ATTERTION PARENT/GUARDIAN: “The preparticipation physical examinafion {page 3) must ba completed by & health care pmwder who has complated
the Student-Athiete Cardiac Assessment Professlonal Development Module,

PREFPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

ﬁ{“ {Note: This form is to be filed out by the pafient and parent prior fo seeing the physician. The physician shouid keegm copy of this form In the chart,)
» Date of Exam

Name Date of hirth

Sex Age Grade School Speri(s)

Medicines and Allergies: Please list all of the prescription and ever-the-ceuntsr medicines and supplements (herbal and autriticnal) that you are currantly taking

Do you have any allergies? [ Yes 0O No If yes, please identify specific allergy below,
O Medicines O Pollens 1 Foed [ Stinging insacts

Explain “Yes" answers below, Gircle questinns vou don’t knnw the answers to,

GENERAL OUESTIONS : 5 s oy lgg ] FMEDIGAL QUESTIONS - R L T Ed B TR
+. Has a docfor aver denied or restricted your particlpalmn in sporls Tor 26. Do you cough, wheeze, or ha"" d‘ﬂ'“”“" b"“th'“g d“”"g or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, plaass iantify 27. Have you ever used an inhafer or taken asthma medicina?
bejow: [0 Asthma [ Anemia [ Diabeles [ nfeclions 28, |s thera anyone in your famlly who has aslhma?
Other, 29, Were you born without or are you missing a kidney, an eye, a testide
3, Have you ever spent the night in the hospfal? {males), your spleen, or any other organ?
4. Have you ever hat surgeny? 30, Do you hava groin pain or & painful bulge or hernla in the grolh area?
HEART HEALTH DUESTIONS ABOUT YOI 1 $¥es |- Mo | 31, Have you had infectious mononuclecsis (mono) within the tast month?
5, Have you ever passed out or nearly passed out DURING or 32, Do you have any rashes, pressure sores, or other skin problems?
AFTER exerolse? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had_d\scumfort. pain, lightness, or pressure in your 34. Have you sver had a hoad injury of concusslon?
chest during exercise? -
- - 38, Have you ever had a hit or blow to the head that caused confusion,
7. Does your heart ever race or skip beats {rregular beats) during exercise? prolonged headache, ar memary problems?
8. Has a doctor ever told ycu that you have any heart problems? If so, 38, Do you have a history of seizure disorder?

cheei afl that apply;

O High blood pressure O A heart murmur 3

=l

. Do you have headaches with exerclse?

O High cholesterot [ A heart Infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[ Kawasaki disease Other: {ags atter belng hit or falling?

9, Has a doctor ever orderad a test for your heart? (For examyple, ECG/EKG, 39, Have you ever haen unable to move your arme or legs after being hit

echocardiogram} or falling?
1. Do you get lightheaded or feel more short of breath than expected 40, Have you ever become Il whila exerclsing in the heat?

turing exercise? 41. Do you get frequent muscie cramps when exercising?
11. Have you ever had an unaxplained seizure? 42, Do you or scmeone In your family have sickle cell tralt or disease?
12, Do you get more tired or short of breath mors quickly than your friends 43, Have you had any problems with your eyes or vision?

i isp?

turing exeroise? — L L1 [ 44 Have you had any eye injuries?
?EART HEAthIi QUES“:,INS ABID:'!T :&:Udﬂ I:gMIFI;V - i - d ] .o LTS PP you wear giasses or contact lenses?

3, Has any family member or relative died of heart problems or had an : -
unexpected or unexplained sudden death before age 50 {including 46. Da you wear proteotive Syawaal, such as goggles of & faca shieid?
drowning, unexplained car accident, or sudden infant death syndrome)? 47, Do you wurry about your weight?

14, Does anyone I your family have hypertrophic cardiomyopathy, Marfah 48, Are you trying o or has anyone recommended that you gain or
syndrome, arrhythmogenic right veniricufar cardicrmyopathy, long QT lose welght?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergle 49. Arg you on a special diet or do you avoid certaln types of foods?
nolymorphic ventricular tachycardia?

P I —— Pp— ” 50, Have you ever had an eating disorder?

