PHYSICAL EXAMINATION FORM

Name - —_ Dateofbirth

PHYSICIAN REMINDERS
1. Consider add|lional questions on more sensitive Issues
= Do you feal stressed out or under a lot of pressure?
« Do you ever feef sad, hopeless, depressed, or anxlous?
+ Do you feel safe at your home or residence?
= Have you ever tried clgarettes, chewing tobacco, saufi, or dip?
« During the past 30 days, did you use chewing tobaceo, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabalic steroids or used any other performance supplement?
 Have you ever taken any supplements to help you gain or lose welght ar improve your performance?
« Do you wear a seat beft, use a helmet, and use condoms?
2. Conskder reviewing questions on cardiovascular symptoms {questions 5-14).

EXAMINATION Alls 4

Helght Weight O Male O Female |
BP ] { / ) Pulse Viston R 20/ L 20/ Comected O Y ON
'MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

« Marfan stigmata (kyphoscollosis, high-arched pafate, pectus excavatum, arachnodactyly,
arm span > hieight, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyssfears/nose/throat

* Pupils equal

» Hearing .
lymph nodes
Heart®

» Murmurs (auscultation standing, supine, +/- Valsalva)
« Location of point of maximal impulse (PMI}

Puiges
¢ Simultaneous femora) and radial pulses

 Lungs
Abdomen o
Genttourinary {males only)® o '

Skin - T
» HSV, leslons suggestive of MRSA, tinea corporis
Netirologic®

MUSCULOSKELETAL

Neck )

Back ) ' -
Showderfamn ] B
Ethowforearm
Wristhand/fingers )
Hip/thigh

Knae - - - S =
Legfankle ) )
Footloss

Functional -
* Duck-walk, single feg hop -

sConsider ECG, echocardiogram, and referral to cardiology for abnormal cardlac history or exam.
*Considor GU oxam it in private setiing. Having third party present is recommanded.
<Consider cognitive evaivation or baseling nauropsychlatric testing If a history of significant concussion.

O Cleared for afl sporls without restrictien
1 Cleared for all sports without restriction with recommendatiens far further evaluation or trealmant for

B Not cleared
O Pending further evaluation
O For any sporis
O Forcedainsports o - -
Reasen - - __

Recommendallons S S _

1 have examined the above-named student and completed the preparticipation physical evaluation, The athlele does not present a
5 pparent cHinical contrai
zarﬂclpiate irtlt ﬂﬂ: ;pu;('se)‘ ash outllllned allmve‘.’;: copy r:it IIlu-:uphyslcal exam Is on record in my affice and can be made avallabla to lhepschnol atthe reque:t':x?(l::g ::int:lsprﬁc:::::d?“d
ons arise aftar the athlete has been cleared for participation, the physician may rescind the clearance until tha probtam s rasoly 3 :
explalned to the athlete {and parents/guardians). : "1 and the potential consequances are completely

Name of phiysician (prini/iype) _ E— — Date
Address : S s Phone - -
Slgnalure of physician = S MDSO




O IRCIATRINCIFMALINAINY 1 MTTDICAL LLVALUATLION

CLEARANCE FORM

Name _ e = _SexOM OF Age  Dateof birth _

[ Cleared for all sports without restriction
[0 Cleared for all sports without restriction with recommendations for further evaluation or treatmentfor o

O Not cleared

O Pending further evaluation

O For any sports

01 For certain sports B _ R - ——

Reason R

Recommendations _ _ -

I have examined the ahove-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. A copy of the physical exam is on record In my office
and can be made available to the school at the request of the parents. If conditions arise afier 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 athlelte

(and parents/guardians).

Name of physiclan {print/type) _ = = — = _ Date S

Address . e = T Phone

Signatura af physician S i — — = MD or DO

EMERGENCY INFORMATION

Allergies i i : —

Other information _ = .- =




B PREPARTICIPATION PHYSICAL EVALUATION 153
HISTORY FORM

(Note: This form Is to be filled oul by the palient and parent prior to seelng the physician. The physician should keep this form in the chart,)

Dateof Exam __ e ——— —
Name _ . _ Dateofbith - B
Sex Age Grade ___ Schoo! ______ Sport(s) -

Medicines and Allergies: Pleasa list all of the prescription and_ over-the-counter medicines and supplements (he?bal and nufritional) that you are currently ta-klng I

Do you have any allergies? 3 Yes D No Ifyes, please ldentity spacific allergy below.

