disability:
2. Date of disabilty
3. Chssifiation (if available):
4__Cause of disabilty_(birth, disease, injury, or other).
5. List the sports you are plying:
| | Yes  No
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 aid?
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_dysreflexial
14. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?
15. Do you have musde spasticity!
16. Do you have frequent seizures that cannot be controlled by medication?
Explain “Yes” answers here.
Please indicate whether you have ever had any of the following conditions:
[ | Yes No

Atantoaxial_instability

Radiographic_(xray) evaluation for atantoaxial _instbility

Dislocted joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling_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 he:

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

Signature of parent or guardian:

Date:
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The Physical Examination Form

Please put your child’s name and date of birth
ON EACH PAGE
% Physical Examination
> Height & Weight
> DBlood Pressure
> Vision Screening, even if your child

wears glasses, | need the exam done.

| do have a form for the Eye Doctor
if needed

> (leared/Not Cleared for Participation

> HCP Signature and Date

The State of NJ Department of Education wants

this form to stay with the Pediatrician.

If the office gives it back to you, please hand it in

with the other paperwork

‘This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be shared
with schools. The medical eligibility form is the only form that should be submitted to a school. The physical exam must be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the
Student - Athlete Cardiac Assessment Professional Development module Hosted by the New Jersey Department of Education.

W PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:

PHYSICIAN REMINDERS
1. Consider deionc questons on more sensive isues
Do you feel stressed out or under a lot ‘p ressure?
Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your r home or residence?
garettes, chewing tobaceo, snuff, or dip?
:e(hewng'oboc m“ofdp

er tri

During the past 30 day:

Do you drink alcohol

Have you ever taken any other performance-enhancing supplement?
Have you ever taken any supplements ’ohelpngo or lose weight or improve your performance?

Do you wear a seat belt, use a helmet, o casdoaid
2. Considr reviows ing questions on cardiovascular symptoms (Q4-Q1 3 of History Form)

Previously received COVID-19 vaccine: 1Y N
Administered COVID-19 vaccine af this oy o 1 First dose [ Second dose () Third dose 1 Booster date(s
NORMAL  ABNORMAL FINDINGS

Appearan

o sigd gmeh(kyphod hgh hedpolo e, pectus excavtum, arachnodactly, hyperlaiy,
myopia, mitral valve prolapse [MVP]

Eye: seasnoseud"\ou

. Ppl equal

* Hearing

Murmurs I standing, ltation supine, and + Valsalva maneuver)

* Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus [MRSA), or
tinea corporis

Neurological

MUSCULOSKELETAL NORMAL  ABNORMAL FINDINGS

Neck

Back

Shoulder and arm

Elbow and forearm

Wist, hand, and fingers

Hip and thigh

* Double-leg squat test, single-leg squat test, and box drop or step drop test
° Consider el di hy (ECG), ech di hy, referral to a cardiok for abnormal cardiac history or examination findings, or a combi-

nation of tho:

Name ol health care prof | (print or type): Date:

Address: Phone:

ngﬁndhoall\ f l MD, DO, NP, or PA|
©2019 American Accdemy of Family Physicians, American Academy of Pediatrics, American College of Sports Med- e, American Medical Society for Sports Medicine, American
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Physical Examination and
Immunization Form

This form is required to be
handed in with the Sports
Physical form or your child will
not be in compliance and your
child’s physical will NOT be
processed for Medical
Clearance!

This form must be completed

in its entirety with a doctor’s

signature, Date of Exam and
Office Stamp

WEST ESSEX REGIONAL SCHOOL DISTRICT
West Greenbrook Road, North Caldwell, NJ 07006
(973) 228-1200
High School Nurse ext. 1240 Middle School Nurse ext. 3340
Fax (973) 228-5726 Fax (973) 228-8512
PHYSICAL EXAMINATION AND IMMUNIZATION FORM

