B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Wate: This form Is to ba fiiled aut by the patient and parent pricr to soeing the physieisn. The physiclan should keem copy of this form in the chart)
Data of Exam —
Nama Date of birth

Sex Age Grada sehoal _ Sport(s)

Madicines and Allergies: Please list afl of the prescription and avar-the-counter madicines and supplements (erbal and autritional that you are currently taking

Do yau have any allargles? O vYes O No Ifyes, please identify spacific allergy below.
0 Medicinas 0 Poltens 0 Food [} Stinging Insacts

Explaln “Yes" answers kielow, Circle tuestions you don’t know the answers to,

26. Da you cough, wheeze, or have difficuity breathing during or
afler axerclsa?

1, Kas a doctar ever denfad or rastricted vou participation in sports for
any reason?

2, o yau have any engoing madical conditions? If so, please ldentify

27,

-

Have you ever used an inhaler or takan asthma medicing?

bolow: 3 Asthma 1 Anemia EJ Diabetes O Intections 28, Is there eayane in your family who has astima?

Other: 28, Ware you borm without or are you missing a kidnay, an ays, & testicle
2, Hava you aver spent the night in the hospitai? {males), your spleen, o¢ dny ather organ?
4. Hava you ever had surgary? 30, Do you hava groin paln or a painful bulga or hamia In the groln area?

; 31, Have you had infactious mononucteoskz {mona) within the ast month?

5. Have you evar passad out or nearly passed out DURING or 42. Do you have any rashes, pressure sores, or other skin problams?

AFTER exerclan? 33. Have you had a herpes or MRSA skin infection?
8. Hava you aver had discomfort, pain, Ughiness, or pressurs in your 34, Have you aver had a head {ajury or concussion?

chest during exarcise?

35, Have you evar had a hit or biow to the head that caused confuslon,

7. Does your heart ever rce or skip beats (imegular beats) during exercisa? pralonged headache, o memory problems?
8. Has B dogkor ever tofd you that you have any hear! groblems? if so, 36, Do you have  histury of sefzure diserdar?

check all that apply:

O High bioad pressura O Aheart murmir 37. Do you kave headaches with exerclag?

O High cholestaral O A heart infectian 38. Hava you aver had numbness, {iagiing, or weakness in your arms qF

O Kawasaki disease Other: lags after baing hit or falling?
(ot 30, Have yau ever been unable to move your arms or logs after baing hit

0, Has 4 doctor ever ordferad a test for yeur heart? (For example, ECR/EKG,
echocardipgram) o fafllng?
10. Do you get Iightheadsd or feel more shart of breath than expected 40, Have you evar beeoma il whila exerelsing in the heat?
during exarcise? 41, Do you gat frequent musele cramps whan exercising?
11, Hava you ever had an unexplained selzure? 42, Do you or someone in yaur famby have slekie cell trait or disease?
12, Do you get more tired oF short of breath mare quickiy than your fieads 43, Have yau had any problams with yeur eyes or vislon?
during exarclsg? 44, Hava you had any eye injures?
o h iy et e e n i i 45, Do you wear glasses or contact lenses?
. Has any family membsr or refative died of heart problams or had an
unsxgected or briaxplained sudden death before age 60 (including 48, Dg you wear pratoctive syewsar, such a5 gogglas or a face shiekd?
drowning, unexplalned oar accident, er sudden infant death syndrome)? 47. Do yau worry about yaur weight?
14, Boes anyone In yaur family have hypsriraphic cardiamyopathy, Marfan 48, Are you irying to or hias anyane recommandsd that you galn of
syndrame, arrhylhmagenit fight ventricutar cardlomyapathy, fong QT lose welght?
svnﬂmmeﬁlshongf svngor‘t\w‘ Brg;ggda syadrame, or catachalantnergl 48. Are you on a spacial diet ar do you avald certain fypes of foods?
™ r;oﬁrmom ¢ v{en c{:l{ar I © :ca ah ppr—— . 60, Hava you ever had an eating disorder?
, Does anyone (n your famhy have a heart problam, pacemaker, or " o yaa have any concerns thal yau w e

implanted defibrillator?

