B PREPARTICIPATION Pt
HISTORY FORM

{Note: This form is To be filled ouf by the patient and parert prior to seeing the physician, The physician should keep this form in the chart)
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Date of Exam

Name Date of birih

Sex Age Grade Schaol Sport(s)

Medicines and Mlergies: Please list all of the prescription and ovar-the-counter medicines and supplements (herbal and nutritional) that you are curzently taking

Do you have any allergies? O Yes O No It yss, please identify specific allergy below.
O Medicines [ Pollens O Food O Stinging Insects

Explain "Yas" answers below. Gircle questions ynu don’t know the answers to.

- GEN EHAL QUESTION: | Ng.| [MEQIGAL QUESTIONS
1. Has a dootor ever denied or reslrlcted your participation in spnns for 26. Do you cough, wheeze, of s difcolly breathmg duting or
any reason? after exarcise?
2. Do yon have any ongoing medical conditions? If 50, please identify 27. Have you ever used an inhialer oc taken asthma medicing?
below: [1 Asthma O Anemia [ Diabetes I Infections 28. Is there anyone in your family who has asthma?
Other: 289. Were you born without or are you missifg a kideey, an eye, a testicle
3. Have yon ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have yon ever had surgery? 30. Do you have grotn pain or a paintul bolge or hemia in the groin area?
‘HERRT HEALTH QUESTIONS ABOUT. YOU. st i L¥es s Mes| | 31, Have you had infectious mononucleusis {manio) within e last montn?
5. Have you ever passed out oF neariy passed Dlﬁ DUHING or 32. Do you have any rashes, pressure sores, of other skin problems?
AFTER exercise? 33. Have you had a harpes or MASA skin infection? .
6. Have ¥ou ever had‘discnmmri, nain, tightness, or pressure in your 34. Have you aver had & head injury of concussion?
chest during exarcise? -
7D ! o b - " o 35. Have you ever had a hit or blow to the head that saused confusion,
. Does your haart ever rate or skip beats {irregular beats during exercise? prolonged headache, or memary prablems?
8. ;:c:‘j( r:lfﬁc;s;le;;; It;lr:l you that you have any heart problems? If se, 36. Do you have a histary of seizure tisorder?
O High bood pres‘sure O 4 heart mumur 37. Do you have headaches with exercise?
O High cholesterol O Ahsart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legs after being hit or falling?
9. Has a doctor ever ordered a test tor your heari? (Fer example, ECG/EKG, 39. Have you ever been unzble bo imove your amms o lags after being hit
echocardiogram) or falling?
10. Do you get lightheaded or feel mare short of breath than expectad 40, Have you ever bacome ilf while exercising in the heat?
during exercise? 41. Do yon get frequent muscte cramps when exercising?
1. Have you ever had an unexplained saizure? 42, D0 you or someane in yur family have sickle cel trait or disease?
12. Do you gat more tired or short of breath more quiekly than your friends 43, Have you had any problems with your eyes arvision?
during exercise? — -
TEARE TER H £ e M 44. Have you had any aye injuries?
HIH QUESTIONS ABUUTY REA 45. Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart prablems or had an

- - Py
unexpected or unexplained sudden death before age 50 (including 46. D you wear profesiive eyewear, such as goggles or a face shield’

drowming, unexplained car accident, er sudden intant death syndromey? 47. Do you worry sbout your weight?
14, Does anyane in vour family have hypertrophic cardiomyapathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
synecome, arrythmegenie right ventricutar cardiomyopathy, Inng QT lnse weight?
, Short AT Brugada syndrome, or catdh 49, Are you on a special diet or do you avold certain types of foods?

polvmorphlc ventricular tachycardia?
15. Daes anyone in your family have a heart problem, pacemaker, ot

50, Have you ever had ar eating disorder?

implanted defibrillator? 51. Do you have any conceras that you would like Lo discuss wnh a doctor?
16. Has anyone in your {amily had unexplained fainting, unexplained 5 =
seizres, or near drowning? 82, Have ynu ever had a menstrual period?
BONEANG J0INT ﬂﬂESTIQNS T 7 |vese [ Nai| | 53, How oid ware you whan you had yeur first period?
17. Have you ever had an injury to a hone, muscle. gament, or terdon 54. How many periods have you had in the last 12 months?

that caused you to miss a pragtice or a game?
18. Hava you ever had any broken or fractured hones or dislecatad joints?

19, Have you ever had an injury that required x-rays, MR, CT scan,
Injections, therapy, a brase, 2 cast, or erutches?

Have you aver had a stress fracture?

. Have you ever been told that you have or have you had an x-ray lor reck
instability or atlantogxial instabdlity? (Down syndrome or dwarfism)

Do you reguizsly use a brace, orthotics, o7 other assistive device?

. Do you have a bonte, musce, of joint injury that bothers you?

. Do any of yaur joinis become painful, swallen, fael warm, of fock red?

Da you have any history of juvenile arthnitis oF connective fissue disease?

Explain “yes" answers here
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I herghy state that, to the hest ef my knowledge, my answars fe the above questions are compiste and correct.