O Medlcines O Poltens O Food 0 Stinging tnsects
Expiain “Yes" answers below. Circle questions you don’t know the answers fo.
ESENERAL QUESTIONS B=rs 5 Yes _R‘o METHCAL QUESTIONS = Yee j""
1. Has a doctor ever dented of resiritled your participation in sports for 26. Do you cough, wheeze, of have difficulty breathing during or '
any reason? afler axercias? ___
2. Do you have any ongelng medical conditions? If 8o, plaasa identify 27. Have you ever used an Inhaler or taken asthma medicina? =
g:hhw: [ Asthma [3 Anemia [ Diabetes [J infections | 28. [s there anyone in your family who hag asthma?
ar. — el
- —————— | 29. Ware you born without or are you missing a 1 testicl
3. Have you ever spent the night in the hospital? | {mates), your spleen, or any 6ther organ? kidnay, an eye, a e
4. Have you evar had surgery? — [ 30. Do you hava gruin paln or a painful bulge or hemia n the groin area? T
HEART HEALTH QUESTIONS ASOUT YOU { Yes | Mo | |31, Have you had Infectious manonucleosis (monoj within the last month? |
5. Have you ever ;;assed out or nearly passed out DURING or 32, Do you have any rashas, pressure sores, or othar skin problems? i
" 6. Havo :u ver had discomfort, pain, lightness, of pressure In your —————— | 33. Have you had a herpes or MRSA skin infaction? -
' chesl‘t,!uﬁ:g exerlse? — B, __ . . 58 34, Have you ever had a8 head Injury or concusslon? - - :
7. Does your hasst avar race or skip heata (kregular baats) during exercise? 35. Have you aver had a hit or blow io the head that caused confusion,
— e — > —— ] profonged headache, or memory poblems? |
. Mas a doctor ever (old you that you have any hearl problems? If so, - ! =
check ol thal apply: 36. o you hava 8 history of soizurn disordar? _ B
3 High blood pressurs 0 A haant murmur 37, Do you have headaches wilh axercise? ]
O High cholestere! O A heartinfection 38. Have you ever had numbness, tingling, or weakness in your anms or
[J Kawaseki diseass Other: tags after being hit or falling?
9. Has a doctor ever ordered o test for your haart? (For example, ECG/EKG, 3. Have you ever begn unable 1o move your arms or legs aftes being hit |
__ echocardiogram) R ___4__0ﬂaﬂmo7_ o
10. Do you get lightheaded or fesl more short of breath than expectad 40. Have you over becoms Ill while exarcising In the heat?
during exercisa? S || [41, 0o you gt trequent muscle cramps when exercising? i
| 11. Have you ever had an unexpiained solzure? ; 42. Do you or someona in your family hava sickle cel tratl or disaase?
12. Do you get mova tired or short of breath mons quickly than your friends 43, Have you had any proble - B e
Sy sxardse’_! — 44, Have yyzu had an;aya |ni:1:e:‘;m Y opes o vison?
HEANT HEALTH QUESTIONS ABOUT YOUR FAMILY Yos | Mo | oo Do 7ot wet pases o CHIEL BT I
13. Has any famly mamber or refativs diad of heart problems or had an . - nises? 1
unexpected or unexplained sudden dsath before age 50 (mcluding 8. Do you wear protective eyewear, such as goggles o a face shiekd?
___drowning, unexplained car accident, or suddan infant death syndrome)? 47. Do you worry about your weight? - . ]
14, Doas anyona in your family have hypariraphic cardiemyopathy, Marfan 48. Are you irying to or has anyona recommendad that you gain or ]
syndroma, nrrhylhmugx!c ﬂgvaen;:cular cargiomyopathy, long OT lose weight?
rama, short QT syndrome, Brugada syndroms, or catecholaminergic - - —
| mommcvonmculaz tachycardia? u ;z- A:m youona sphe:dlal dlet o do-you avoid certain types of foods? -
15. Does anyona in your family have a heart problem, pacemaker, or ) : you ever had an eating disorder?
implantsd defibritiator? 51. Do you have any concerns that you would ks ko discuss with a doctor? | ]
16. Has anyone In your family had unaxplained fainting, unexplained T | | FEMALES ONLY ;
selzures, or near drawning? 52. Have you ever had a mensirual period?
| BONE AMD JOINT QUESTIORS Eatis | Yex | Mo | | 53. How ok were you when you had your first menstrusl period?
17. Have you ever had an injury (0 a bona, muscls, ligament, or tendon ! 54. How many perfods have you had tn the last 12 months?

malcausedyouhmlssapracu_cgoraggn_p?
u_l. Have you ever had any broken or_lraclurad bonas or dislocated joinls?

