B PREPARTICIPATICN PHYSICAL EVALUATION

HISTORY FORM

{Wote: This form is to be filled out by the patient and parent prior to seeing the physician. The physician shouid keep this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade Schaot Spori(s)

Msdicines and Allergies: Please fist all of the prescription and over-the-counter medicines and supplements (herbal and nudritional} that you are currently taking

Bo you have any allergiss? 0 Yes [ No If ves, pleass identify specific allergy beiow,
O Medicines 3 Polisns 3 Food £3 Stinging Insects
Explain “Yes" answers below. Clrcle questions you don't know the answers io.
| GENERAL QUESTIONS | : : Yes | No | WEDICALQUESTIONS R | Yes |

1. Has a doctor ever denied of restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during o [
any reason? after exercise?

2. Bo you have any ongoing medical conditions? #f 5o, please identify 27. Have you ever used an inhaler or taken asthma medicine? |
beiow: I3 Astima [ Anemiza [ Diabetes 3 fnfections 28. s there anyone in your famiy who has asthma? ﬁ
Other: - 28. Were you Bom withaut or are you missing a lddniey, an eye, a testicle |

3. Have you ever spent the night in the hospitai? (mates}, your spleen, or any other organ?

4. Have you ever had surgery? 30. Do you have groin pain or a painfal bulge or hernia in the groin area?

HEART HEALTH QUESTIONS ABOUT Y5 Yes ! Ho | 31. Have you had infectious mononucizosts {mano} within the last month?

5. Have you ever passed aut or nearly passed out DURING or 32. Do you have any rashes, pressure sofes, or ather skin problems?

AFTER exercise? : : |33, Have you tad & erpes or MRSA skin miection? ‘

6. mﬁ‘;g&;g&gm‘m pain. tightness, or pressure i your i 134, Have you ever had a head Injury or concussion? ‘

- - | 35. Have you sver had a it or biow to the head that caused confusion, :

7. Does yous heart ever 1ace or skip heats (meguiar beats} durlng exercise? ‘ pmlogged headache, or memery problemis?

8. Hasa mo;:;;; lt;)w you that yau have any heart prablems? If sg, HEY D6 you have a history of seizure disorder?

3 tgh blood pressure 3 Aheart murmur 37, Do you have headaches with exercise?
1 High cholestarol 3 Aheart infection 38. Have you ever had numbness, Ungling, or weakness In your anms ot
1 Kawasaki sisease Gther: legs after being it or faliing?
9. Has a doctor ever ardered a test for your heart? {For example, ECG/EKE, 39, Have you ever been unable to move your arms or fegs after being hit
echecardiogram) or falling?
18. Do you get lightheaded or feel more short of breath than expected 40, Have you ever become iff whila exercising in the heat?
during exercise? 41, Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or somesne i your family have sickle cell traif of disease?
i2. Do you get more tired or short of breath more quickdy than your friends 43. Have you hed any problems with your eyes or vision®
‘mmg gxerx_:lsg’A 44, Have you had any eye injuries?
5 ?:Al!t ﬂEﬁL;;?HESﬂBN& ABGUT TOUR f’zﬁw’ s L Yoz | o 45, Do you wear glasses or contact fenses?

. Has any family member or relative gied of heart problems or had an — ook -
unexpected or unexplained sudden death before age 56 (ncluding 45, Do you woar ad W" Such a5 goggles of  face shield?
drowning, unexplained car accident, or sudden infant death syntrome)? 47, Do you worry sbout your weight?

14. Does anyone in your family have hypertroghic cardiomyopathy, Marfan 48. Are you trying to or has anyone tecommended that you gaia o
syndrome, arrhythmogsanic right veniricular cardiomyopathy, long 0T lose weight?
syndrome, shori OF syndrems, Brugada syndrome, or catecholaminergic 4. Are you on a special diet or do you avaid cerfain types of tuods?
polymorphic ventricular tachycardia? =

15. Does fé: i1 your family have a heart problem, pacemaker, of 30 HNGY Shiclid & it ARG

: # a! ik £ =

knp!a:tx?; deimzl.;m:’? ¥ s 51. bo yau have ‘alvly concems that you would like fo discuss wth a doctar?
18. Has anyone in your family had unexplained fainting, unexpizined FEMALES ity

seizures, o near drowning? 52. Have you ever had a menstruat periog?
BONE AND JOINT QUESTIONS Yas | Ne | |53, How old were you wheo you had your first menstrual period?

