: :A'PREF’ARTICIPATION PHYSICAL EVALUATION ' g
HISTORY FORM e

(Note: This form is to be filled aut by the patient and parent prior to seeing the physician. The physician stiould keep this formvin the chart))
ﬁafe of Exam-.

Name - _ Date of irth
Sex Age - Grade , School __ Spori(s)

' Metﬁcihes and Allergies: Please fist all of the prescription and over-the-counter medicines and supplements (herbat and nutritional) that you are currently taking

04 you havé‘ény allergies? O Yes (1 No If yes, please identify épeciﬁca(lergy below.
‘0. Medicines - - : 3 Poltens O Food O Stinging {nsects

Explain “Yes"'ansv"ve'fs Below. Ci'rde quesﬂons you don't know the answers to.

1. Has a doctot ever denied or reslric(ed your pamapatlon n spons Tor 26. Do you cough, wheeze, or "3"9 difficulty breathing d“""Q or

any reason? after exercise?
2., Do you have any ongging medical canditions? If so, please identify - 27. Have you ever used aa inkaler o taken asthma medicine?
below: (1 Asthma (3 Anemia D Dtabetes {0 -Infections 28. s there anyons in your family who has asthma?
- Other: 29. Were you bom withaut or &fe you missing a kidney, an eye, a testicle

3. Have you ever speat the night in the hospital? ) {males), your spleer; or any other argan?
. -30. Ba you have groin paia or a painful f)ulge or hernia in the grein area?

) 31. Have you had infectious monedudieasis (mona) withia the fast month?
.'5} Have you evér passed out o neady passed out DURING or . 32. Do you have any rashes, pressure sores, or other skin problems?
i -AFTER exercise? | | 33. Have you had a herpes or MRSA skin infection?
6 '*c‘:;’:‘%‘::;‘i;e;gar‘é'iﬁf"‘“‘““ pain, tightniess, or pressure in your 34. Have you ever had a head injury or cancussion?
— - - 35. Have you ever hdd a fiit ar blow to the head that ciused ‘confusion,’
._7. Does your heart ever race of skip beats (iregular beats) during exe(crse" . prolonged headache, o memory problems? -
8: l::: ;( (i(()(c;?;te:erllold you that you have any heart problems? if so, 36. Do you have a history of Seizure disorder?
O tigh blood 2€e¥ssu e O Ateart murmur | 37. Do you have headaches with exercise? .
0 High cholestero! {3 Ateart infection 38. Have you ever had numbness, tingling, or weakness in yer arms or
O Kawasald disease - Other: legs after being hit or falling?
9. Hasa doc{or ever ordered 2 test for yaur heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after bemg hit
echocardiogram) ) 0 falliag?
19. Do yau get lightieaded or feel more short of breath than expected. 40. Have you ever become |l( while exercising in the heat?
during exefcise? . . ) - "41. Do you get frequent muscle cramps when exercising?
1. Have you'ever iad dn unexplained seizure? 42. Do youror someone in your family have sickle caff trait or disease?
12, 0o you get more tu'ed or short of breath more quickdy than-your fiends. 43. Have you-had any problems with your eyes or vision? '
_ during ext 44. Have you had any eye injuries?
HEI\N’

45. Do you wea glasses or éontact ferisés?
46. Do you' wear pratective eyewear, such.as goggles or a face shield? -

13. Has any family member or celative died of heart pfob!ems ofhad an
unexpected or unexplained sudden death before age S0 (including

. drovming, undxplained car-accident, or sudden infant death syndrome)? 47. Do you wany atiout your weight? .
-14.-Dées anyshe In your-Family have hypsiirophic cardiomyopathy, Marfar 48, Are you trying towor has anvone recommended lhat you galner
. _$mérome, divhiythmogenic right ventricular cardiomyopathy, fong QT - lose weight?
-2 syndrome; short QT- syndrome, Brugada syndrome, or catecholaminergic 49. Are you ori a special diet or do you aviid certain types of foods?
.. polymorphic ventricidar tad\ycardia'l ] 0.t Tad g diso
|5 fives.anyene in your family tiave a heart problem, pacemaker, or e you ever had an aing disorder?
" implanted defbeilator? ) 5t. Doyoutuwa«ywnoe«tsmatyoumdlikem(mmmadoam
16. Has anyone in your tamily had memlained faintmg, unexplained: : 3
: seiwras. or neac dwwmng7 §2. Have you everhad a menstryal perigd?

