B PrE P»@RT?;C«% PATION F" HYSICAL EVALUATION pea
HISTORY FORM
{(ote: This Jorm &s lo be Tilled put by the patient and parent prior to-seelng e pliysician, The physician should-keep this form I the chart)

Date of Exam

Name . . Dateufhith
Sex #gg -Grade. . “Sehoot Spart(s)

Medicines and Alfergies: Pleasa list all of the prascription and ovarthe-counter medicines and Supplements. {horbal and nutrifonel) that you are curfently taking

Doyt have any whiergies? 3 Yes L Mo Xyes, please identify speitic anergyheiaw.
£1 Medicnes 0 Pollaras 3. Food , 7 Stinglng Insects

Explatn ¥es"

nswers botow, Bliele questions you don't kaow te answers 1o,

. Has a dootor sver denled o restriced you participeation I sporls for

] 28. B you vough, whisezs, or have drﬁk:ut reathing dising or
By FessHR? Aftar enerise? :
2. Doyou have sty ongoing modical contitibns? §0, pleams rtentity ) " 27, Hava you svernsed an inhaler or taken asthina mediciris?
belowe T Asthms. T3 Amemia L3 Diabstes LI Infactions 28. Iz thare anynne In your family who hias asthma?
Other: - A 129, Were.you bom without ur are yeu missing a kidney, an eye, 2 teshicle
" 3. Have you everspent the night in the hospilal? - {roalos), your splesn, or any oifier prgan?
Have you pver had surgary? ' 401, Do you have groln pain ore patelul bulge or sermiz i the groln area?
. Mo | $1. Have you had Infertious manonuclsoss fmonoj within the last montfr?
5, Have your ever passad.ott ar seardy passed o BURING or 82, Diyyou have any rashes, prassute sores, or ofher skin probioms?
AFTER sverise? 3. Have you hod 2 herpes or MBSA skdn Infastion?
E ;ig::ty‘ﬂi ?)v;r Fhad diwamfm. pain, Highinoss, ot presaurs n your 114, Have you pver had 2 head Injury o7 concussion?
7, Does your hoart sver.sage.or sldp bedts {eregular baats] during exeicise? % ?ﬁg&&ﬁgggggﬁ g;? &%g&;ﬁg Tt Ghuped conlusion,
8. Has a ﬁu;;mrievar ‘“3"3 you:thiat you hiave any haart problems? If 80, : 4B, D0 ybu has o igtory of bizire disorder?
B i oot wesirs T Aot i _ ‘ 37. Do you havs hoadaghes with exorcise?
£ Migh cholestaro! T3 A beart Intaction 3B.-Haveyowaver had mimbness, tingling, br weskingss la your aros or
£ Kawassld disesse Other: ] ’ taggs after holng Wit orfellng?
9, Has a doctor-sver ardered o test Tor your heart? (For axample, EGAEKE, 1 | 88, Have you ever bben unalile 1o fuove your arns or legs after belag hit
enhocardograng ' 1 of talllng?
10. Do you getiighthesdad or teot more stiort of breath than expectsd 48, Have yoir evar bieetas Bl while exercising in the hadt?
dudng exsmisn? 44, Do you get fregoeng mistle ofamps when exardising?
1. Have you-everhad an anoxplainsd seizwre? . £2, Doy you.or somenne i youe faeily heve-sitkle cofl tralt or dlsease?
12. bo o gt s threth o shmwf fbmath Tiore nidcidy thun your fehds 43. Hove yout fad sy problems wilryour syes or vision?
difingexertioe? &4, Hiweyou el znyeye Iules?
45 Dy you wiar glasses or contact lenses?
48, Do-you wear protestive syawoar, such 25 gpggles o a aos stileld?
A7, Do you ware shout ylivr welght?
14, Dioes anyens 1 Yo a;ﬁw iperiitphic mmiamynaamy, Maﬁan . 48, Aire you trylng fo-or-has angone tecommendad that you dutn or
syndrome, aithyituuasnic Aokt ventrtonlar sardiomyopatiy, longDF | Hise welght?
syntirome, short OF syndrome, Brugada syndiome, or catecholaminergic 49, Are you on #-spedlal dist or tlo you svoid sertaln iypes of foods?
pelyrphie ventrioulsr tchypavdia? _ : . ———
184, Boes anyone-in your farally havs 2 hesrt problem, pacemeaker, or 3, Havs you avar had an eating distrder? - -
i e i ' 1 8%, Doyou haveany songerms that you weuld file to discuss withop docier?

