PREPARTICIPATION PHYSICAL EVALUATION ~- PHYSICAL EXAMINATION

Student’'s Name Sex Age Date of Birth

Height Weight % Body fat (optional} Pulse BP / { / , / )
brachial blood pressure while sitting

Vision: R 20/ L 20/ _ Corrected: [JY [N Pupils: [] Equal [ Unequal

As a minimum requirement, this Physical Examination Form must be completed prior to junior high athletic participation and
again prior to first and third years of high school athletic participation. It must be completed if there are yes answets to specific
questions on the student's MEDICAL HISTORY FORM on the reverse side. * Local district policy may vequire an annual physical
exun

NORMAL ABNORMAL FINDINGS INITIALS*

MEDICAL

Appearance
Eyes/Ears/Nose/Throat

Lymph Nodes

Heart-Auscuitation of the heatt in
the supine position.
Heart-Auscultation of the heatt in
the standing position.
Heart-Lower extremity pulses
Pulses

Lungs

Abdomen

Genitalia (males only)

Skin

Marfan’s stigmata (arachnodactyly,
pectus excavatum, joint
hypermobility, scoliosis)
MUSCULOSKELETAL

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand

Hip/Thigh

Knee

| Leg/Ankle

Foot

*gtation-based examination only
CLEARANCE
O Cleared

[0 Cleared after completing evaluation/rehabilitation for:

O Not cleared for: Reason:

Recommendations:

The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Board of

Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,
or a Doctor of Chivopractic. Examination forms signed by any other health care practitioner, will not be accepted.

Name (print/type) Date of BExamination:

Address:

Phone Number:

Signature:

Must be completed before a student participates in any practice, before, during or after school, (both in-season and out-of-scason) or games/matches,




2020
PREPARTICIPATION PHYSICAL EVALUATION — MEDICAL HISTORY

This REDICAL HISTORY FORM mus! be completed arauetly by parent {or guerdien) and student in oidor for the sludant to parilcipele in sthtalic aclivities, Thase fons are designed to d Wne if the student has
dovalopes any candilion which would mako it hezardous (o parsitipale In 2n athielio svent,
Sludent's Name: {print) sex Age Date of Birth
Address Phone
Grade School
Personal Physiclan Phons
in case of amergency, contact
Name Refaflonship Phone(H} (W}
Explain "Yes" answers in the box bslow**. Circle questions you don't know {he answers to,
Yes o Yes No
1. Have you had & medical iliness or injury since your last (] Q 13, Have you ever gotien unexpectedly short of breath with a =]
check up or sports physlcai? exarcise?
2. Have you been hospitalized overnight in the past year? 8] Q Do you heve asthma? aQ [m}
Have you ever had surgery? 0 c Do you have seasonal allergies that require medical 0 ]
3. Have you ever had prier testing for the heart ordered by a W] a treatment?
physictan? 14. Do you use any special protective or corrective equipment D a
Have you ever passed out during or alter exercise? D g or devices thal aren't usuafly used
Have you ever had chest pain during or after exercise? 0 8] for your sport or posttion {for exampla, kaee brace, special
Do yolu g?ei tired more quickly than your friends do durlng O =] neck toll, foot orthotics, retalner an your teeth, hearing
exerclse aid}?
Have you ever had racing of your heal or skipped @] 0 16. Have you ever had a sprain, sirain, or swelling after O
heartbeats? Injury?
Have you had high biocd pressure or high choleslerof? [m] W] Have you braken or fractured any bones or dlstocaled any @}
Have you ever been fold you have a hearl murmur? ] [w joinis?
Has any family member or relalive died of heart problems O O Have you had any other problems with pain or swelling In O G
or of sudden unexpected death before ags 507 muscles, tendons, benes, or jolits?
Has any family member been diagnosed with enlarged o [} Ifyes, check appropriate box and explaln betow:
hearl, {ditated cardlomyopathy},
hypertrophic cardiomyopathy, long QT syndrome or other O Head O Elbow O Hip
ton channalpathy 3 Neck O Forearm O Thigh
{Brugada syndroma, etc), Marfan's syndrome, or abnormal 0 Back £ Wilst OKnee
heari rhythm? O Chest O Hand 0 Shin/Caif
Have you had a severe viraf infection {for exampla, =] Q 0 Shoulder OFinger 0 Ankie
myacarditis or raenonucleosis) within the 3 Upper Arm QOFoot
tast month? 16. Do you want to weigh more or fess than you do now? 0 0
Has a physlcian ever denied or reskicted yous paricipation O (W] 17. Do you fee| stressed out? %] 8]
in sports for any heart problems? 18. Have you ever heen dlagnosed wilh or treated for sickle 0 m]
4. Have you ever had a head injury or concussion? =} cell tait or celi disease? :
Have you evar baen knocked out, become unconsecious, or O3 O Famale Only
lost your memory? 19. When was your first mensirual perlod?
If yos, how many limes?
When was your last concussion? : When was your most recent menstrual period?
How severe was sach one? (Explaln bejow) How much time do you usually have fram the start of one
Have you ever had a seizure? @] 0 pericd to the start of another?
Do you have frequent or severe headaches? ] Q
Have you ever had numbness or tingling in your arims, 0 ] How many periods have you had in the last year?
hands, legs or feet? —
Have you ever had a stinger. burner, or pinched nerve? a a What was the [ongest time belween perfods in the fast
5. Are you missing any palred organs? a a VeAr? e,
6. Are you under a doctor's care? @] O Male Only
7. Are you currenily taking any prescription or non- u] a 20. Do you have fwo teslictes?