Sigralure of athlele & ignature of I Date
M)
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B PREPARTICIPATION PRYSiCAL
THE ATHLETE WITH SPECIAL N
SUPPLEMENTAL HISTORY FORM
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EDS:

Date of Exam
Name Date of birth
Sex Age Grade Schoot Sport(s)

Type of disability

Date of disability

Classification (if available}

Cause of disability (birth, disease, accident/trauma, other)

LR Rl Sl Rl Sl

List the sports yau are inferested in playing

D0 yeu regularly use a brace, assistive device, or prosthetic?

Do you use any special orace or assistive device fer sports?

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

wleeN|e L

Do yeu have a hearing loss? Do you se a hearing aid?

=

18. Do you have a visual impairment?

11. D6 yeu use any special devices for bowel or tladder function?

12. Do you have hurning or discomfort when urinating?

13. Have you had i dysreflexia?

14. Have you ever been diagnogeql withy 2 heal-refated (hypertherniia) or cold-related {hypothermia) liness?

15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controfied by ication?

Explain “yes” answars here

Please indivate if you have ever had any of fhe following.

Affantoavial instabifity

X-ray evaluation for atlantoaxial instability

Dislocated joints {more than ane)

Easy blesding

Entarged spiesn

Hepatitis

Ostenpenia or osteoporesis

Ditficulty controlling bowel

Ditficulty controlling bladder

Numbngss or tingling in arms or hands

Numbness or tingling in legs o7 feet

Weakness in arms or hands

Weaknass in legs or feet

Recent change in coordination

Regcent change in ability 1o watk

$pina bifida

Latex allergy

Explain "yes” answers here

| herehy state that, to the hest of my knowledge, my answers fo the ahoue questions are complete and eprvect.

; Slgnature of athlete “\’M:Signalure of
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8 PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nama Date of birth

PHYSICIAN RnEMBRDERS
1. Censider additional guestions an more sensifive issues
= Da you feel stressed out or under a lot of pressure?
= Do yous ever feal sad, hopeless, depressad, or anxious?
= Do you feel safe at your home or residence?
= Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
= During the pas{ 30 days, did you use chewing fobacco, snuff, or dip?
= Do you drink alcohol or use any ofhar drugs?
= Havs yors ever faken anabolic stereids or used any other perfermance supplement?
= Have you ever taken any supplements to halp you gain or lose weight er impreve your performance?
+ Do you wear a seaf belt, use a heimet, and use condoms?
2. Consider review on card: symptoms ions 5-14).

5

BTN it e B
Haight Weight O Male {0 Female
8P ) Pulse szmnRZl}f L 20/ Corrected E1Y OO N
EMERICAL i S Sl NORMAL ST ‘ABNORMALFINDINGS =

Appearanca

e Marfan stigmata (kyphoscollosw high-arched palate, pectus excavatum, arachpodaciyly,
arm span > height, hyperaxity, myopia, MVE aortic i i

Eyes/ears/nosefthroat

= Pupils equat

* Hearing

Lymph nodes

Heart*

e Mumurs {auscuktation standing, supine, +/ Valsalvay

= Lacation of point of maximal impulse (P

Puises

= Simultaneous femoral and radial pulses

tungs

Abdomen

y (males only)®

Skin

» H3V, lesions suggestive of MRSA, tinea corporis
Neurologic ®
MBSCHLOSHELETAL i i
Neck

Back

Shoulder/arm
Elhowiforearm

Wristhand/ingers

Hip/thigh

Knee
Leg/ankle

Footfoes

Fungtional
= Duck-walk, singte leg hop

*Consider ECG, and referrat to cardiology for abnormal cardiac history or exam.
“Consider GU exam if in privale seliing. Having third parly present is recommendsd,

“Gonsider cognilive evaluation or baseling neuropsychiatric lesting if a history of significant concussion.
{1 Cleared for ali sports without restriction

01 Cleared for ali sports without restriction with dafions for further on or for

1 Not cleared
1 Pending further evaluation
£1 For any sports
{1 For cestain sports

Reason

I have ined the ah med student and il the preparticipati physmal ion. The athlete does not present ap, clinical ingications to practice and
participate in the sport{s) as oetlined ahove. A copy of the physical exam is on record in my office and can he made available o the school at Ihe requesl of the parents. # condi-
tions arise after fhe aliete hias heen cleared tor pasticipation, the physician may rescind tha clearance untif the problem is resoived and the potenti are
axplained to the aihlete (and parents/guardians).

Name of physician {rint/type} g Date

Address Phone
of physici . MD or DO

@2010Amaman Acadeiny of Family Physicians, American Academy of Fediatrics, Amerigan Coflege of Sporis Medicing, American Medn:al Sanety for Sporis Medictne, Amerma,n Orthopaedic
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& PrEpARTICIFATION PRYSICAL BEVALIIATION

CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction

0O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
[ Far any sports

[ for certain sports

Reason

Recommendations

I have examined the above-named student and completad the preparticipation physical svaluation. The athlete doss not present apparent
clinical centraindications fo practice and participate in the sport(s) as outlined above. & copy of the physical exam is on record in my office
and can be made availabile to the scheol at the request of the parents. If conditions arise after the athiete has been cleared for participation,
the physician may rescind the clearance uniil the problem Is resolved and the potential consaquences are compiataly explatned to the athiete
{and parents/guardians).

Name of physician (print/type) Date

Address Phone

Sigrature of physician MDor DO

EMERGENCY INFORMATION
Allsrgies

Othet information
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