16, Has anyong.in your faméy hiag uumtp!ainud faintlng, uneplalned
seleures, prhéar dmwﬁrm? .

§2. Hava you sver had a manstiug) peded?

53, How old wersyou when you hdd your first manstruad perfod?

54, Ho maity peviods teve you had iothe last 12 monthé?
E:ép!niu Yyor® answers hers

H7. Have you ever had an Injiry 1o a bung, mussle, gament, of tendon
that caused you'to miss 4 praclics of 8 game?.

1 18, Have you sverhiad sy heoken oy fractised bones or dislocatod Jolols?

18 Have you everhad an Infiey that raglived %-rays, WIRE GF stan,.
injections, therapy, & brace, 4 cast, of critches’?

20, Hawn you puprhiad o stress fracture?

1. Have you pver bean (it that you hae.nr heve you hiad an %-fay Tor nes:k
Tistabillity or atlantoaxdal stabBity? {Dows syndroree or dwarlsrm)

22, B you repudy use & brace, otihiolics, or Gttee asgistive fovine?

23, Do you b 2 bong, susile; or foint infury'ihat bothisg you'?

24. Buany of your jsints bécame pallul, swollen, Teel warny, or lonk fed?

25, Doyou have any hisiory of fuverily arftirtis of sonmective fissus dlstase?

1 bevehy state that; fo the best of my knmi&«iga, my answers o the above qmsﬁms ave sonmglete angd correct.
‘Stmaturs ofathiote ", e “Slgnature of

il ; . Datg

DALY Aymprivan Av&damyu!&nﬂymyﬁa{aﬁs Awaricandnademy of Padiitrios; Armeriean Lollege &F Sports Maplciop, Amuticin Medical Smimy Jor Sports Madicing, Amerkan Oripasdic
Stwiety Tor Sports Bedicing, aad fraoionn Deteopathic Avderay of Sports Maioing, Paradesion i gramled fe reprint for npncommprsial, edveational prrsoses with askaowlsdgment.

I hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the school for the purposes of
participation in athletics and activities.

Parent or Legal Guardian Signature

Date




PREPARTICIPATION PHYSICAL EVALUATION 154
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name . Date of birth
Sex Age Grade School Sporifs)

1. Type of disabllity
2, Date of dlsabillty
3. Classificatiors {if availahle}
. Gause of disabllity (birth, disease, accident/ratma, other)
List the sports you are Interested in play

4
5

6. Do you regularly use a brace, assistive devies, or prosthatic?

7. Do you use any spegial-brage or assistive devlos for sporis?

8. Do you have any rashes, pressure sores, or any other skin problems?

9, Do you have a hearing loss? Do you use & hearing ald?

0. Do you have a visual impairment? )

1. Do yout 132 any speclal davices for bowal or bladder function?

2. Do you have buming or discomfort when urinafing?

13. Have you had autonomic dysrefisxia?

14, Have you ever hieen diagnosed with a heat-related (hyparthermia) or cold-related {hypothermia) liness?
15. Do you have muscle spasticity?

16, Do you have fraquent selzures that cannot ba controlied by madication?

Expialn “yes” answers hera

ke

oy

=t

Atlantosda) instabllity
X-ray evaluation for atiantoaxial Instabily
Dislocated jolnts (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

QOsteopenia or osteaporosis

Diffigutty controfling bowe!

Ditficulty controlling bladder

‘Hurbress or tingling In arms or hands
Humbness or fingling in legs or fest
Waaknsss In arms or hands

Woakness in laps or feet

Recent change in coordination

Recent change in ability to wallk

Spina bifida

Latax allergy

Explain “yes™ answers here

{ herahy state that, to the best of my knowledge, my answers to the above questions are somplate and gorreet,

Signature of alhlsle Signature of paren¥yuardian Date

>

® 2010 Amerloan Avaddemy of Familly Physicians, American Academy of Pediztries, Amerivan Coliege of Sports Medicing, Amesican Wedical Saclely for Spons Medicine, American Orthopaedic
Soeisty for Sports Medicing, and dmevican Osteapathic Acatsary of Sports Medicing, Permission Is grarted o reprint for noncommercld, educational purposes with acknowledgmen!,