prescription (ovar-the-counter} medication or 21. Da you have any tesficular swealiing or masses?
pifis or using an inhaler?

©
g
(@]

Do you have any altergies (for example, to poffen, D An electrosardiogram {(ECG} Is not raquired, By checking this box, | choose to
mediclne, food, or sfinglng insecls)? obtain an ECG for my student for additional screening, | have read and understand

9. Have you ever been dizzy during or after exercise? 0 © | the Information about cardiac screening.  understand it s the responsiblity of m
10. Do you have any current skin problems (for example, O O | famiiy to schedule and pay for such mg& ponsibily of my
itching, rashes, acne, warls, fungus, or
11 E’Ifslets)? Il f ising in the heat? ] (=]
. Have you ever become ill from axercising in the heat ‘An Individual answaring fn the afiranlve te an
y quastion ratating to a possible cardiovascalar heallh lssue
12, Have you had any pi roblems with your eyes or vision? o 0 {quaation three above), as ldontified on the form, should be ranfriciad from furiher pation uatit the
Individuat is sxamined and elanred hy 8 phystclan, phyaicl | hl or nurka practiiloner.

“EXPLAIN 'YES' ANSWERS IN THE BOX BELOW (allach onother sheet if necassary}:

Iis uadorstood ihiat even though profeclive equipmant Is wor by the alhlele, whenever neadad, e possibiy of an accldent stk remains. Neither the University Interscholestiv Laagus nor the schodl assumes any. rasponslbifty
in case an accident occurs,

#, In the judgment of any ropresontative of the school, tha ahove student should nesd Immodialé care and irsatment as & rosolt of any injury or sichaess, | 0o happhy request, authoriza, and consenl 16 stch care and trealmont ns
may bo given sakd student by any phiysician, aliiollc trainar, nurse or schaol mpreseniative. I do horeby agres fo Indemnlly and save hamntass the school and any schoo! or hospltal ropreseniative from any clalin by any person on
account of such cane and tresiment of soid student.

#, hehvoen this dale and the haginning of alhielio competilion, any Hlness or injury should accur thal may limil this student’s padtisipation, f agree (o notily tha schoot althoritios of such itness orfnfury.

hoeraby atate that, to tha kesl of my my 1o (ha abova lons are pléte and corcact. Falluze Lo provide truthiut resgponses could subject the student in question ¢ ponaliies detenmined by e UIL.

Student Signature; Parant/Guardlan Signat Date:

Any Yes answar to quostlons 1, 2, 3, 4, 5, or & raqulres fusther medical evaluation wivieh may include 2 pliysical exeminalion, ViAilien Ciaarance fFom a phyalclrn, physiclan assistaal, ohlropracter, or nursa prachitioneris
tred bofors sny partiotp ik @ ) gites of matohes, THIS FORM MUST BE ON FILE PRIOR TO PARTICIPATION N ANY PRACTICE, SCRIMMAQE OR CONTEST BEFORE, DURING OR AFTER SGHOOL.

For Schuof Use Only:
This Medica} History Form was raviewed by: Prinfed Nams Date. Signature




