B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Mole: This form is to be filled out by ihe patient and parent prior to sesing the physician. The pliysician showid keep this form in the chait }

[ale of Exam
Name Date of birth
Sex Age Grade Schiool Spori(s)

tedicines and Altergies: Please Jist alt of the prescription and over-the-counter medicines and supplements (heibal and nubritional) that your are ciently taking

Do you have any allergles? 00 Yes O No I yes, please identify specific a![ergy below.
8 Medicines & Pollens O Stinging Insects

Explain “Yes® answers below, Clrcle queslwns you don't kinow the answers to,

18. Have you ever had any broken of fractured bones of distocaled joinis?

‘GEHERAL QUESTIONS | Ng | | MEDICAL QUESTIONS. - Mo
1. Has a docior ever denied of restricted your participation En sports for 26. D0 you cough, wheate, of have difculty trealhing during of
any reasen? after exerciss?
2. Doyou have any oagoing medical conditions? !f 50, please identify 27. Have you ever used an inhater or taken asthma medicine?
below: O Asthma OO Anemia I Diabeles [T Infections 28. Is here anyona In your family who has asthma?
Otfier: 20. Were you bom without or ars you missing o kidney, an eye, a testicle
3. Havat you ever spent the night in the hospital? [males), your spleen, of any oller drgan?
4, Have YOU ever hat surgery? 30. Do you have grodn pain or 4 painful buige or hemia in Lhe groln area?
HEART HEALTH QUESTIONS ABOUT YoU: oo e g5 1 Ha'| | 31. Have you had infectious mononuieosis (mono) within the last month?
5. Have you ever passed out of nearly pamd out DURJNG o 32. Do you have any rashes, pressure sores, of other skin problems?
AFYER exerise? 33, Have you bad o herpes or MASA skin Infection?
6. Have you ever had discomfost, paln, ightness, or pressire in your
7. Does your heart ever raca of Sp beals (ireguiar beals) during exercise? ' pm!og;ued headache, of mamory problams? ’
O e ot 10 y0u o o any et prbimst f o 36. Doyou have @ hstory of sele disorder?
O) teghbioodpresswre £ A heart murmar 37. Doyouhave hieadaches with exercise?
1 High cholasterol 3 Aheart infeclion 38. Have you ever had numbness, ngling, or weakness n your ams of
[1 Kavasald disease Other: iegs after batng hit of falling?
9. Has a doclor ever ordered a test for your heart? (For example, ECG/EXG, 39. Have you ever been unable fo move your ams of legs alter being hit
echocardlogram) of falling?
10. Do you get lighthaated of feel more Short of breath than expected 40. Have you ever become il wiile exercising In the heat?
during exerclsg? 41. Do you gat frequent muscla cramps when exercising?
11. Have you aver had an unexplalned selzuje? 42, Do you of someons in your family have sickls cell tralt or disease?
12. Do you gel more tred or short of breath more quickly than your fifends 43. Have you had any problems Wil your eyes of vision?
during exsreisa? e |44, Hava you hiad any eye Injurdes?
[;{:A::‘F HEM'.'I'H ?yUESIISeNS ABI:EI :ﬂ:ﬁﬂ;i::rl{\'_ _mle h d ROET 145, Do you wear glasses of contact lanses?
a5 any lamily member of relative problems of fiad an -
unexpected o unexpialned sudden death before age 50 (neuding 46. Do you wear proteclive eyewear, such 85 goggles of a face shield?
drovening, urexplained car eccident, or sudden infant death symdrome)? 47. Do you worry 2bout your weight?
14. Does anyong In your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying 16 of has anyens recommended that you gain of
syndreme, arrhyliiogents tight venbricutar cardiomyopathy, long OT lose weight?
syndrome, shorl 07 syndroms, Brugada syntirome, of calecholaminerglc 48. Are you on A special diet of do you aveld certaln types of focds?
pofymoiphlc velrlovar tactcartia? 50. Hav:ou Bv:r)?:d an gatin tf:n‘judeﬁ -
15. Does anyone n your family have 8 heart problem, pacemsaker, o you J
imblanted dafibrittator? 51. Bo you have any concems that yeu would ke lo discuss with a doc!or?
16. Has anyone In your famy had trexplalred fainting, unexplained FEMALES DHLY . L S
SEITUES, Of near drowring? 52. Have you ever had & menstrual period?
BOHE AND JOINEQUESTIONS Hoatihives™ ot | 59, How old were you when you fiad your fust menstiual period?
7. Hava you ever had an Injury to a bme musia, ligament, of tendon 54. How many pariods have you had In the last 12 months?
hat caused you to iss a piactics of a gme? Explain “yes* answels hera

