m EVALUACION FiSICA PREVIA A LA PARTICIPACION Q ARKANSAS
FORMULARIO DE HISTORIAL CLINICO- NGmero de pagina- 1 ACTIVITIES

ASSOCIATION

Nota: Complete y firme este formulario (con la supervision de sus padres si es menor de 18 afios) antes de acudir a su cita.

Nombre: Fecha de nacimiento:

Fecha del examen médico: Deporte(s):

Sexo que se le asigno al nacer:

¢Ha tenido COVID-19?: [1Si [ No
¢Ha recibido la vacuna contra el COVID-19?: [ Si [ No
Si la respuesta es si, usted recibié: [J Una dosis [J Dos dosis

Mencione los padecimientos médicos pasados y actuales que haya tenido:

¢Alguna vez se le practicé una cirugia? Si la respuesta es si, haga una lista de todas sus cirugias previas:

Enumere todos los medicamentos recetados, medicamentos de venta libre y suplementos (herbolarios y nutricionales) que consume:

¢Sufre de algln tipo de alergia? Haga una lista de todas sus alergias (medicamentos, alimentos, picaduras de insectos):

PREGUNTAS GENERALES
(Dé una explicacion para las preguntas en las que

PREGUNTAS SOBRE SU SALUD

CARDIOVASCULAR (CONTINUACION )

contesto “Si”, en la parte final de este formulario. . L . L,
. ) . 5. éAlguna vez sintié molestias, dolor, compresién
Encierre en un circulo las preguntas si no sabe la

o presién en el pecho mientras hacia ejercicio?
respuesta).

6. ¢Alguna vez sintid que su corazdn se aceleraba,
palpitaba en su pecho o latia intermitente-
mente (con latidos irregulares) mientras hacia

2. ¢Alguna vez un proveedor de servicios médicos ejercicio?

1. éTiene alguna preocupacién que le gustaria
discutir con su proveedor de servicios médicos?

le prohibid o restringié practicar deportes por 1 - .

p, ) glop P P 7. éAlguna vez un médico le dijo que tiene prob-
algiin motivo? ,
lemas cardiacos?

3. ¢Padece algln problema médico o enfermedad

) 8. ¢Alguna vez un médico le pidié que se hiciera
reciente?

un examen del corazén? Por ejemplo, electro-
PREGUNTAS SOBRE SU SALUD cardiografia (ECG) o ecocardiografia.

CARDIOVASCULAR

9. Cuando hace ejercicio, ¢se siente mareado o

4. éAlguna vez se desmayo o estuvo a punto de siente que le falta el aire mas que a sus amigos?

desmayarse mientras hacia, o después de hacer,
L ; i ?
ejercicio? 10. ¢Alguna vez tuvo convulsiones?
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PREGUNTAS SOBRE LA SALUD

CARDIOVASCULAR DE SU FAMILIA

PREGUNTAS SOBRE CONDICIONES MEDICAS
(CONTINUACION)

Q ARKANSAS

ACTIVITIES
ASSOCIATION

11. ¢Alguno de los miembros de su familia o pari-
ente murid debido a problemas cardiacos o tuvo
una muerte subita e inesperada o inexplicable
antes de los 35 afios de edad (incluyendo
muerte por ahogamiento o un accidente auto-
movilistico inexplicables)?

12. ¢Alguno de los miembros de su familia padece
un problema cardiaco genético como la mio-
cardiopatia hipertrofica (HCM), el sindrome de
Marfan, la miocardiopatia arritmogénica del
ventriculo derecho (ARVC), el sindrome del QT
largo (LQTS), el sindrome del QT corto (SQTS),
el sindrome de Brugada o la taquicardia ven-
tricular polimérfica catecolaminérgica (CPVT)?

20. ¢Alguna vez sufrié un traumatismo craneoence-
falico o una lesidn en la cabeza que le causé
confusidn, un dolor de cabeza prolongado o
problemas de memoria?

21. ¢Alguna vez sintié adormecimiento, hormigueo,
debilidad en los brazos o piernas, o fue incapaz
de mover los brazos o las piernas después de
sufrir un golpe o una caida?

22. ¢Alguna vez se enfermo al realizar ejercicio
cuando hacia calor?

23. ¢Usted o algiin miembro de su familia tiene el
rasgo drepanocitico o padece una enfermedad
drepanocitica?

13. ¢Alguno de los miembros de su familia utilizod
un marcapasos o se le implanté un desfibrilador
antes de los 35 afios?

PREGUNTAS SOBRE LOS HUESOS Y LAS

ARTICULACIONES

14. ¢Alguna vez sufrié una fractura por estrés o una
lesién en un hueso, musculo, ligamento, articu-
lacién o tenddn que le hizo faltar a una practica
o juego?

24. ¢ Alguna vez tuvo o tiene algin problema con
Sus 0jos 0 su vision?

25. (Le preocupa su peso?

26. ¢Esta tratando de bajar o subir de peso, o
alguien le recomendd que baje o suba de peso?

27. ¢éSigue alguna dieta especial o evita ciertos tipos
o grupos de alimentos?

15. ¢Sufre alguna lesidén dsea, muscular, de los
ligamentos o de las articulaciones que le causa
molestia?

PREGUNTAS SOBRE CONDICIONES MEDICAS

16. éTose, sibila o experimenta alguna dificultad
para respirar durante o después de hacer
ejercicio?

Si

No

28. ¢Alguna vez sufrié un desorden alimenticio?

UNICAMENTE MUJERES

29. ¢Ha tenido al menos un periodo menstrual?

30. ¢A los cudntos afios tuvo su primer periodo
menstrual?

31. éCuando fue su periodo menstrual mas reciente?

