# PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This forny is to be fitled out by the pafient and parent prior tv seeing the physician. The physician should keep a copy of this form in the chart)

Date of Exam
Namg Date of birth
Sex Age Grade Schoot Sport{s)

Medicines and Allergies: Please list all of the prescription and aver-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

De you have any allergias? O Yes LI No [fyes, please Identify specific allergy below.
[} Madicines O Pollens O Food [ Stingig Insects

Expiain “Yes” answers betow. Circle questions you don’t know the answers to,

GENERAL QUESTIO THEDIGAL NVESTION
1. Has a doctor ever dened or restiicted your participation in sports for 26. Do you cough, wheeze, or have difficuity bresthing during or
any reason? after exarcise?
2. Do you have any ongoing medicat conditions? If s, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: [ Astma  E] Anemia (O Diabetes [ Infections 28, Is there anyone In your family who has asthma?
Other: 29, Ware you hom without ot are you missing a kidney, an eye, & testicle
3. Have you ever spant the night In the hospltal? [males), your spleen, or any cther crgan?
4 _!-!ave you aver had surgery? _ 30, Do you have groln pai or a painful bulge or hernia in the groin area?
HEART HEALTH-OUESTIONS ABOUT ¥0U - ; “-5Na 2| | 31. Have you had infectisus mononucleosis (mono) within the last month?
5. Have you avr passed aut or nearly passed out DURING ar 32. Do you have any rashes, pressure sores, or other skin problems?
- ﬁ”ﬁﬂ “"‘*“"S"f —— - 33, Have you had a herpes or MIRSA skin Infection?
. Have you ever hat discomfort, pain, tiohtness, or pressure in your P I
chost during exarciss? 2: :ave you ever :a;l a :le;ad |il)1l|ijrytor;:][)r;:;u:sjltuhrl.t g
- - - - , Have yeu ever had a hit or blow to the head that caused confusfon,
7. Doaes your heart ever race or skip heats (imegular beais) during exercise? pralanged headache, or memory problams?
8. E??:c?c [;tlilcilﬁ;te:s; !t;?ld you that you have any heart problems? If so, 36. Do you have & history of seizure discrder?
| High blcod pressure O Aheart murmer 37, Do yau have headaches with exereise?
O High cholestarol [3 Aheart infection 38, Have you ever had numbness, fingling, ar weakness In your arms or
{1 Kawasaki disease Other; ags after being it or falling?
8. Has a doctor ever ordered a test for your heart? (For example, FOR/EKS, 59. Have you sver heen unable 1 move YOUr &S of legs after beirg hit
achocardiogram} or falfing?

0, Do you get lightheadst or fee! more short of breath than expected 40. Have you ever become ill while exarcising in the heat?
during exercise? 41, Do you get frequent muscle cramps when exercising?

11. Have you ever had an unexplained seizure? 42, Do you or someane In your family have sickle cell trait or disease?

12, Do you get more tired or short of breath more guickdy than your friends 43, Hawe you had any problems with your eyes of vision?
during exercise? —

HEART TiEALTR QUESTIGNS ABOUT ETTT: 44, Have you had any aye injuries?

HEART HEALTH QUESTIONS ABOUT-YGUR FAMIL TR 146, Do you wear glasses of contact lensas?

13, Has any family member or relative died of heart problems or had an 4 Do otect n ; Tate shiold?
unexpected or inexplained sudden death before age 50 fncluding . 110 YOU Wedr pratactive ByBivear, SLICT as gagaIes or a face snield
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14, Doas anyone in your family have hypertraphic cardiomyapathy, Marfan 48, Are VOU_irying to or has anyane recommended that you gain or
symdrome, arrhythmagenic right ventricular cardiomyopathy, fong QF lose weight?
syndrome, short T syndroms, Brugada syndrome, or catecholaminergic 49. Are you on & special diet or do you avoid certain types of foads?
polymarphic ventricutar tachycardia? :

15. Does anyone in your family have a heart problem, pacemaker, or 20, Haye yon verhad a aling disordr?

' impiﬂnte); deﬂbr&i’llator‘? ¥ p P ! 51, Da you have any congerns that you would ke to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplainad
selzures, or near drowning? 52. Havs you aver had a menstrual period?

“BONE.AND JOINT.QUESTIONS ¥a8-7|Nn::| | 53. How old wera you when you had your first menstruat period?

17. Have you ever had an injury o 2 bone, muscle, ligament, or tendon 54. How many periods have you had in the last 12 months?

that caused you to miss a practice or & 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, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had 2 stress fracture?

21, Have you evar baan ‘old that you have oy have you had an x-ray for neck
instabfity or aflantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthatics, or other assistive device?

