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EHSA Pre-participation Examination QIESA

PHYSICAL EXAMINATION FORM A Name
Last ) First Middie
EXAMINATION
Height Weight [ Male 1 Female
BP / { / ) Pulse Vision R 20/ L 20/ Corrected DY ON
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

« Marfan stigmat (kyphoscoliosts, high-arched palate, pectus excavatum,
arachnodactyly, arm span > height, hypertaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throat
= Pupils equal -
s Hearing

Lymph nodes

Heart*
o Murmurs {auscuttation standing, supine, +/- Valsahva}
o Location of point of maximal imputse (PMI)

Pulses
* Simultaneous femoral and redial pulses

Ltungs

Abdomen

Genitourinary {males oniy}”

Skin
» HSV, lesions suggestive of MRSA, tinea corporis

Neurologic ©

MIUSCULQSKELETAL

Neck

Back

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers -

Hip/thigh

Knee

Leg/Ankle

Foot/toes

Functional
« Duck-walk, single leg hop

«Consider ECE, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.
wConsider GU exam If in private setting. Having third party present is recommended.
Lonsider cognitive evaluation or baseline neuropsychiatric testing if 2 history of significant concussion.

On the basis of the examination on this day, | approve this child’s participation in interscholastic sportsfor 395 days from this date.

Yes No . Lirnited Examination Date

Additional Comments:

Physician's Signature ) Physician’s Name
Physician’s Assistant Signature* PA's Narne
Advanced Nurse Practitioner’s Signature® ANP’s Name

*affactive January 2003, the IHSA Board of Directors approved a recomrmendation, consisterit with the lllinols School Code, that aliows Physigian’s Assistants or
Advanced Nurse Praciitioners to sign off on physicals.

IHSA Steroid Testing Policy Consent to Random Testing
(This section for high school students anly)
2013-2014 school term

As a prerequisite to participation in IHSA athiefic acfiviies, we agree that Vour student will nat use performance-enhancing substances as defined in the
IHSA Performance-Enhancing Substance Testing Program Protocol. We hiave reviewed the policy and understand that lour student may be asked o
submit to tesfing for the presence of performance-enhancing substances in my/his/ner body either during IHSA state series events ar during the schoal
day, and Your student do/does hereby agres io submit fo such tesiing and analysis by a ceriffied iaboratary. We further understand and agree that the
results of the performance-enhancing substance tesiing may be provided to certain individuals in my/our student's high school as specified in the IHSA
Performance-Enhancing Substance Testing Program Pratoco! which is avaflable on the IHSA websiie at www.lHSA.org. We understand and agree that
the resulis of the performance-enhancing substance tesfing will be held confidential to the extent required by law. We understand that failure to provide
accurate and truthiul information could subject mefour sfudent to penalfies as determined by IHSA

A complete fist of the current IHSA Banned Substance Classes can be accessed at

Ritn/fwww insa,orafinitisiives/soorshiadicing/fiies/IHSA banned subsiance classes.ndt

Signature of siudent-athieie Date Signature of parent-guardian Date
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QMHmSA Pre-participation Examination QIESA

To be completed by athlete or parent prior to examination.

Name School Year
Last first Middie

Address City/State

Phone No. Birthdate Age Class, Student iD No.

Pareﬁt’s Name, l Phone Na.

Address City/State

HISTORY FORM

wiedicines and Allergies: Please list all of the prescription and over-the-tounter medicines and supplements {herbal and nutritional) that you are currently taking