18. Have you ever had an injury that required x-rays, MAi, CT scan,
Injections, therapy, a brace, a casl, or crutches?

20. Have you ever had a stress iracture? e _ B

21. Have you ever been told that you have or have you had an x-ray for neck — — — = = :
instabliity or attanteaxla! Instability? (Down syndroms o dwarflsmy) | S ——

ﬁ Do you renuirl!l_xsa 3 brace, onnnuEs,_oI other gslsﬁv_a device? | | -
23. Do you have a bons, muscle, or joint Injury that bothers you? | ——— N -

g_._l)o any of your jeints _bacome painful, ﬂoﬁau, foel warm, or look red? '| — e :

25. Do you have any hislory_uf Juvenila arthriis or connactive lissue disease? : R B

—— Expialn "yes" anawers here

t heraby state that, 1o the best of my knowledge, my answers to the above guestions are complete and correcl.

Signatuws of athlete __~ of parenify PR, - Dats

©2010 American Academy of Family Physicians, American Academy of Padistrics, American Collzqe of Spos Medicine, Amsesican Medical Sociely for Seorts Moa— -
Sociely lor Sposts Medicine, and American Osteopalhic Academy of Sporls Madicine. Permissien is granted fo reprint for noncommercial, c:chlizynal pu‘."r:a: ;ﬂfzﬁlgzkﬁz:fngizr e

1 hereby give permission for the release of the atlached student medical history and the results of the actual physi inati "
participation in athietics and activities. 4 ¢ physical examination to the school for the purposes of
Parent or Legal Guardian Signature Date




B FREPARKITICIFATIUN MATDIGAL CVALUAITIUN

THE ATHLETE WITH SPECIAL NEEDS: . SN
SUPPLEMENTAL HISTORY FORM

Date of Exam e

Name : R Date of birth T

Sex Age _ Grade __ __ School _ Sport(s) h
- T

1. Typs of disability o
2. Data of disabillty =
3. Classification {if avaitable) i
4. Cause of disability {birth, disease, acuidentftrauma,_olher)
5. List the sports you are interested In playing

6. Do you regularly use a brace, assistive device, or prosthatic?

7. Do you use any speclal brace or asslstive devica for sports? T

T Do you have any rashes, presaure sores, of any other skin problems?
g, Do you have a hearing Joss? Do youusa a hearing ald?

10. Do you have a visual impairment?

11. Do you use any special devices for bowel or biadder function?

12, Do you have huming or discomfort when urinating?

13, Have you had autonomic dysreflexia?

14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related {hypothermia) Hiness?

15. Do you have muscle spasticity?
6. Do you have trequent sefzures thal cannot be controtied by medication?

Explain “yea™ answers here

Please Indlcate If you have ever had any of the foltowing.

Alantoaxia Instabily es Rn\[
X-ray evaluallon for allantuaxiat (nstabifity = ;
Distecated Jolnls {more than one) — ]
Easy bleeding ) —
Enlarged spleen e e ||
Hepatils —

| Osteopenta or ostacporosis ' ______h_j_“‘““"
Difficutty controtfing bowsl ) L |
Difficutty contralling biadder —__{
Numbness or tingiing in arms or hands T \_‘______E
Humbness of tingting In legs or feet —
Weakness In arms of hands — -——-—____;'“‘1
Weakness in lags or foet —
Recent change in coordination - = S
Recant changs n abillty ta watk ] | - B
Spina bifida |
Latex altergy - —_— qﬁ

Explaln “yes” answers here

o —
o = e
-
—_—
| hereby state that, to the best of my knowledge, my answers to the above questions ara complete and carrect.
Signature af athlels I Signaturo ol p th
- E Date__-

2010 American A&?dehiy of ﬁﬁy_mysiamns, American_ Academy of Pediatnics, Americ_an College of Sports Medicine, Ametican ‘Medical Socie Sports Medici — T
Socicty o Sprts Medicive, anl Amcrican Osteogeii Academy of Spors Medicine. Peravission s granled to ragein Ior nancommercia, ] D0 Wi S Oty
vigdgnion