23, Do you have a bone, muscls, or joint injury that bothers you?

24. Do any of your joints bacome painful, swollen, feel warm, or look red?
25, Do you have any history of juvenile arthritls or connective tssue disease?

Explain “yes" answers here

—_

i

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Slnnaturg of athiete Signature of parer i Date
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B OPREPARTICIPATION PHYSICAL BEVALLUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Mame Date of birth
Sex Age Grade Schoot Sport(s)

Type of disabillty

Date of disability
Clagsification {if avaliable)
Cause of disabllity (birth, disease, accident/trauma, other)
List the sports you are interested in playing

1.
2.
3
Iy
5,

Do yau regularly use a brace, assistive device, or prosthetic?
De you use any special brace or assistive device for sporis?
Do you have ary rashes, pressure sores, or any cther skin problems?

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 far bowsl or bladder function?

12. Do you have burning or discomfort when urinating?

13, Have you had avtonemic dysrefiexia?

14. Have you ever been diagnosedl with a heat-related (hypertherrnia) or cold-related {ypothermia} liness?
15. Do you have muscle spasticiy?

18, Do you have frequent selzures that caanat be controlled by medication?

@i~

i

Explain “yes” answers hers

Please indicate if you have ever had any of the following

Atlantosxtal instability
X-ray evaluation for atlantoaxiel instabllity
Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Diffleulty controlling bowel

Difficulty controliing biadder

Numbress or togling in arms or hands
Numbness or tingling in legs or feet
Weakness in arms or hands

Waakness in legs or feet

Recent change in coordination

Recent change In abillty to walk

Spina bifida

Latex allergy

Explain “yes” answars here

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athleta g of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medieine, American Medica! Soeiety for Sports Medlcine, American Orthopaedic
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B OPREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of hirth

PHYRICIAN REMINDERS
1. Consider addiflonal questions on more sensitive issues
* Do you feel stressed put or under a Lot of pressure?
* Do you ever fee! sad, hopeless, depressed, ar anxious?
* Do you feel safe at your home or residence?
* Have you ever tried cigareties, chewing Tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohal or use any other drugs?
* Have you ever taken anaboliv sterolds or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or [prove your performance?
* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing fuestions on cardiovascular symptoms (guestions 5-14).

EXAMIRATION
Height

BP
‘MEDICAL:
Appearance

» Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aoric insufficiency)

Eyes/ears/osefthroat

s Pupils equal

» Hearing

Lymph nodes

Heart*
o Iurmurs {(auscultation standing, supine, +/- Valsalva)
|« Locatlon of paint of maximal impulse (PM)

Pulges
+ Simultansous fermoral and radia! pulses

Lungs

Abdomen

Genitourinary (males oniy)®

Shin

* HSV, lesions stggestive of MRSA, tinea corporis
Neurologic ®
MUSCULOSKELETAL
Neck

Back

Shoulder/arm
Eibow/forearm
Wrist/hand/ingers
Hip/thigh

Knee

Legfankle

Foot/ftoes

Functional

» Duclk-walk, single leg hop

Conaider ECG, achocardiogram, and referral i cardiology for abnormal cardiac history or exany.
WConsider GU exam if In privale setting. Having third party present Is recommende,
tCanslder cognilive evaluation or baseline neuropsychialric testing if 2 history of signifleant concussion.

O Male [ Female
Vision R 20/ L 20/ Comected O Y O N
| NORMAL ABNORMAL FINDINGS

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

O Not cleared
O Pending further evaluation
O For any sports
OO For certain sports
Reason

Recommendations

| frave examined the above-named student and compleled the preparticipation physical svaluation. The athlete does rot present apparent clinical contralndlcations to practice and
participate in the sport(s} as owllined ahove, A copy of the physical exam is on record in my office and can be made avaifahle fo the school at the request of the parents. if conditions
arise after the athlele has been cleared for participation, a physician may rescind the cfearance untll the problem is resolved and the potenilal consequences are compledely explained
{a the athlete (and parents/guardians).

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

Address Phone

Signature of physician, APN, PA

®2010 American Academy of Family Physicians, American Academy of Petiatrics, American College of Sports Medieine, American Medical Socjety for Sporis Medicing, American Ortho pagdic
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age . Date of birth

O Clearad for afl sports withaut restriction

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

O Not cleared
O Pending further evaiuation
O For any sports

O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

QOther information

| have examined the above-named student and completed the preparticipation physical evaluation. The athiele does not present apparent
clinicat contraindications to practice and participate in the sport(s} as outlined above. 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 bas heen cleared for participation,
the physician may rescind the clearance until the prablem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurge (APN), physician assistant (PA) Date
Address Phong

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature
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