B PREPARTICIPATION PHYSICAL EVALUATION 155
PHYSICAL EXAMINATION FORM

Nams Date of birth

PHYSICIAN REMINDERS
1. Conslder additional questions on morg sensitive lasues
« Doyou fee! stressed out or under afot of pressure?
» Do you ever faat sad, hopeless, depressed, or anxious?
« Do you feel safe at your home or residence?
© Have you ever tried cigareties, chawlng tobacco, snuff, or dip?
« During the past 30 days, did you use chewlng tabacco, snuff, or dip?
« Do you drink alcohol ar use any other drugs?
« Have you evertaken anabuolie sterolds or used any other performance supplement?
« Have you ever taken-any supplaments to help you gatn or loge welght or improve your parformance?
« Do you wear 4 seat-belt, use 4 helmet, and use condoms?
2. Consider reviewing quastions on cardiovascular symptoms {questions 5-14).

Height Welght 1 Male 1 Female

BP / { / } Pulsg Vision R 20/ Comecled DY LI N
Appearancs

» Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavalum, arachnodactyly,
arm span > helght, hyperdenity, myopla, MVP, aortlc insufficlency)

Eyas/ears/nosefthroat

» Puplls aqual

» Hearlng

Lyph nodes

Heart®

» Marmurs (auscultation standing, suplne, +/- Valsalva)

» Location of palnt of maximal impulse (M)

Pulses

» Simultaneous femoral and radial pulses

LUDES...o. .

Abtlomen

Genitourinary (males only)t

Skin ) ’

» H8Y Jeslons suggestive of MBSA, tinea corporis

Bagk

Shoultet/arm
‘Elbow/forearm
Wristfhand/fingers
Hip/high

Kneg

Leglankle

Fool/toes

Functional

« Duck-walk, single Jeg hop

*Conslder ECB, echocardiogram, and reforeal 1o cardiclogy for sbnormal cardlac history o sxam,
vCansider BU evam if in privats selting, Having third parly prasent Is racommended.
“Cansider cognitive evalualion or baseline neuropsychiatec testing if a histary of signiticent concussion.

I3 Cleared for all sports without restristion
U1 Cleared for all sports withous restristion with recommendations for further avaluation or treatment for

3 Not cleared
13 Panding farther evaluation

{3 For any sporia
{3 For cerlaln sports
Reason
Recommandations

1 have examined the above-named student and camplated the preparticipation physinal evaluation. The athlete dues not present apparent olfnical contralndivations to practice and
participate in the sport(s) as outiined above. A gopy of the physical exam Is on record i my office and can be made avallable to the schout af the reguest of the parents, if condi-
tions arlse aftar he athiete has tisgn cleared for participation, the physiclan may rescing the clearance unti e problem is resolved and the potential sonsaquances are complotely
explained fo the athlete {and parents/guardians),

Name of physician (print/type) Date

Address Phone

Signatore of physiclan MR or DO

©2010 American Academy of Farolly Physicians, American Acadenty of Pediatrics, Amorigan College of Sports Madicing, American tledical Sociely for Sporis Medicing, Atmerivan Qrihopaedic
Sociely for Sports Medicing, and American Osteopathic Acadsmy of Sgorls Medicing. Parmission is granted fo repeint for noscorroarelal, sduvational purposes with acknowledgment,



B PREPARTICIPATION PHYSICAL EVALUATION 156
CLEARANCE FORM

Name Sex OM DIF Age
I3 Cleared for all sports without restriction

Dateof birth ____

73 Cleared for all sports without restriction with tecommendations for further evaluation or freatment for

7 Not olearsd
O Pending further evaluation
£1 For any sports
L1 For certain sports

Reason

Recommendations

{ have examined the above-named student and completed the preparticipation physical evaluation, The athlste does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on reeord In my office

and can be made available to The SChool at the Tegqiiest of te parents. If Conditions arise affer he Athlete Hay besh cleared Yor participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athiete
{and parenis/guardians).

Name of physician {print/type) Date

Address Phong

Slgnature of physiclan »MD or DO

EMERGENCY INFORMATION

Allergias

Other information

&¥2010 American Asadgny of Family Physiclans, Amwsrican Acadamy of Pediatrics, Amarian Dofiage of Sporis Medicine, Ameriaan Medical Soclely for Sporis Metlicine, Amesivan Ocihopadic
Sociely for Sporls Medicios, amd Americas Osteopathic Acadeny of Sports Madicine, Permission s grantad fo raprint for noncommereial, educational purposss with dcknawiedgment,