CI0TNT:NUESTION S¥es=i=Ho=d | 53. How old were yau when you had yourfirst menstrual period?
17 Have you ever had aninjurytoa bone muscle, figament, or tendon | { 54. How many periods have you fiad ia the last 12 months?
that caused you-to miss a practice or a game? Exglain “yes” answers ﬁere ' i

18, Hive You ever had any broken of fractured bones or distocated joints?

19. Have you evér had an injury that required x-rays, MRY, CF scan,
njections, therapy, a brace, a cast, or crutches?

20. Have you ever had a strass fracture? .

21 Have you-ever bee told that you hiave or have you had an x-ray for neck
.. tastability or atlantoaxial instability? (Down syndrome or dwarfism)

22. 0 you tegutarly use a brace, oftdtics, o ather assistive device?

23: Do you fiave a bione, misscle, of Joint inlury that tidthers you?

2: 0o any of your joints become painfud, swollen, feet warm, or took red?
25. Og you have -any htstory of 1uvenﬂe artheitis- ar connective tissue disease?

Lherety state mat, m the.best of my know[edge. my answers to the above questions are camplete and correct.
Sig o(aﬁtle!e N Signature of parentiguacdi . : C Date
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B PREPARTICIPATION PHYSICAL EVALUATION

Name Date of birth
PHYSICIAN REMIRDERS

1. Cansider additional questions on more sensitive issues
« {1 you feel stressed out or under a fat of pressure?
« Do you ever feel sad, hopeless, depressed, or anxious?
« Do you feel safe at your home or residence?
« Have you ever tried cigarettes, chewing tobacco, smuff, or dip?
« During the past 30 days, did you use chewing tobacco, snuff, or dip?
« Do you drink alcoho! ar 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 weight of improve your performance?
« Do you wear a seat belt, use 2 helmet, and use condoms?
2. Consider reviewing questions on cardiovascutar symptomis {questions 5-14).

Weight 0O Mate O Female
slon R 20/

Comected O Y ON
e N

-A'ppearanoe 4 .
« Marfan stigmata (kyphoscaliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hypertaxity, myogia, MVP, aortic insufficiency}

Eyeslears/nasefthroat

. Pupils equal

« Hegring

Lymgh fades

Heart® _

« Murmurs (auscultation standing, supine, +/- Val va)
« Location of point of maximal impulse Pl

Puses - . .

« Simultariequs femoral and radial pulses

Lungs - )

Genitaiinary (males only)"

Skin.. ' ]

« HSV, lesions suggesive of MRSA, tinea carporis

Neur 3

‘Back . -
"Shaulder/farm
Elbawilorearm
Wrist/nandffingers-
Hiphtigh”

'Kheg";-;, L L
Leglankle . -~

Fanctiofel - -

« Duck-walk, single leg hop )

“Cansidet ECE. echacardiograr, and referra! to cardotogy for shinonmal cardiacistary of exam.
Gonsider Gl exam if in privata setfng. Having tid party presentis recommended.
me«wmbmmm«ammwﬁmmm

5" Cleiiced tor ol sporis withaut restriction ~
) Cleiogifor ll spiorts without vestriction with recommendatians for further evaluation or treatment {oc

O'tNotdeared
" 01 Pending further evilisation
'O Foramy sports kN

= O Forcetdn sports

L Reaton

ﬁe'é'o&irneniﬁtions

1 frdve excitilifed the atiove-named student and completed the preparticlpation physical evatuation. The attilete does ngt present apparent clirlcal contraindications ta practice and
pattictpate jn the-sportis] as outfined above.Aeopyofmephysiﬁlmmismwm inmy office and can ba made avatiable to the schoot at the request of the parents. tfcondi-
tionsJrise diter tie alRicte ias beéh dledred {or participation, the physlclen may rescind the clearance imtil the probitem 1s resoived and the potential cohsequeénces afe comfletely
expizined to the athiete (and parents/guardians), : . . Coe

Address:

"Mt of physican (priniype) . Date
Signature of physician __-- : MD or 00
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