B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Dateof birth
PHYSICEAK REMINDERS

1. Consider additional queslions ph miore sonsitive issues
= Do you feel stressed out or under a lot of presaure?
» Do you ever feel sad, hopeless, depressed, or anxious?
« Do you feel safe at your hume or residency?
s Have you ever tried cigaretfos, chewing tobacco, snuff, or dip?
« During the past 30 days, did you use chewing tobacco, sruif, or din?
* Do you drink alcohol or use any other drugs?
= Have you ever taken anabolic stgroids or used any other pertormance supplement?
# Have you ever taken any supplements to help you gain or fose weight ¢r improve your performance?
* Do you wear a saat bult, use a helmet, and use condoms?
2. Consider raviawling quastiony on cardiovascular symiptons (quéstions 5-14).
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Appearance

o Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > haight, hyperaxhy, myopia, MVP, aoric insufficiancy)

Eyes/ears/mose/throat '

* Puplls equal

¢’ Hearing

Lymph nodes

Heart*
o Murmurs (auscultation standing, gupine, +/- Valsalva)
e Location of point of maximal Impulse (FMI

Pulses
» Simultaneous femnora! and radial pulses

Lungs
Abdomen 2
Ganitourinary (males only)"

Skin

» HSV, lgsions suggestive of MRSA, tiner corporis
Neurologic* )

Nack

Back
Shouldei/arm
Elbow/forearm
Wrist/hand/lingars
Hipthigh
Knee

Leg/ankle
Foot/togs
Functional

s Nuck-walk, single leg hop

Consider ECG, echgcardiogram, and refeiral to cardiolagy for abnormal cardiac history or exaimn.
Considar GU sxam If in privalg setling, Having third parly preszat is recammendad.
“Consleer cognitive evaiuation or basafine psychialric festing It a history of gigniticant cancussion.

[3 Cloared for all sports without restriction
T3 Clearad for all sports without restriction with recommendationy for further wvalyation or eatmentfor __

{3 Not clsared
O Ponding furthar evaluation
03 For any sports
O Forcerainsports ; S, A Ae——— -
Reasan 5 : ; = i, g .

Recommendations

1 have examinad the above-named student and campleied the preparticipation physical evaluation, The athiets dees not present apparent dinieal coniraindlcations to practice and
participate in the sport(s) as outlined cbove. A aapy of the physical exam is on record In my ofifve and can be made pvaliable to the gehooi at the reguast of the parents, If condl-
tlons arlse atter the athlete has been cleared far participation, the physleian may reseind the clearsnce until ihe prekiom is resolved and the potontial consequences aim complately
explained {o the athlete (and parants/guardians).
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B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM
{Note: This form is to be filled out by the patient and parent prior ta seeing the physician. The physician should keep this form in the chart. )

Date of Exam

Name __ ) __ Dateofbirth
Sex Age Grade School Sport(s)

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

Do you have any allergies? [J Yes [ Mo If yes, please identify specific allergy below,

[3 Medicines [ Pollens 0 Food [ Stinging Insects
Explain "Yes” answers balow. Clrcle quea!mns you don't know the answers to.
‘GENERAL QUESTIONS - o [ %es | wo | [MEDICAL QUESTIONE . | Yes | we
1. Has a dotiter over derind or reslricted your nﬂrlicl ation in sporls for 26. Do you cough, wheeze, ar have diffleulty UM"““U during or
any reason? uiter exercise?
2. Do you have uny ongaing medical conditions? f so, pleasa identity ) 27. Have you evar usgd an inhaler o taken asthma medicine?
batow; 3 Asthma  {J Ansmia 13 Disbetss O Infections 24. 1s thete anyona In your family whe has asthma?
O e e — | 29. Were ynu born sithout or are vou missing a kidney, an eyo, a teslira(-z"
3. Have you evar spant the night in the hospatal" (males), your spleen, or any ather organ?
4. Have you ever had surgery? 30, Do yod have groln pain o & paintul bulge or hernia in the groin area?
HEARY HEALTH QUESTIQNS ABOUT YOy - S ) '_ y Yoy | ‘No 31, Have you had infectious mononucieosis (mono) within the last month?
5. Have you ever passar out or nearly passod out DURING or 32. Do you have any rashes, pressure soras, or other skin problems? T
AFTER exercise?

33, Have you had a herpas or MRSA skin infection?
34. Have you evor had a head injury or concussion?

35. Have you ever had a hit or biow to the head thal caussd contusion.
prolongad headache, ar memaory problams?

38, Do you have a history of seizure tlisordsr?