16, Has anyond in your family had unexplained fainfing, unexplained
gofzures, o near drowning? '

42, Have you ever had a menstrual period?
53. How old wete you when you had your ficst manstrual paricd?
. Have yaui ever had an injury fo a bone, muscle, fgament, ar tenden 64, How many periods hava you had in the fast 12 months?

that caused you to miss a praclice or a game? Explain “yes” answers here
18. Have you ever had any biroker: or fracturad ones of disfocated Jolnts?

19, Have yau ever had an Injury that required x-rays, MRI, CT scen,
injections, (harapy, a brace, a cast, or cruichas?

20. Have you ever had a stress fracture?

21, Have you ever been told that you hava or have you had an x-ray for neck
tnatahility or atfantoaxial instability? (Down syndrome or dwarfism)

22. Qlo you ragulacly use a brace, orthotics, or other asslstive device?

23. Do you have & bone, muscle, or Joint injury that bothers you?

24, Op any of your jolnds became painful, Swollea, fael warm, of look red?
25, Oo you hava any history of juvenile arlhritis e connactive Ussue disease?

I hereby stats that, to the best of my knowledge, my answers to e ahove questions are complete and correct.

.

Signature of athiste Slgnature of parentiguardan Pap,

©2010 Amerfcan Acadenty of Family Physiclans, American Academ} of Pediatrics, Amerfoan Coflege of Sports Medicing, American Medical Seclely for Sports Medieine, American Orthopaedio
Sociely for Sparts Medicine, and Amedcan Osteopalhic Academy of Sponis Mealzie, Parmission 15 granted t reprint for noncommercial, educational purposes with acknowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birlh

Age Grade School Sporifs)

Sex

. Typa of disabllity ]

Tinba af dicabilh,
e 1 iy

. Classification {if avaifabie)
. Cause of disabliity (birth, dissase, accldent/trauma, othar}
. List the sports you am Interested in playing ] s e

olalwis]|~

8. Do you rogulasly vae & bravo, agolntiva devios, or proethetic?
7. Do yau use eny speclal braca or assistive davica for sporis?
8

9

._Do you have any rashes, prossure sares, or any othar skin problems?
. Do you have 4 hearing (0387 Do you use & fearng ald?
10. o you: have a visval impaiment?
11, Do you use any spectal devices far owed or bidder Rinction?
12, Do yau have birrning or discomfart whan urinating?
13, Have yau had autonomic dysreflexta?
14. Have you ever bean diagnosed with a heat-ralatad (hypertherinia) or cold-related (hypathermia) iMness?
16. Do you hava muscle spasticity?
18. Do you have frequent sefzures that cannat he vontrolled by ingdication?

Explain "yes” answers hare

Pieaga Iidicate if you have ever had any of the fallawing.

2 sy
Ablantoaxial instability
X-ray evaluation for atlantoaxtal inatabilty
Dictocatat jolnts (mare tah one)

Easy bleeding

Enlarged gpleen

Hepatitis

{steapenia or osteoporosis
Diffleulty contraling bewet
Difficutly cantroling bladder
Hlumbness or tingling fn 2rms or hands
Numbness or Uingling In legs or fest
Weaknass In arms ar hands
Weaknass In lags or feet

PFiacant changa in coardinatian
Recent change in ability fo walk
Spina bifida

Latex affergy

Explain “yes" anawers here

1 heraby state that, to the best of my knowledge, my answers to the above quastions are compiete and comrect,

Yipalwe of athlele Sinatura al parent i Daly

©2010 American Academy of Family Physicians, Ameriean Aaadsm/ of Padlatrles, Ameariean Callege of Sports Medizing, Amarican Medieal Satdety for Sports Medlchne, Amertcan Orthopasdlc
Soclely for Sparts Madleing, and American Osfeopalhic Acadlsmy of Sparts Metdiointg, Pormissian (¢ granted ta rapein! for noreominarcial, educationa! purposes with acknowledgment.
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@;L 5 AL
B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

SR

Date of hirth

Name

PHYSIC!AN REMINDERS
1. Consider additional questions on more sangftive isguas
* Do you feet stressed aut ar ender a fot of pressure?
* Da yous aver fael sad, hopeless, depressed, or anxious?
* Po yots fae! safe at your home or residence?
* Have you ever tried clgarettes, chawlng tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tohagoo, snufl, or dip?
* Do you drink atcohal or use any ather drugs?
* Have you ever taken enahollc stareids or used any ather performance supplement?
* Have you ever taken any supplements to help yau pain or lose welght or Imprave your gerfermanea?
* o you wear o seat bett, use a halmet, and use condoms?
2, Cansidar reviswing quastions on cardiovascular symptams (questions 6--14),