17. ¢Le falta un rifién, un ojo, un testiculo (en el
caso de los hombres), el bazo o cualquier otro
érgano?

32. ¢Cuantos periodos menstruales ha tenido en los
Ultimos 12 meses?

18. ¢Sufre dolor en la ingle o en los testiculos, o
tiene alguna protuberancia o hernia dolorosa en
la zona inguinal?

Proporcione una explicacion aqui para las preguntas en

las que contesto “'Si”.

19. éPadece erupciones cutaneas recurrentes o que
apareceny desaparecen, incluyendo el herpes o
Staphylococcus aureus resistente a la meticilina
(MRSA)?

Por la presente declaro que, segin mis conocimientos, mis respuestas a las preguntas de este formulario

estan completas y son correctas.

Firma del atleta:

Firma del padre o tutor:

Fecha:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Se concede permiso para reimprimir este formulario para fines
educativos no comerciales, siempre que se otorgue reconocimiento a los autores.
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m PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM- Page 1

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Date of birth:
Sport(s):

Name:

Date of examination:

Sex assigned at birth

Have you had COVID-19?: [Yes [I]No

Have you been immunized for COVID-19?: [1Yes [ No

If yes, you have had: [J One shot [J Two shots

List past and current medical conditions:

Have you ever had surgery? If yes, list all past surgical procedures:

Medicines and supplements- List all current medications, over-the-counter medicines, and supplements (herbal and nutritional):

Do you have any allergies? If yes, list all of your allergies (ie medicines, pollens, food, stinging insects):

GENERAL QUESTIONS

(Explain “Yes” answers at the end of this form.
Circle questions if you don’t know the answer.)

1. Do you have any concerns that you would like to
discuss with your provider?

2. Has a provider ever denied or restricted your
participation in sports for any reason?

3. Do you have any ongoing medical issues or
recent illness?

HEART HEALTH QUESTIONS ABOUT YOU

4. Have you ever passed out or nearly passed out
during or after exercise?

Yes

No

5. Have you ever had discomfort, pain, tightness,
or pressure in your chest during exercise?

6. Does your heart ever race, flutter in your chest,
or skip beats (irregular beats) during exercise?

7. Has a doctor ever told you that you have any
heart problems?

8. Has a doctor ever requested a test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

HEART HEALTH QUESTIONS ABOUT YOU

(CONTINUED)

9. Do you get light-headed or feel shorter of breath
than your friends during exercise?

10. Have you ever had a seizure?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY

11. Has any family member or relative died of heart
problems or had an unexpected or unexplained
sudden death before age 35 years (including
drowning or unexplained car crash)?

No

12. Does anyone in your family have a genetic heart
problem such as hypertrophic cardiomyopathy
(HCM), Marfan syndrome, arrhythmogenic right
ventricular cardiomyopathy (ARVC), long QT
syndrome (LQTS), short QT syndrome (SQTS),
Brugada syndrome, or catecholaminergic
polymorphic ventricular tachycardia (CPVT)?

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 35?
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Q ARKANSAS
ACTIVITIES
ASSOCIATION

BONE AND JOINT QUESTIONS Yes No MEDICAL QUESTIONS (CONTINUED ) Yes No
14. Have you ever had a stress fracture or an injury 25. Do you worry about your weight?
to a bone, muscle, ligament, joint, or tendon that 26. Are you trying to or has anyone recommended
caused you to miss a practice or game? that you gain or lose weight?
15. Do you have a bone, muscle, ligament, or joint 27. Are you on a special diet or do you avoid
injury that bothers you? certain types of foods or food groups?
MEDICAL QUESTIONS Yes No 28. Have you ever had an eating disorder?

16. Do you cough, wheeze, or have difficulty
breathing during or after exercise?

17. Are you missing a kidney, an eye, a testicle
(males), your spleen, or any other organ?

18. Do you have groin or testicle pain or a painful
bulge or hernia in the groin area?

19. Do you have any recurring skin rashes or rashes
that come and go, including herpes or
methicillin-resistant Staphylococcus aureus
(MRSA)?

FEMALES ONLY

29. Have you ever had a menstrual period?

30. How old were you when you had your first
menstrual period?

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Explain “Yes” answers here.

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after being hit or
falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Have you ever had or do you have any
problems with your eyes or vision?

| hereby state that, to the best of my knowledge, my answers to the questions on this form are complete

and correct.

Signature of athlete:

Signature of parent or guardian:

Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American M edical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-

tional purposes with acknowledgment.



Q ARKANSAS

m PREPARTICIPATION PHYSICAL EVALUATION A S ON
PHYSICAL EXAMINATION FORM
Name: Date of birth:

Height: Weight:

BP: / ( / ) Pulse: Vision: R 20/ L 20/ Corrected: oY oON

MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

e Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
e Pupils equal, hearing

Lymph nodes

Heart’
e Murmurs (auscultation standing, auscultation supine, and  Valsalva maneuver)

Lungs

Abdomen

Skin

e Herpes simplex virus (HSV), methicillin-resistant Staphylococcus aureus (MRSA), ortinea corporis

Neurological
MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS
Neck
Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and toes

Functional
e Double-leg squat test, single-leg squat test, and box drop or step drop test

"Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings

[] Cleared for all sports without restriction

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

Not cleared
[ Pending further evaluation
[l For any sports

[ For certain sports

Reason:

Recommendations:

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to
practice and participate in the sport(s) as outlined above. If conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance
until the problem is resolved and the potential consequences are completely explained to the athlete (and parents/guardians).

Name of provider: Date of exam:

Address: Phone:

Signature of physician, APN, PA:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with
acknowledgment.