. nyone In your family have a heart problam, pacemaer,

;rﬁzi;:leyd"ﬁaﬁ';mmam 4 P F ner 51, Do you have any congarns that you would fike to dlscuss wﬁh a doctor?_ |

16, Has anyane In your family had unexplained fainting, unexpialned FEMALES DIfLY. R s
seizures, or near drowning? 62, Have you ever had a menstryal pariod?

BONE AND- J0INT QUESTIONS . - Yesi}i:No_ '] |52 How old were you when you had your first mensirual patiod?

$7. Have you aver had an injury to a bong, muscle, lgament, or tondon 54, How many pericds have you had in the last 12 months?

that caused you to miss a practice or a game?
18, Hava you ever had any broken or feactured bones or dislecated jolnts?

19. Have you ever had an Injury that required x-rays, MR, CT scan,
Injections, therapy, a brace, a cast, or crutches?

Have you ever had a stress fracture?

Hava yeu ever been told that you have or have you had an x-ray for reck
instability or atlanloaxial instability? (Down syndreme or dwarflsm)

Do you reqularly use a brace, orthotics, or other assistive device?

Do you have a bons, muscte, or Joint injury thal bothers you?

Do any of your Jeints become palnfut, swollen, feel warm, or look red?
D¢ you have any histery of juvenite arthritls or conneclive tissue disease?

Explain "yes" answers here

2
21,

=4

jay

2
2
2
25,

~

==

=

3]

| hereby state that, fo the best of my knowledge, my answers to the above questions are complete and correct,

Signature of alhlete Signature of paran¥guardian Date

© 2010 American Academy of Family Phiysicians, American Academy of Pediatrics, American Coffege of Sporls Medicine, American Medical Soclely for Spotis Medicine, American Orthopacdie
Sociely for Sports Medicine, and American Osteopathic Acadamy of Sports Medicine. Permission is gramted lo reprint for noncommercial, educational purposes with acknawiedgment.
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Mame Date of birth

Sex Age Grade School Sport(s)

Type of disability
Date of disabllity
Crassification (if avaliable)

Cause of disability (birth, disease, accidenl/trauma, other)
List the sports you are interested In playing

Ll Bl Il Bl

Lh¥es [

6, Da you regularly use a brace, assistive devics, or prosthetic?
7. Do you use any speclal brace or assistive device for sparts?
8, Do yeu have any rashes, pressure sores, or any other skin problems?

9, Do you have a hearing loss? Do you use a hearing aid?

10, Do you have a visual impaivment?

11, Do you tise any special devices for howel or bladder function?

12. Do you have burning or discomfort when urinating?

13, Have you had autonomic dysreflexia?

14, Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermiz) ilness?

1%, Do you have muscle spaslicity?

16. Do you have frequent seizures that cannot b controiled by medication?

Explain “yes” answers here

Pleass Indicate if you have ever had any of the following.

e

Allantoaxial instability
X-ray evaluation for atlanteaxlal instabiilty
Dislocated joints {more than one)

Easy bleeding

Erlarged splaen

Hapatitis

Osteopenta or nsteoporosis

Difficulty controlling bowel

Difficulty contralling bladder

Numbness or ingling 0 arms ar hands
Numbness or tingling in legs or fesf
Weakness in arms or hands

Waakness in lags or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain "yes” answets here

| herehy state that, to the best of my knowtedge, my answers to the above tquestions are complete and correct,

Slgnature of athlate Sianalure of parent/guardian Dats

©2010 Ametican Academy of Famlly Physiclans, Aimerlcan Academy of Pedialrics, American College of Sports Medlcine, Amerlcan Medical Society for Sports Medichie, American Orthopaedic
Seciety for Sports Madicine, and American Osteopatiie Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledament.
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I\[OTE' The preparﬂmapt;on physmal exammahon must be conducted by a haalth care provider who 1) is a icerised physmian advanced practlce
nirse, or physician assistant; and 2) completed the Student- Athlete Cardige Assessment Professional Development Module, - :

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PRYSICIAN REMIINDERS

1. Goensider additional questions on mare sensitive ssues
* Do you feel stressed out or under a lot of pressure?
* Do you ever fee] sad, hopeless, depressed, or amdous?
“ Da you feel safe at your home or residence?
® Have you ever irled sigareties, chewing tobacco, snuff, or dig? Dafe of Exam H
® During the past 30 days, did you use chewing Yebacce, Snuff, o¢ dip?
* Do yeu drink alcohol or use any sther drugs?
° Have you ever taken anabolic steroids or used any other performance supplement?
° Have you ever taken any supplements ta help you gain or fose weight or improve yaur performance?