19. Have you ever had aninjury thal required x-rays, MU, GT scan,

injections, therapy, a brace, & cast, of orulches?

20. Have you sver had a stress fracture?

21. Have you ever been told that you have of have you had an x-ray for peck

Instabliity or atlantoaxial instabliity? (Down syndroma of dvarfism)
22, Do you requfarly use a brace, ortholics, or olher asslsiive device?

23. Do yow have & bona, mascle, o jeint [gjuty that bolhers you?
24, Do any of your joints become palntu), swollen, feel warm, of look red?

25. Doyou have any history of juventle arthiitis o connective tissue cisoase?
| hereby state that, to the best of my knowladge, my answers to the above questions are complale and cerrect,
Sigraturn of atldela Slarature of prontiguardan Data

sm!y for Sports Medicine, and Atmerican Dsteopaliic Academy of Sports Medicin. Pernlsston ks granted 1o reprint for honcommerdial, educations! puipases with acknowledgment.

0 Amerlean Acadvy of Famlly Piysicians, Ametican Academy of Podiatrcs, American Colloge of Sports Meskicine, American Medioal Sostely for Sporls Mediine, American Orthopacdie.

Y ABTIG




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPFLEMENTAL HISTORY FORM

Date of Exam
Nane Date of birth
Sax Age Grade School Spori(s}

Typo of disabifity
Dala of disability
Crassificalion {if avatiable)
Cause of disabifity (birth, disease, accident/rauma, other)
List the sposts you azo Interested In playing

TR b

Do you regutarly use a iace, assistive device, of prosthetic?

D0 you use any spectal brace or assistiva davice for sports?

Do you have any rashes, pressure sores, or any other skin problems?
9. Do you have a hearing 10557 Do you use & hearing ald?

10. Do you have a visual mpairment?

11. Do you use any speclal devices for bowel of bladder function?

12. Do you have burning o dscomfort vwhen binating?

13. Hava you had autonemic dysiefiexia? '

4. Hava you ever been diagnosed with a heat-telated {hyperthermia) of cold-related (hypothermia) Blness?

15. Do you have muscle spasticity?

16. Do your have frequrent setzures that cannot be conlrolled by medication?
Explaln “yas® answers here

-

1
&~

Please Indicate if you have ever had any of the followlng.

Atlantoadal istabfity

X-ray evaluation for atiantoaxal Instabfly
Bislecated joints (more than one)
Easy bleeding
Enlargett spieen
Hepatitis
aieopenla of osteoporesis

Dificulty conlrotiing bowel

Difficully controfing bladder
Numbness of tiagting In ams or hands
Numbness or tngling in fegs of [eel
\Weakness In arms of hands

Weakness In fegs of leel

Recent change In coordination

Recent change In ability to walk

Spina bifida

Latex allergy

Explaln “yos" answers here

1 herehy stats that, to the best of my knowledge, my answers to the above questions are complots and correct,

Sgrabioof athlete Sigrabire of parligiadan Data

€©2010 Amerkcan Academy of Family Physiclans, Ametican Academy of Pecialrics, American College of Sports Medicing, American Medical Society for Sports Medioins, Amerkoan Orihopaedie
Sodefy for S[JO(fS Mediclne, and AMerican owwpalmcdcedcmy OfSpO!!S Medicino. Permission is grsnled o repn'nf Tor nopcommerelal, erklcaf:bnefpmpm suth acknowicdginent,




PREPARTICIFATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of hirth

PUYSICIAN HEMINGEAS
1. Conslder additionat questions on more sensitive kssuss
+ Do you feed stressed out or under 2 lot of pressure?
+ Do you ever fael sad, hopeless, depressed, of anxious?
* Do you feel safe at your homa of reskdence?
¢ Have you ever tried cigarettes, chewdng fohacco, snuff, of tip?
* During the past 30 days, did you usa chewing tobacco, snuff, of dip?
* DoYyou drink aleohol of use any other drigs?
* Have you ever taken anabofle sterolds or used any other performance supplement?
 Have you evef taken any supplements {o help you gain or losa welght or (mprove your performance?
* Do you wear a seat belt, usa a hatmet, and use condoms?

O Mals O3 Female
Vision &t 20/
SEeo UHORMAL

Cotecled OOV O M
ABNORMAL FINDINGS. - =

Eyeslears/nose/throat
* Pupils equal
* Hearing

Lymph nodes . "’“
Heart?

+ Murmurs (auscuttation standing, supine, +/- Vasaiva)
* Locabon of point of maximal impuise (PMI)

Pulses
+ Simulianeous femoral and radfal puises

Lungs
Abdamen
Gentlourinary (males only)*

Skin
* HSY, feslons suggestive of MASA, Hnea corporis

Heurotoglc*
HUSCULOSKELETAL 2
Nack

Back

Shoutderfarm

EbowHorearm
Wristmand/fingers

Hip/thigh

Knes

Leg/anido

Fooltoes

Functional

* Duck-walk, singie leg hop o

Conshles £06, echocardogeam, and efamal Yo carditogy fof abnonmal cardias hstiny of exam,
*Cocshdos GLEexam ¢ In private seltgd. Badag thind parly presont bs recommended.
“Consider Cogriivg evduation of basting nowopsychialic testng If a story of shgrefiant phnoussion

[} Gleated for &Y sports witheut restriction
01 Cieared for all sports without resiriction with recommendations for further evaluation or teeatment for

01 Kol cleared
0 Pending titriher evaluation

[T For any spesls
O For cerfain spoits
Reason
Recommendations

Fhave examined the above-named student and completed the prepanticipation physical evatuation. The athlele does not present apparent elinteal contialndloations to practice and
participate In the spori(s) as cullined above, A copy of the physical exai IS on recoid Inmy office and ean b made avallable to tha school al the request of the parents, If cond}-
Hons arise atter the athlete has been tloared for parlisipation, the physlelan may rescind the clearance unlit the problem Is resotved and tha polential consequences are complelety
explatned Lo the athlele (and parents/guardians).

Hama of physictan {print/type) Nata
Address Phone
Slgnaluee of physiclan M0 o DO

©2010 Amerkean Acadermy of Family Pysicians, American Acadeimy of Pediatyics, American Coliega of Sports Madicing, American Medical Society for Sports Medicine, American Ofthopaedic
Soclely for Sports Medicine, and American Gsleopathlo Academy of Spors Medicin. Permission s granted to reprint for noncommerclal, educational purposes with scknowledgment.
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FREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM DF Age {ate of birth
B Cleared for ail sports without restriction
O Cleared for all sporis witheut restriction with recommendations for further ¢valeation or treatment for

0 Not cleared
3 Pending further evaluation
D For any sporis
B For certain sporls

Reason

Recommendations

I'have examined the ahove-named student and completed the prepariicipation physleal evaluation, The athlete doss not present apparent
clinleat contraindications to practice and participate in the spori(s) as outlined ahove. A copy of the physical exam is on record in my office
and can be made avallable to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physiclan may rescind the clearance until the problem s resolved and the pofentfal eonsequences are completely explained to the athiete
{and parents/guardians),

Name of physician (print/type) Date
Address Phone
Signature of physiclan ,MDor D0

EMERGENCY INFORMATION
Alergies

Other Infermation




