PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This farm is to be fifled out by the patient and parent prior fo seeing the physician. The physician shouid keep a copy of this form in the charl,)

Date of Exam
Name [ate of birth
Sex Age Grade Schoot Sporifs)

Medicinas and Allergies: Please list afl of the prescription and over-the-counter medicines and supplements fherbal and nutritienal) that you are cusrrently taking

]

Da you have any altergies? O Yes 0O Mo If yes, please identify specific allergy below.
1 Madicines O Pollens 0O Food 1 Stinging Insects

Exgplain “Yes” answers helow, Gircle guestions you don't know the answers o,

. Do you cough, wheeze, or have difficulty breathing during or
any regson? afier sxercise?

2. D you have any ongolng medical conditions? I so, please identity 27, Have you ever used an inhialer or taken asthima medidine?
helow: 3 Astirma [ Ansmia [ Diabetes [ Infections 28, 1s there anyone I your family whe has asthma?
Other; 29, Were you born without or are you missing a kidney, an eye, z testicle
3. Have you ever speat the night in the hospital? (males), your spleen, or any other organ?
30, Do you have groin pain or a painful bulge or hernia In the groin area?

=

31. Have you had infectious monenucleosis {mong) within ihe last month?
32. Do you have any rashes, pressurs sores, or other skin problems?
AFTER exercise? 33, Have you had a herpes or MRSA skin infection?

8. Hava you aver haﬁﬁdis'.’comfurt, pain, tightress, or pressure i your 34, Fave you ever had 2 head injury or Goncussion?
chest during exertise? " - 35, Fave you ever had = it or blow o the head that caused confusion,
7. Doas your hieart ever race or skip beats (rreqular heats) dizing exercise? prolonged headache, or memary problems?
8, f;:ci i?lctti?;te:;; I!ya.Id yau that you have any heart problems? If 50, 36. Do you have a history of seizure disorder?
I’ High blood preslsure 3 A heart murmar 37. Do you have headaches with exarcise?
3 High cholesterol 3 Aeart infection 38. Have you ever had numbness, fingling, or weakness in your arms or
3 Kawasaki disease Other: legs after being Wit or falling?
9. Has a dostor ever ordoved a test for your heart? (For examyle, ECG/EKG, 39. Have you ever baen unable 10 move your arms ur legs after belng hit
echocardiogram} or falling?
10. Do you get lightheaded or fesl more short of breath than expacted 40. Have you ever become ill while exarcising ir the heat?
during exercise? 41, Do you get frequent muscle cramps when exercising?
11, Have you ever had an unexpiained sefzure? 42. De you or someons in yout family have sickle cell tralt or diseage?
12. Do you get more tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
— &“ ? 44, Have you had any aye injuries?
SHEART HEALY H | 45, Boyou wear glasses or cortact lenses?
13. Has any family member or selative died of hear! problems or had an ’ 46. Do you wear protective eyewear, such as goggles or a face shield?

unexpected or unexplained sudden death before age 50 {inciuding

drowning, unexplalned car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14, oes anyons in your famdly have hypertrophic cardiomyopathy, Marlan 48, Are you irying to or fias amyone recommended that you gain or
syndrome, arhythrogenic right ventrcular cardiomyopathy, fong 0T {ose weight?
syndrome, short QT syndrome, Brugada syndreme, or catecholaminergic | 48, Aue you on 3 speclal dist or do you aveld certain types of foods?

polymorphic ventricular tachycardia?

15, Doss anyoene in your famiy have a heart problemn, pacemakey, o
implanted defibrillator?

50. Have you ever had an eating disorder?
. Do you have any concerns that you would like to di

5

—

16. Has anyone In your famBy bad unexplainett fainting, unexplainec
seizures, or near drowning? .

52, Have you ever had a menstrual period?
53, How old were you whan you had your first menstrual period?

~17. Have you ever had an injury to & bone, muscle, figament, or tendon B4, How many periods have you had in the kst 12 months?
that caused you to miss a practice or a game?

18, Have you ever had any broken or fractured bones or dislocated joints?

19, Have you ever had an injury that required x-rays, MR, CT scan,
injections, therapy, a brace, a cast, or crufches?

20, Hava you sver had a stress fracture?

. Have you ever been ok that you have or have you had an x-ray for neck
instability or allantoaxia! instabifify? {Down syndrome or dwarfism)

22. Do you ragularly use a brace, orihotics, or other assistive device?

23. Do you have a bone, muscle, or joint Injury that bothers you?

24. Bo any of your joints become painful, swollen, feef warm, or look red?
25, Do you have any history of juvenils arthritis or connective tissug discase?