Do you hiave any allergies? O Yes O No if yes, please identify specific allergy below.,
J Medicines O Poliens O Food O Stinging insects
Explain “Yes” answers below. Circle guestions you don’t know the answers to. ]
GENERAL QUESTIONS Yes No MEDICAL QUESTIONS . Yas No
1. Has a doctor ever denied or restricted your pariicipation in sporfs 26. Do you cough, wheeze, or have difficulty breathing during or after
for any reason? : exearcise?
2. Do you have any ongoing medical conditions? If sq, please identify 27. Have you ever used an inhaler or taken asthma medicine?
pelow: [ Asthma [1 Anemia [ Diabetes [J infections . 28. Is there anyone in your family who has asthma?
Other: 29, Were you born without or are you missing a kidney, an eye, 2
3. Have you ever spent the night in the bospital? testicle {males), your spieen, or any other organ?
4. Have you ever had surgery? 30, Do you have groin pain or a painful bulge or hernia in the grotn
HEART HEALTH QUESTIONS ABOUT YOU Yes No area?
5. Have you ever passed out or nearly passed out DURING or AFTER - | 31 Have you had infectious mononucleosis (mono) within the last
exercise? month?
6. Have you ever had discomfort, pain, fightness, or pressure in your 32. Do you have any rashes, pressure sores, or other skin problems?
chest during exercise? 33. Have you had a herpes or MRSA skin infection?
7. Does your heart ever race or skip beats (irregular beats) during 34, Have you ever had & head injury or concussion?
exercise? 35, Have you ever had a hit or blow to the head that caused
8. Has e doctor ever told you that you have any heart problems? If confusion, prolonged headache, or memory problems?
so, check all that apply: [I High blood pressure [ A heart murmur 36. Do you have  history of selzure disorder?
I High cholesterol O A heart infection & Kawasaki disease 37. Do you have headaches with exercise?
Other: 38 Have you ever had numbness, tingling, or weakness in your arms
9. Has a docior ever ordered a test for your heart? (For example, or legs after being hit or faliing?
ECG/EKG, echotardiogram) 39, Have you ever been unable to move your arms or legs after being
10. Do you get lightheaded or feel more short of breath than hit or falling?
expected during exercise? 40. Have you ever become ill while exercising in the heat?
11 Have you ever hiad an unexplained selzure? 41 Do you get frequent muscle cramps when exercising?
12. Do you get more tired or short of breath mare guickly than your 42. Do you or someone in your family have sickie cell trait or disease?
friends during exercise? 43, Have you had any problems with your eyes or vision?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes Ne 44. Bave you had any eye injuries?
13, H;s any family member or relative died of heart problems or had 25. Do you wear gh ar contact lenses?
an unexpected or unexplained sudden death before age 50 46. Do you wear protective eyewear, such as goggles or s face shield?
finciuding drowning, unexplained car accident, or sudden infant 47. Do you worry about your weight?
death syndror;ne}? — - - 48, Are you trying to or has anyone recommended that you gain or
14. Does anyone in your family have k.ly;{er‘cmphlc.cardmmyopaﬂly, jose weight?
Mar_&m syndrome, arhythimogenic right ventricuiar 48. Are you on & special diet or do you avoid certain types of foods?
cardiomyopathy, long QT .syndf'ome, sk30¢ ar syndfnme, Brugada 50, Frave you sver had an eating disorder?
Z::yr::;agr cateshoRmIneIEic Polymorphic venicuiar 5L Havceeyrl:u or any family member or rejstive been diagnosed with
- pS— cancer?
= ::ja::;’gr;;l‘r’;z:;n fy hiave  heart probiem, pacemaker, of 52. Do you have any concerns that you would like to discuss with a
16. Has anyone in your family had unexplained fainting, unexplainad FEM?\ZCE;DENLY - Yoo e
3 ing?
BDNSEEZ:II’DE:I&(;;;E;;:;:‘I?I;?‘ Yes No £2. Have you ever had @ menstrual period?
17. Have you ever had an injury to @ bone, muscie, ligament, or 54. How oid were You when you had }:aur first mensirual period?
tendon that caused you I miss a practice or a game? 55. How many periods have you had in the last 12 months?

18. Have you ever had any broken or fractured bones or disiocated
jonis?

19, Have you ever had an injury that required x-rays, MR, CT scan,
injections, therapy, a bvace, a cast, ar cruiches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you hiad an x-ray
for neck instablitty or attantoaxial instabifity? {Down syndrome or
dwarfism)

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

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

24, Do any of your joints become painful, swollen, feel warm, or look
red?

25. Do you have any history of juvenile arthritis or connective tissue
diseasa?

Explain “yes” answers here

! hereby state that, to the best of my knowiedge, my answers to the above guestions are complete and correct.

Signatuse of athiete & e of parent/guardian Date
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