(=13

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

7. Does your heart over race or skjb beats (rrogular beats) during exercige?

8. Has a dactor ever told you that you have any hearl problams? If so,
check all that apply:

[ High biood pressure O A heart myrmur 37. Do you have headaclies with axarcise? |
[l High cholestarol O A heart Intaction 38. Hava you aver had numibness, tingling, or weakness in your arms or
I Kawasaxi disease Gther: legs after being hit or falling?
9. Mas a doctor evor ordered a test far your heurt? (For examplo, ECG/EKG, 39. Have yau ever beon unable to ave your arms or 18gs aftec being hit
echocardiograrn) of falling?
10. Do you get lightheadad or feel more short of preath than expested 40. Have you ever become Il while exercising in the haai?
during exarcise? A41. Do you et fraquent mitscla gramps whon exercising?
11. Have you evar had an unexplained seizure? 1] 42. Do you or someone in your family hava slekla cell trait or disease?
12. Do yau got tore tired or short of breath more quickly than your friends 43. Have you had any probiems with your eyes ar vision? ' .
during exercisa? - * T
e e e e - - = : —{ | 44. Have yau had wriy eye injuries?
HEB:TJiWHﬂUEWQ!!S‘ABGUI-.?UH.FAMILY : =L o8 o 45, Do you wear glasses of contact 10n057
13. Has any fanily membaer or relative divd of henrt probleins or had an 5 o e, T -
tinaxpagted or unexplalned sudden death belote age 50 (Including 48, Du youpes) pitectiun eyevt/edr‘ Siich s gogglos or 3 facs Shle.ld'
drowning, ungxplained car sccidenl, or sudden infant geath syndrome)? 47. Do you worry aboul your weitght?
14, Daes anyons in your fanuly have hypertroplic cardiomyopathy, Maran 48, Are yau‘trymg to or has anyone recommended that you gain or
syndroros, anhythimagenic right ventiicular cardiomyopathy, long QT lose weight?
synd:ome, short QT syndrome, Brugada syndrome, or catecholaminerglc 49, Are you on a specil diel or do you avoid cerlaln lypes o loogs?

polymorphic ventricular tachycardia?
18, Does anyuie In your famity hava a hoart problem, pacemaksr, or

50. Have you ever had an eating disordor?

implanted defitirilator? 51, Do you have @y concerns that you would like to discuss with a docler?
16. Has anyong in your famlly had unexplained fainting, unexplainad FEM"-ES ONLY -
68i2ui8s, or near drowning? 62, Have you evet had s menstruul pernd?
BONE-AND'JOINTTUESTIONS . - =i 2 | Yo | Mo | | 53. How old viere you when you had your first menstial period?
17. Have you ever had an injury to & bono, muscle, ligamenl, ar landon 54, How many porinda hiava yau had In the ldst 12 monihs?
that caused you 1o miss a praclica o a gama? ; B S

e Explain “yeg" answers here
18. Have you eyar had uny broken or fracturad bones or dislocaled joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injeclions, therapy, a biaco, 4 cast, or ciutches? T T T e — bt

20 Have you ever had a stress fractyre? i .

21. Hava you ever been Yold that you have or have you had an x-ray far neck S = e
instabifity o atlantoaial instabllity? Dowi sysidrome or dwarfism)
a

22. Do you reqularly use a brace, arthatics, or other agsistive device?

23. Do you hava a bone, muscle, or lint injury thial bothers you?

24. Do any of your Joints become palnful, swollen, feel warm, or look red?
25. Dg vou have any history of iwvenite wihiilis or connective tissue disease?

| heroby state thal, to the best of my krowledge, my answers to the shove questions are complets and correct,

Sanatirs of athlte
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Helmet Warning Statement — Contact Sport Only (Football)

Do not strike an opponent with any part of this helmet or face mask. This is a violation of football rules and may cause you to
suffer severe brain or neck injury, including paralysis or death. Severe brain or neck injury may also occur accidentally while

playing football. No Helmet can prevent all such injuries. You use this helmet at your own risk.

| have read and understand the above helmet warning statement:

Parent/Guardian Date

Student Date

Parental Release and Emergency Medical Authorization for Stuttgart Public School

Student Name Phone # in case of emergency

In the event reasonable attempts to contact me at the above phone number have been unsuccessful, | hereby give my consent
or (1) The administration of any treatment deemed necessary by any qualified physician or dentist at the site of the practice or
game; (2) the transfer of the participant to a hospital reasonable accessible to the site of the practice or game.

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists,
concurring in the necessity for emergency surgery, are obtained prior to the performance of such surgery.

List any Facts concerning the participant’s medical history including allergies, medications being taken, and any physical

impairments to which a physician should be alerted. 0

| hereby waive on behalf of myself and the above child any liability of the Stuttgart School District, and any of its agents or
employees, arising out of such medical treatment.

1/We give permission for our son/daughter to participate in organized school athletics, realizing that such activity involves the
potential for injury which is inherent in all sports. 1/We acknowledge that even with the best coaching, use of the most
advanced protective equipment and strict observance of rules, injuries are still a possibility. On rare occasions these injuries can
be so severe as to result in Total disability, paralysis or even death.

Date: Parent/Guardian

Stuttgart Public School Athletic Handbook

| have read the following Stuttgart Athletic Handbook and do hereby agree to comply and follow the guidelines set forth in
order to become a Stuttgart Athlete.

Student

Parent/Guardian

#*+*parents: If you do not have primary insurance coverage on your student, it would be

beneficial for you to seek some type of coverage.



