ATTENTION PARENT/GUARDIAN: The preparticiaption physical examination {page 3}-must be compleled by a health ¢are provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is to be filled sut By the patient and parent prigr to seeing the physician. The physician showid keeps copy of this form in the chart.)
Datg of Exam

Name Date of birth
Sex Age Grade School Spori(s)

Medicines and Allergies: Please lis all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) thal you are currently taking

Do you have any allergies? O Yes [ No If yes, please identiy specific allergy below.

0 Medicines B Pollens 1 Food 0 Stinging Insects
Explain “Yes” answers below, Clrcle questions you don't know the answers to.
GENERAL QUESTIONS Yes | Ko MEDICAL (UESTIONS Yes | No
1. Has a doctor ever denled or restricted your participalion in Sports for 26, Do you cough, wheeze, or have difficutty breaihing dusing or
- any reason? alter exereize?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler of taken asthma medicing?
betow: O Asthma O Anemia O Diabetes D Infections 28. ¥ therg anyone in your family who has asthma?
Other: 29, Were you born wilhout or are you missiag a kidney, an eye, a testiie
3. Have you ever spent the night in the hospital? {mates), your spleen, or any olher organ?
4, Have you ever had surgery? 30. De you have groi pain or 2 painfud bulge or hernia in he grain area?
HEART HEALTH QUESTINS ABOUT YOU Yot No 31, Have you had infectious menonucleosis (mono} within the last month?
5. Have you ever passed out or neardy passed out DURING or 32. Do you have any rashes, presstre sotes, or other skin problems?
AFTER exercise? 33. Have you had a herpes o MRSA skin infection?
> ﬁlmge;m&?ummm pain, Bghiness. oF pressuie in your 34. Have you ever had a h‘ead injury or coRCUSSHN? :
7. Does your Neart ever race or skip eals (regular beats) during exervise? . ﬁm‘;:ﬁ;g':ﬂfﬂ;ﬁ;:;zﬂ that caused confusion,
8 c"ﬁ;i:fﬂm;te:;;;’_'d You that you have any heart problems? i so, 36. Do you have a history of selzure disorder?
O High tload pressure 1 Abeart musmiur 37. Do you have headaches with exercise?
O High crolesterod O Aneart infection 38. Have you ever had nimbness. tinghing. of weakness in your amms or
O] Kawasaki disease Cther: legs after being hil or falling?
9, Has 2 docior ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever bean unable o move your amms of kgs after belng hit
echocardiogram) o faking?
10. Do you get lighineacied or feed more shor of breath than expected 40, Have you evar become ill while exercising in ihe heat?
during exercise? 41, Do you get frequent muscls cramps when exeriging?
11. Have you ever had an unexplained seizure? 42. Do you of Someons In your family have sickle cel Irait or disease?
12. Do you get more tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
during exercise? 44, Have you had any eye mjurigs?
HEART HEALTH Ims nBho VI:IIIJR FAMILY Yes | Mo 45, Do you wear glasses or contact lenses?
13 mi%ﬁwgﬁgﬁ; §3'$%2i3::gﬁ;¥3$z:glm:n 46. Do you wear prolective éyewear, such as goooles or a face shield?
drowning. unexplained car accident, or spdden infant death syndrome)? 47. Do you worry aboul your weight?
14, Does anyone in your famity have hypedrophic cardiontyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syliocme, arhythmegenic right ventricular cardiomyopathy, long OF lose weight?
:ow:mmgmmﬁm:da syndrome, or catechalaminergic 49. Are you.on a special diet or to you avuiy certain types of foods?
- 50, Have you ever had an eating disorder?
15 ﬁ:&m:&:m&mllr have a heart problem. pacermiaker. of 51. Do you have any concerns thal you would like to discuss wilh a doctor?
16. Has arwone in your family had unexplained fainting. unesplaineg FEMALES OHLY
seizures, or near drowning? 52. Have you ever had a mensirual petiod?
BONE AND JHHT QUESTIONS Yes | Mo 53. How old were you when you had your first menstrual perod?
17. Have you gver had an injury Io a bone, muscle, ligament, or tendon 54. Hpw many perinds have you hiad in the kast 12 monlhs?

that caused you to miss A practice or a game?
18. Have you ever had any broken or fractured bones or dishocated joints?

