Pre-participation Physical Evaluation

HISTORY FORM

Date of Exam:
Name Sex Age Date of Birth
Grade Sehool Sport(s)
Address Phone
Personal Physician
In case of emergency, contact:
Relationship Phone (H) Phone (W)
Explaln “Yes” answers below. Yes No
Circle questions you don't know the answer to. 35. Haveyou ever had mumbness, ngling, or weakmess in your
amms o legs after being hit or falling?
Yes No 36. Have you ever been unabls fo move your amms or legs after
1. Hasa doctor ever denied or restricted your participation in being hit ot faliing?
sports for any reason? 37. When exercising in the heat, do you have severe muscle
2. Do you hava an ongoing medical conditior (like diabstes, cramps or beeome il
asthma)? 38. Has a doclot told you that you or someons in your family has
3. Areyoucurrently taking any prescription of nonpreseription sickle cell trait or sickle cell disease?
(over-the-counter) medicine or pills? 39. Have you had any problens with your £yes of vision?
4. gﬁé';;@veaﬂ;rgm to medicines, pollens, foods, or 0. D0 you wear plsses o1 Gontact Temes?
5. Have you ever passed out or neatly passed out DURING 41. Do you wear protective eyewear, such as gogples or a face
exercise? shield? - =
6. Have you ever passed out of nearly passed out AFTER 42. Are you happy with your weight?
exercise? % ohaEd 43. Are you irying to gain or lose weight?
7. Does your heart race or skip beats during e 1 - — v
8. Does your heatl race or sKip beats duming excrolse? 44, &zgymmoamzended}wehme)ow“mghtoreamag
9. :La;;)@‘” ever fold you that you have (check all that 45, Do you himit or carefiilly control what you cat?
[ High blood pressare 46, Do you have any eoncems that you would tike to discuss with
O} A heart munmue adactor? _
O High chelesterol FYEMALES ONLY -
] A heartinfection 47. Have you ever had a mensirual pedod?
10. Has & doclor ever ordered a fest for your heart? (Le., ECG, 48, How old were you whenyou had your first menstraal period?
echacardi e o =
11. Has anyone in your family died for no apparent reason? 49. How many periods have youhad in the kast 12 months?
12. Toss anyone In your fandly ave a et problem? Explaln “Ves™ answers here:
3. Has any fanily member or relative died ofheart problems or
of sudden death before age 507
14, Poes anyone in your fanily have Marfan syndrome?
15. Have you ever speat the night in a hospital?
16, Have you ever had swpery?
17. Have yeu ever had an injury like a sprain, muscle or ligarnent
tear, or tendonitis that cansed you to miss a practice or game?
Hf yes, cirele affected area below:
8. Have youhad any broken or fractured bonas or dislocated
Joints? Ifyes, circls batow: -
19. Have you had a bons or joint infury that required x-rays,
MRI, CT, surgexy, injections, rehabititation, physical therapy,
a brace, a cast, or crutches? 1f yes, circle below;
Head Neck Shoulder Ypper Efbow Foream: Hand/ Chest
Amn Firgae
Upper Lower Hip Thigh Knee Calff Ankle Fooi!
back back ) iy tocs
20. Haveyou ever had & stress fiacture?
21. Have youbeen told that you have or have you had an x-ray I HEREBY STATE THAT, TO THE BEST OF MY KNOWLEDGE,
for atfantoaxial (reck) instability? MY ANSWERS TO THE ABOVE QUESTIONS ARE COMPLETE
22. Do you regularly use a brace or assistive device? AND CORRECT.
23, Has a doctorever told you that yout have asthma or allergies?
24, Do you cough, wheeze, or have difficulty raathing dusing or SIGNATURE OF ATHIEETE!
afler exercise?
25. Is there anyone in your family who has asthma?
26. Haveyou ever used an inhaler o taken asthma medicine?
27. Were you bom without or are you missing a kidney, an eye, a
testicle, or any other organ? .
38, Have you had infections monomucleosts (7om) wilhim 6 SIGNATURE OF PARENT / GUARDIAN:
fast month?
29. Do yout have any rashes, pressure sores, of other skin
problems?
30. Have you had a herpes skin infection?
31, Haveyou ever had a head injury or concussion? DATE:
32. Haveyou been hit in the head and been confased or lost your
memory?
33. Have you ever had a seiznee?
34. Do you have headaches with exercise?




Pre-participation Physical Evaluation PHYSICAL EXAMINATION FORM

Name Date of Birth

Height Weight FPulse BP

Vision: R 20/ L20/ Corrected: Y N Pupils: Equal Unequal

Medical Normal Abnormal Findings Initials

Appearance
Eyes/ears/mosefthroat
Hearing

Lymph nodes

Heart

Murmurs

Pulses

Lungs
Abdomen
Genitourinary (males only)

Neck

Back
Shounlder/arm
Elbow/forcarm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/fankle
Foot/toes

Nofes:

Name of physician (print/type) Date

Address Phone

Signature of Physician , MD or DO




Pre-participation Physical Evaluation

CLEARANGE FORM

Eame Sex Age Date qufﬂhA ) l ’
0 Cleared without restriction,
i1 Cleared with recommendations for further evaluation or treatment for:

O Notclearedfor O Allsports [ Certain sports: Reason: ‘
Recommendations:
EMERGENCY INFORMATION
. Allergies
Other information

IMMUNIZATIONS {e.g., tetans/diphtheria; measles, mumps, rubella;

meningococcal; varicella)

hepatitis A, B; influenza; poliomyelitis; pnenmococcal;

03 Upto date (see attached docurnentation) [ Not up o date Specify

Name of physician (print/type) Date _

Address Phone

Signature of physician __ LMD oaDO