® Do you wear a seat beil, use a helmet, and use cendoms?
2. Conslder reviewing quastions on cardiovascular sympiams {quesiluns 51 4)

EXAMINATION: S ST e
Height Weight g Male O Female

BP / { ! ) Pulse Vision R 20/ L 20/ Corrected [OY O N

CMEDIGAL: ek i e e e NORMALS ] B R U ARNORMAL FINDINGS: Sy
Appearance

« Marfan stigmata (kyphoscallosls, high-arched palate, pectus excavatum, arachnodaciyly,
arm gpan > height, hyperlaxity, myopla, MVE aortic insulflciency)

Eyes/ears/nose/throat
= Pupils equat

s Hearlng

Lymph nodes

Heart?
» Murmurs (auscultation standing, supine, +/~ Valsalva)
= {ocaticn of point of maximal impuise (PMI)

Pulses
+ Simuitanecus femoral and radial puises

Lungs

Andomen

Genltourinary (males anly)®

SKin

o HSV, lesions stiggestive of MRSA, tinea corporls
Netrologic®
MUSCULOSKELETA
Neck

Back

Shoulder/arm
Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Kniga

Leg/ankle

Foat/toes
Functional

+ Duck-walk, single leg hop

*Conglder ECG, echocard|ogram, and referral to cardiology for abnormat cardfac history or exam.
*Conslder GU exam if in private sefting. Having third party present is recommended.
“Consider cognitive evaluaticn or baseline neurapsychiatric testing il a history of slgnificant concussion,

O Cleared for all sports without restriction
[l Cleared for all sports without restriction with recommendatiens for furlher evaluation or treatment for

O Not cleared
O Pending further gvaluaticn
O For any sports

O For certain sports
Reason

Recommendations

1 have examined the above-named student and compisted the preparlicipation physical evalualion. The alhiete does not present apparent clinical contraindizations io practice and
panticipate in the sport{s) as ouilined ahove. A copy of the physical exam is on record in my office and can e made available o {he school at the request of the parents. Il contitions
arise after lhe athiete has been cleared for parilelpailon, a physician may rascind the clearance entll the problem is resolved and the potential consequenses are complelely expiained
fo the athlete {and parenis/guardians).

Name of physiclan, advanced practice nurse (APN), physictan asslstant {PA} (print/type) Date of exam

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, Ametican Academy of Pedlalrics, Ametican College of Sports Medicing, American Medical Society for Sports Medicine, American Orthopaadie
Soclely for Sports Madicine, and American Gsteopathic Academy of Sports Medicine, Permission Is gramted fo raprint for noncommercial, educational purposes with acknawiedgment,
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Data of birth

[ Cleared for all sports without restriction

0 Cleared for all sports without restriction with recommendations for further evaluation or reatment for

O Not cleared
[ Pending further evaluation
O For any sporis
O For certaln sports

Reasen

Racommendations

EMERGENCY INFORMATION

Allergies

Other information

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

I have examined the ahove-named student and completed the preparticipation physical evaluaiion. The athlete does not present apparent
¢linical 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 schooj 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 resolved and the potenfial consequences are completely explained to the athlete
(and parents/guardians).

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

Address Phone

Signature f physician, APN, PA

Compieted Cardiac Assessment Professional Development Module

Date Signature

@2010American Academy of Family Physicians, American Academy of Pedialrics, American College of Sports Madicine, Amerizan Medical Society for Sports Medicine, American Orthopasdic
Sagiely for Sports Medicine, and American Osteopalhic Academy of Sports Medlcins, Permission is grarted to reprint for noncommercial, educational purposes with acknowledgment,
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