19. Have vou ever had an injury that required x-rays, MRE CT scan,
injections. Wkerapy, a brace, a cast, or crutches?

20. Have you ever had a slress fracture?

21. Have you ever been teld that you have or have you had an x-ray for neck
instabllity or atianivaxial instability? Down syadrome or dwarfism)

22. Do you reguiarty use a brace, orthotics, or olher assistive device?

23. Do you have 3 bone, muscle, or joint injury that bothers you?

24, Do any of your joinis become painful, swdlien, feet warm. or look red?
25. On you have any history of juvenile arthritis or conneciive tissue disease?

I hereby state that, to the best of my knowledge, my answers to the above guestions ave complete and correct.
Signature of athiele 5 ol [x fgLardh Date

Explain “yes” answers here
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NOTE: The preparticiaption physical examination must be condueted by a health care provider whe 1) is & licensed physician, advanced praclician
nurse, of physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Davelopment Module,

W PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS

1. Consider additional questions an more sensitive issues
* Do you feed stressed out or unider 3 int of pressure?
* Do you ever feel sad, hopedess, depressed, or anxious?
* Do you feed afe at yowr home or residence?
* Have you evet tried cigareties, chewing tobacco, snuff, o dip?
* During the past 30 days, diki you use chewing tohacco, snuff, or dip?
* Do you drink abcohol or use any other drugs?
* Have you ever taken anabolic sleroids of used any other performance supplement?
* Have you ever taken any supplements to help you gain of fose weight or Emprove your performance?
* Do you wear a seat belt, use a hewmet, and use cordoms?
2. Consider reviewing questions on cardiovascular symptoms {questions 5=14),

EXAMINATION

Height Weight O Mde O Female

BP ! { i ) Pulse Viston R 20/ L 20/ Comected Y O N
MEBHCAL HORMAL ABNORMAL FINDHNGS

Appearance

* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly.
arm span > height, hyperlaxity, myopla, MVF, 2or; ingufficiency)

Eyesfearsinpsafthroat

* Pupils equal

+ Hearlng

Lymph nides

Heart*

+ Murmurs (avsculiation staniding, supine, +/- Valsaba)

+ Location of point of imal impulse (PMi}

Pulses

» Simulanecus lemoral and radial pulses

Lungs

Abdomen

Genitourinary {males oniyy®

Skin

+ HEY lesiong suggestive of MBSA, linea corpons

TP

MUSCULOSKELETAL

Meck

Back

Shoulder/arm

ElbewAorearm

Wristhand/fingers

Hip/high

Knga

Len/ankle

Foot/tces

Funciignal

* Duck-walk, singie Jeg hop

Lonsider ECG, echocardippram, and referral o cardaiogy for aboormal cardia; histony or ekam.
*Congider GLI exam i i prrvate settng. Havig thwd pacty present is recommended.
“Conzider cogrine evalualion or basefing ychiatric tesing if 3 hislory of Sindheant concussion.

O Ceared for all sports without restriction
O Cleared for 2k sports without resiriction with recommendations for further evaliation or treatment for

O Mol tleared
O Pencting turther evaluation
O For any sports
B8 For cartan sports
Reazon
e dations

| have examined the above-naemed studenl and completed the preparticipation physical evaluation, The athlete does nef present appareni clinical contraindications 1o practice and
parlicipate in the spori(s) as outlined above. A copy of the physical exam is on record in my eflice and can be made avaifable to ihe school at the request of the pasents. If conditions
arise alter Ihe alhlete has heen cleared tor participation, a physician may rescing Ihe elearance umtil the pmplsm is resolved and the polential consequances are completely explained
to the athleis {and parentsiguardians).

Name of physician, advanced practice nurse [APN), physician assistant (PA) (prinbitype) Date

Add Phone

Signature of physician, APN, PA

Q2010 American Academy of Family Physicians, American Academy of Peciatrics, American Coflege of Sports Medicine, American Metical Sociely for Sports Medicing. American Orthopaedic
Sociely for Sports Meicine, and American Osteopatiic Academy of Spors Medicin. Permission is grantse lo reprni for roncommencial, educalional purposes with acknowleggment.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Mame Sex OM COF Age Date of birth
O Cleared for all sports without restriction

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

0O Not cleared
O Pending further evaluation
0O For any sports
O For certain sports

Reason

fecommendations

EMERGENCY INFORMATION
Allgrgies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

| have examined the above-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 schoo) at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is reselved and the potential consequences are compietely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phene

Signature of physician, APN, PA
Completed Cardiac Assessment Professional Development Module
Date Signalure
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Society for Sports Medicing, and American Osteopaific Academy of Sports Mevicine. Permission is granted to rearint for noncomimercial, educational purposes with acknowledgment.
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