Explain “yes” answers here

~

~

1 hereby state that, o the best of my knowledge, my answers o the above questions are compiete and correct,

Signature of aliiote Signature of paren/guardian Dale
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLLEMENTAL HISTORY FORM

Date of Exam

Name . i Date of birth
Sex Me . Grade School _ Sport(s)

1, Tyno of disabifity

2. Date of disatiity

3, Classitication (if available) .
4

5

. Causa of disabi#ty {birth, disease, accident/traima, other}
. List the sposts you are interssted in playing

Do you regularly use a brace, assistive device, or prosthetic?

o you use any special brace or assistive device for sporis?

Do yeu have any rashes, pressure sores, or any other skin problems?

1o you have a hearing joss? 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 bumning or discemfort when urinating?

13, Have you had autonemic dysraflexda?

14. Have you aver bean diagnosed with a heat-related (hyperthermia) or cold-rejated (hypothermia} iliness?
15, Do you have muscie spasticity? '

16. Do you have frequent seizares that cannot be controlled by medication?

wlpn| e

=)

=

Explain “yes” answers here

Please indicata if you have ever had any of the following,

Atfantoaxial instability

X-ray evaluation for atlantoaxial instability
Distocated joints {more than one)

Easy ﬁleeding

Enlarged spieer

Hepatitis

Dsteopenia or osteoporosis

Difficutty controBing bowel

Difficulty controlling bladder
Numbness or tingling in arms or hands
Nurmhness or tingiing in Jags o7 fest
Weakness 11 arms o hands

Weakness in lags o feat

Recent change in coordination

Recent changa in abifity to walk

Snina bifida

Latex adlergy

Explain “yes” answers here

| hereby sate that, to the best of my knowdedge, my answers to the above questions are cemplete ard correct.

Signature of athlete Signaturs of parentfguardlan Date
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B PREPARTICIPATION FPHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN RERHIRDERS

1. Consider additional qguestions on more sensitive issuss
* Do you feel stressed out or under a lot of pressare?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence?
* Have you ever tried cigarettes, chewing tebacco, snuff, or dip?
* Dushng the past 30 days, did you use chewing tobacce, snuft, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anakolic steroids or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat belt, use a helmet, and use condems?
2. Consider reviewing questions on cardiovascular symptoms {questions 5-14).

Helght Weigh! O Male O Female

BP / (1) rules Vislon R 20/ L20/ Comectsd O Y T W
i HENGRMAL :

Appearance

* Martan stigmata {kyphoscoliosis, high-arched pafate, pectus sxcavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, eortic insufficiency)

Eyes/ears/nose/throat

* Pupils squal

* Hearing

tymph nodes

Heart?

= Murmurs {auscuflation standing, supine, +/- Valsalval

= |ocation of point of maximal impuise (PMI}

Pulses
» Simultansous femoral and radial pulses

Lungs
Abdomen
Genitourinary {males only)*

Skin ' '

» HSY, lesions suggestive of MASA, tinea corporis
Neurologic® ] ]

SHELET)

Heck

Back
Shoulderfarm
Fhow/Toraarm
Wrist/hand/fingers
Hipfthigh

Knee

1 eg/ankle
Footftoes

Functignal
» Duck-waik, single leg hop

Conskder ECG, echocardiogram, and referral ta cardiofogy fer abrormal cardiac history or exam.

Consider GU exam if in private setting, Having third parly present is recomimendad,

«Consider cogniiive avalumation or baseline netrapsychiatric lesting # a history of significant concussion,

O Clesred for all sports without restriction

O Cleaved for all sports without restriction with recommandations for further evaluation or ireatment for

O Mot cleared
3 Pending further svaluation
O Fer any sports

0O Fer cerlain sports
Reason
Recommendations

| have examined tse above-namad studert and completed the preparicipation physical evaluation. The athiote does not present apparent clinjcal contraindications ta practice and
partigipale in the speri{s) as outlined above. A copy of the physical exam is on regartt In my ofiise and can be made avaliahle to the school at the request of the parents. [f conditions
atise after the afhiele has been cleared for participation, a physician may reseind the clearance unill fhe problem is resclved and Ihe potential consequences are rompletely explained
ta the atitlsie {2nd parents/guardians).

Narne of physician, advanced practice nurse {APN), physician assistant (PA) {print/type) Date

Address Phone
Signatura of physiclan, APN, PA
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

J Name Sex OM OF Age Date of birth

[ Cleared for all sports without restriction

[1 Cleared for all sports without restriction with recommendations for further avaluation or treatment for

[ Notcleared
[F Pending further evaluation
% For any sports ,

3 Fer certain sporis

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Other infermatien

I have examined the above-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
chnical contraindications to practice and participate in the spori(s) as outlined above. A copy of the physical exam is 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 clearance until the problem is resclved and the potenfial consequences are completely explained to the athlete
{and parents/guardians).

Name of physician, advanced practice nurse {APN), physician assistant (PA) Date

Address : Phone

Signature of physician, APN, PA
Completed Cardiac Assessment Professional Development Module

Cate Signature
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