17. Have you ever had an injury to @ bone, muscle, igament, or tendon
that caused you 1o #iss a practice o @ game?

18. Have you ever had any hroken or fractured bones or dislocated joints?

19. Have you evar had an injury that required x-rays, MPi, £T sean,
injections, therapy. 3 brace, a cast, of crutches?

20. Have you ever had 4 stress fracture?

21. Have you ever been toid that you have or have you had an x-ray for neck
instability or atfantoaxial instabilty? (Down syndrome or dwarfism)

22. Do you reguianly use a brace, orlhotics, or other assistive device?

23. Da you have a bone, muscle, or joint infury that bothers you?

24. Do any of your joints become painful, swollen, feel wam, or fook red?

25. Do you have any histary of juvenile arthritfs or connective tissue disease?

4. How many periods have you had in the fast 12 menths?

Explain “yes™ answers herg

i herely staie that, to the best of my knowledge, my answers to e above questions are complete and corvech,

of pes
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade Schaol Sport(s}

. Type of disability

. Date of Gisability

. Cause of disabllity (birth, disease, accidentirauma, othet

1
2
3. Classification (f available}
4,
5

. List the sports you are interested in playing

. Do you regulary use a bmca msﬁve device, or prosthetic?

. Do you use any special brace or assistive device for sparts?

6
7
8. Do you have any rashes, pressure sores, or any other skin problems?
9. Do you have a hearing loss? Do you use 3 hearing ald?

10. Do you have a visua! impairment?

-
pory

. Do you use any special devices for bawe! or bladder function?

12. Do you have burning or discomfort when utinating?

13. Have you had autonamic dysreflexia?

14, Have you ever been diagnosed with 2 heat-refated (hyperthemmia) or cold-refated thypothermia) illness?

15, Do you have muscla spasticity?

16. Oc you have frequent seizures that cannot be controlied by medication?

Explain “yes” answers here

Piease indicate if you have ever ad any of ihe following.

Allantoaxial instabitity

X-ray evaluation for atiantoaxial instability

DBislocated joints (more than ongj

Easy bleeding

Enarged spleen

Hepatitis

Ostenpenia or osteoperosis

Ditficulty contrailing bowel

Difficulty controiling bladder

Numbness or tingling In arms or hands

Numbness or fingling in legs or feet

Weakness in arms or hands

Weakness in tegs or feet

Recent change in coordination

Recent change in ability to walk

. Spina bifida

§ Latex allergy

Explain “yes” answers here

¢ nereby state that, to tie best of my Inowiedge, my answers to the above questions are compiste anif correct.

Signature of athlste e Stangture of parent/guardian




B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name i e T e . Datecfbmth

PHYSICIAK REMINDERS
1. Congsider addiional questions on miore sensitfve 1ssues

+ Do you feel stressed ott o under a fot of pressure?

= Da you ever feef sad, hopeless, depressed, or anxious?

= Do you feel safe at your home or residence?

» Have you ever tried cigaraties, chewling tobacco, snuff, or dip?

s During the past 3¢ days, gid you use chewing tobacco, Snuif, o dip?

= Do you drink aleohof or use ary other drugs?

« Have you sver taken anabelic steroids or used any ather performancs supplsment?

* Have you avar taken any supplements to help you gain of lose weight or improve your parfarmance?

» Do you wear a seat bell, uss 2 helmet, and use condoms?
2. Consider reviswing quastions on cardiovascular symptoms {questions 514}
EXAMINATION ! : e ’ |
Height Weight 0O Male [J Female :
Bp ! { H } Pulse Vision f 20/ L2/ Comected OY O N
MEDICAL o SoRMAL 1 ~ ASNDRMAL ANDINGS
Appearance
* Marfan stigmata (kyphascoliosis, high-arched palate, pectus excavatum, arachacdactyly,

aom span > height, hypariaxity, myopia, MVP, aortic Insufficiency) :
Eyesfears/nosefhroat
s Pupils equal
s Heanng
Lymph nodes
Heari®
* Murmurs (auscultation standing, suplne, +/- Valsaivaj
= [ gcation of point of maximal impulse {PMY)
Puises i
* Stmujtanequs femorat and radial puises :
Lungs —
Abdomen
Genitoirinary (males onfyP B
Skin
= HSV lesions suggestive of MRSA, finea corpons
Neurologic® s : o
MUSCULOSKELETAL : ]
Neck |
Back
Shoulder/arm
Ebgwioream
Weisthend/lingers
Hip/thigh
nee
Leg/ankle
Foottees
Functional
= Duck-walk, single feg hap
*Lansedar £0G, echocardiogram, and referral to cardiolooy for abnormet cardizg instory or sxam.