W!ght 0 Mals O female
{ / } Puisg Vislon A 20/ Laor Comected L3 Y ON

Apmnce
» Marfan stigmatz (kyphoscoliosis, high-arched palate, pectus excavatum, arachaodactyly,
arm span > halghi, hypertaxity, myopla, MVP, gortic [nsulficiency}

Eyes/eans/nosa/throat
* Puplis equal

» Haaring

Lymphy nodes

Heart®
« Murmurs {auscuttation standing, supine, +/- Valsala)
« Lacation of point of maximal impulse M)

Puises
+ Simullaneous femoral and radlal pulses

Lungs
Ahdoman
Genitourinary (males only}®

Skin
= HSV, lesions sugnestive of MRSA, inea corpesis

eu [

Back

Shoulder/asm
Elbgw/forearm
Wiisthand/fingers

Hip/thigh

Knee

Leg/ankle

Foottaes

Functional

» Duck-walk, single fag hop

Congldar EGG, echocardiogram, and referral te cardiology for abnarmal ¢andiac history or gxam.
Yonalder Gl exam if I privals Betting, Having third parly present s recontrmended.
“Consldar coqnitiva evatation or baseling neuropsychiatric testing if a hlstory of significant concusslon.

[ Ciearad for all sports withaut restriclion
0 Cleared for all sport withoul restriction with recommendations for fusstiver evaluation or treatrent for

O Kot cleared
01 Pending further avaluation

O For any sports
O For certain sports
Reason
Recommandatiens

| have examined the above-named student and complefed {he prepariizipalion physicat evaluation, The athlete does ot pragent apparent elinleal eantraindications to practice and
particlpate in the sporiis) as outlined aliove. A copy of the physical exam is on record in my office and can de made availahla to the schood at the request of the pareats. i conditions
atfen allar the alhtete hag been clsared for participation, a physician may reseind the clearance until the problem is resaived and the patential consequences are completely explained

1 {he athlete (and parenls/quardians),

Name of physician, advanced practice nurse (APN), physician asslstant (PA) (print/type), Date of exam
Address Phone
Signature of ghysician, APN, PA

@2010 American Academy of Family Physicians, Amarican Academy af Padiatrics, American Coflege of Spurts Medicing, Amerioan Medical Socisty for Sports Madicina, American Orthopaadic
Soclely for Sports Medicing, and American Osteopative Academy of Sports Medfcine. Permission i granted to teprint for noncommareial, educational pupeses with acknawledgmant.
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¥ PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM "

Name Sex DM OF Age Dataofbirth _______ =~

O Cleared for alf sports without restriction
U1 Cleared for alf sports without restriction with recommendations for further evaluation or treatment for

O3 Mot cleared
8 Panding further evaluation
E1 For any sports
O For certaln sports
Reason

Recommendations

EMERGENCY INFORMATION
Alfergies

Other information

HCP OFFIGE STAMP SCHOOL PHYSICIAN;
Reviswed on
{Date)
Approved Not Approved
Signature:,

i have examined the ahove-named student and completed the preparticipation physical evaluation, The atilete does not present apparent
clinical contraindications to practice and particinate in the sport(s) as outiined abave. A copy of the physical exam is on record in my office
and can be made available to the school at t~ “aquest of the parents. if conditions arise afier the athiete has heen cleared far 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 physlclan, advanced practice nurse (APN), physiclan assistant (PA) Date

Address Phone

Signature of physician, AFN, PA

Completed Cardiao Assessment Professional Development Madule

Date Signature

©2010 American Avadamy of Camily Physicians, Amenican Academ ¥ of Padialrics, American College of Sparts Madicine, Ameriean Medical Sclety for Sports Medlcine, Amarican Orthopaetic
Sociely for Sporls Medieing, and Amerfean Osteopathic Acadamy of Sgorts Medicing, Permission is granted to reprint for noaeommerelal, educational purgoses with acknowledgment,
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