PHYSICAL ION TO BE COMPLETED BY PHYSICIAN OR . PLEASE ATTACH
I NAME: GRADE: DATE OF BIRTH:
Health History:
ALLERGIES: List all known allergies: Describe reaction and management of reaction:
Medication Allergies: Yes No
Food Allergies: Yes No
Insects/Animals: Yes No
Environmental/Pollens: Yes No
ONS: List ALL 7 taken routinely.
Medication Dosage/Frequency Reason for medication
HEIGHT: WEIGHT: BIP: HEART RATE: VISION: 0D 20/ 0S20/  0U20/
CORRECTED: YES NO
NNNNNN COMMENTS:(EXPLAIN ALL ABNORMAL FINDINGS)
pppppppp
SIEARSIN
nnnnnnnnnnn
EART
LLLLL
RINARY
SCULAR
uuuuuuuuuuuuuuu
SEIZURE DISORDER: YES NO TYPE SCOLIOSIS: Negative Positive: Degree: Treatment:
Hearing Right Left TB SCREENING: DATE PLACED DATE READ. RESULT.
STUDENT MAY PARTICIPATE IN ALL PHYSICAL EDUCATION ACTIVITIES: YES No
STUDENT MAY NOT PARTICIPATE IN THE FOLLOWING PHYSICAL ACTIVITY(IES)Z
PHYSICIAN'S SIGNATURE: OFFICE STAMP:
DATE OF EXAMINATION:
5/2024 Physical exam form must be completed in full. OFFICE STAMP REQUIRED




Medical Eligibility Form
Please put your child’s name and date of birth
& DATE OF EXAM on this Page
DO NOT LEAVE THE DOCTOR’S OFFICE IF THE
HIGHLIGHTED AREAS ARE NOT COMPLETED!!!

Medically Eligible for all Sports w/o
Restrictions

Healthcare Provider’s Office STAMP
Healthcare Provider’s Signature and Date

CARDIAC ASSESSMENT MODULE
> HCP Signature
> Date HCP completed the Module that
is required in the State of NJ to
perform Sport Physicals, will never
be the same date the exam is being
done!

Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Forn is the only form that should be submitted to school.
It should be kept on file with the student’s school health record.

Student Athlete’s Name Date of Birth

Date of Exam

o Medically eligible for all sports without restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sports

o Not medically cligible pending further evaluation

Not medically cligible for any sports

R i

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. T
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy ol
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is

resolved and the potential are pletely to the athlete (and parents or guardians).
g of physician, APN, PA
Address:
Name of health I (print)
I certify I have completed the Cardiac A Professional Devel Module developed by the New Jersey Department of
Education.
of heal provider

Shared Health Information

Allergies

Other information:

Emergency Contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to.reprint for noncommercial, educational
purpases with acknowledgment.

*This form has been modified to meet the statutes set forth by New Jersey.



**If your child has Asthma
Or a Life Threatening Allergy requiring
an Epinephrine Fen or requires

a Seizure Action Plan **

Your Child’s Physical Examination will not be
processed for Medical Clearance by our School
Physician if | do not have a copy of those forms
on file in the Nurse’s Office!

These orders expire on the Last Day of the
School Year Fer NJ Statute!




< PLEASE submit all forms at least
10 DAYS prior to the Ist day of

practice
% Once all forms are completed and handed into the \\ON,(', HONk.,

Nurse’s Office, They must be reviewed by the

Nurse to ensure all required areas are completed.

> A WE Clearance form is completed and
attached to the physical paperwork.

> The Physicals are DRIVEN to the School ;
Physician’s Office and are left for doctor to
review.

> Once reviewed and Medically Cleared by the
School Physician, we are notified the
physicals are ready to be picked up. The
someone DRIVES back to the Doctor’s Office
to retrieve them.

The NJSIAA requires we employ a School Physician to provide
MEDICAL CLEARANCE, this does not come from YOUR Doctor.




Notification of Medical Clearance

The Nurse scans the signed Clearance Form into Genesis and You will receive a
Notification that there is a New Nurse Form in Genesis to view.

This is how you are notified of Medical Clearance, we will NOT contact
individual parents unless there is a problem with their clearance and we will
NOT answer emails regarding Clearance, we average 100 emails a day during
clearance time.

You MUST ENABLE Notifications in Genesis

/7

% West Essex Athletics by Season

Fall ~600 Student Athletes
Winter ~400 Student Athletes
Spring  ~500 Student Athletes