"Cangder GU exam if wn prvate satting. Having third party presant i cecommendsd,
Consider cognil fuation &r hassline hiatric testing if & hstory of significant concussion

T3 Cleared far alf sparts without restriction
O Cleared for alf sports without restriction with recommendations for further svaluation or treatment for

{3 Not cleared
O Pending further evaluation
£ For any sporis
£1 For certain Sports
Reason
Resommengatiens

i have examined the above-named student and complsted the preparticipation physical evaluation. The athiste does not present apparent clinicat canlrainttications to prectice and
participate in the sport(s) as cutlined above, A copy of the physical exam is on record in my office and can be made available to the Schuo! at the vequest of the parents, i condi-
Hons arise affer the athiete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are complately
expiained to the athiete {and parents/guandtans),

Name of physician {printitype} . e oo 9 g it e Date
Address Fhong

Signature of physician S e MD 07 DO

NI Amiarican Araramy Af Eamifu Bhssiniane Amacs nf ratrmne A 5 DPntinme nf Canrte 8$arsii, - R e T S | B A S AT I S e o TR e




B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth
B3 Cleared for all sports without restriction
£3 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

£3 Not cleared
O Pending further evaluation
O For any sports
[ For certain sporis

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation, The athiete does not present apparent
clinical contraindications io practice and participate in the spori(s} as ouilined ahove. A copy of the physical exam is on record in my office
and can be made availabie to the schooi at the request of the parents. ¥ conditions arise aiter the athiete has been cleared for participation,
the physician may rescind the clearance unti! the preblem is resoived and the potential consequences are completely explained to the athiefe
{and parents/guardians).

Name of physician {print/type} . o e Date .
Address Phone

Signature of physician , MDor DO

EMERQENCY INFCRMATION

Allergies

Other information




B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form {with your parents if younger than 18) before your appointment.
Name: - L ___ Date of birth:

Date of examination: ] ~ Sport(s):

Sex assigned at birth (F, M, or infersex): How do you identify your gender? (F, M, or other}):

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutrifional).

Do you have any dllergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 {PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems2 (check box next to appropriate number)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge o 1 O2 3
Not being able to stop or control worrying o L1 2 3
Little interest or pleasure in doing things o O 2 a3
Feeling down, depressed, or hopeless o 1 2 3

(A sum of =3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes. )

GENERAE QUESHONS
{Explain “Yes” answers atithe endiof this form:

HEART HEALTH! QUESTIONS ABQUT YOU
(CONTINUED) Yes No
9. Do you get light-headed or feel shorter of breath

1. Do you have any concerns that you would like to than your friends during exercise?
discuss with your provider?

| Gircle questions ifyou don‘tknowithe answer.)

10. Have you ever had a seizure?

2. Has a provider ever denied or restricted your
participation in sports for any reason?

HEART HEALTH QUESTIONSABOUT YOUR FAMILY:

11. Has any family member or relafive died of heart
problems or had an unexpected or unexplained
sudden death before age 35 years {including
drowning or unexplained car crash}?

3. Do you have any ongoing medical issues or
recent illness?

4. Have you ever pc:ssed out or near|y pcssed out
during or after exercise?

12. Does anyone in your family have a genetic heart
problem such as hypertrophic cardiomyopathy
(HCM), Marfan syndrome, arrhythmogenic right

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

6. Does your heart ever race, flutter in your chest, ventricular cardiomyopathy (ARVC), long QT
or skip beats (irregular beats) during exercise? syndrome (LQTS), short QT syndrome [SQTS),

7. Has a doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-
heart problems? morphic ventricular tachycardia (CPVT)2

8. Has a docior ever requested  test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 352




BONEAND JOINT QUESTIONS Yes No MEDICAL QUESHIONS {CONTINUED) Yes No
14. Have you ever had a stress fracture or an injury 25. Do you worry about your weight?
to a bone, muscle, ligament, joint, or tendon that 26. Are you frying fo or has anyone recommended
caused you fo miss a practice or game? that you gain or lose weight?
15. Do you have a bone, muscle, ligament, or joint 27. Are you on a special diet or do you avoid
injury that bothers you? certain types of foeds or food groups?
MEDICAL QUESTIONS Yes No 28. Have you ever had an eating disorder?
16. Do you cough, wheeze, or have difficulty FEMALES ONLY.

breathing during or affer exercise?

17.

Are you missing a kidney, an eye, a testicle
(males), your spleen, or any other organ?

29. Have you ever had a menstrual pericd?

. Do you have groin or testicle pain or a painful

bulge or hemia in the groin area?

30. How old were you when you had your first
menstrual period?

Do you have any recurring skin rashes or
rashes that come and go, including herpes or

methicillin-resistant Staphylococcus aureus
(MRSA)2

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?2

. Have you ever had numbness, had tingling, had

weakness in your arms or legs, or been unable
to move your arms or legs affer being hit or
falting?

. Have you ever become ill while exercising in the

heat®

Do you or does someone in your family have
sickle cell trait or disease?

Have you ever had or do you have any prob-
lems with your eyes or vision?

Explain “Yes” answers here.

|
|

| hereby state that, to the best of my knowledge, my answers to the questions on this form are complete
and correct.

Signature of athlete:

Signature of parent or guardian:
Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.



