Bl PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form 15 1o bg filled out by the patient and parent prior lo seeing the physician. The physician sheuld keep this form in the chart)

Date of Exam
Hame Date of birth
Sex Age : Grafe School Sport(s)

Medicines and Allergies: Please [1st all of the prescription and over-the-counter medicines and supplements (herbat and nuiritional) that you are currently taking

Do you have any allergies? O Yes O Ho Hyes, please identify spactfic allergy below,
0 Medicines . O Pollers . O Food [ Stinging Insacts

Explain "Yes" answers helow, Cirgle queslions you don't know the answers %o,

[ 1GAL QUESTIOH
1. Has a doctoc ever denled of restricted your participation In sports for 26. Doyou cough, wheeze, or have difficufty breathing during o
any reason? after exercise?
2. Do you have ary ongoing medical conditions? If s0, pleass identify 27. Have you ever used an inhaler or taken asthma medicine?
betove [ Asttma [ Anemia [ Diabetes [ infections .28. Is there anyone In your famiy who has asthma?
Other: 29, Were you born wilhout of are you missTag a Kidney, 2n eye, a lesticle
3. Have you ever spent the night in the hospital? {males), your spleen, of any other organ?
4. Have you ever had surgzry? . 30. Do you hava geoin paln or a painful bulge or hemia in the grotn area?

'HEART HEALTH AUESTIONS ABOUT. Ye 7| | 31. Have you had infectious monenucleosis (mong) withia tha kast month?
5. Have you ever passed out or neary passed out DURING or 32. Do you have any rashes, pressure sofes, of other sidn pioblems?
AFTER exercise? 33. Have you had a hemes or MRSA sidn Infection?
6. ?&;ﬂgﬁ:ﬁ;ﬁ;ﬁmm pain, Bghiness, or prossure in your 34, Hava you ever had a h?ad injury of concusslon? :
7. Does your heart ever race or skip beals (iregular beats) during exercise? 3. iﬁzg:::::;g:g;ﬁ ﬁ:ﬁﬁ;&ﬁﬁg that caused confusion,
8. ﬁ;{ﬁc&o‘gt&;’;ﬁld you thiat you kave any hearl problems? If so, 38. Do you have a history of seizuie disorder?
[ High blood pressure {7 Aheart murmur 37. Do you havz headaches with exercise?
[ High cholesterol [ Aheart Infection 38. Have you ever had numbness, tingling, or weakness In your arms of
[0 Kawasald disease {her: begs after being hit or faking?
9. Has a doctor ever ordered a test for your hieart? (For example, ECG/EKG, 39. Hava you ever been unable to move your arms of legs after being hit
echocardiogram) or felling?
10, Da you get Rghteaded or feet more short of breath than expected 40. Have you ever becoma ifl while exarclsing In the heat?
during exerclse? 41, Bo you get frequent muscle cramps wien exercising?
11, Have you ever lhad an inecplalned setzure? 42, Boyou t someona In your famity have slcide cell tralt or diseass?
12. Da you get move tired or shost of breath more quickdy than your friends 43. Hava you had any problems with your eyes of vision?
Juiing exaccise? N 44, Have you had any eye injurlas?

45, Do you wear glasses or contact Jenses?

;3 Has any famify mgr;be(w refative Gieéofheart problems or had an . - "
unenpested or Loexplained sudden death befors age 50 fncluding 46, Bo you weer proleclive eyewear, such as goggles or a face shield?
drowning, unexplataed car zccident, o sudden Tnfant death syndrome)? 47. Bo you worry about your welght?

14. Does anyone in your famiy have fyperlrepiic carcomyopainy, Masfan 48. Are you trying to of has anyona recommended thet you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long GT hss welght?
syndrome, shart 0T syndioms, Brugada syndrome, of catecholaminergle 49, Are you on a spactal dist or o you avold certaln typas of foods?

" polymorphic ventricufar tachycardia?

- : 50. Have you ever had an eating disorder?
15. Does anyona in your famBy have a heart problem, pacemaker, or

Imptanted defitsillator? 51 Do you hava any concems that you woudd ike fo discuss vith a docior?
186, Has anyone in your famiy had unexplained fainting, unexplained B LY,

selzures, or near drovng? 52. Hava you ever had a menstrual period?
BONEA JESTIO) ; ! THo=i| | 53. How old were you when you had your first menstrual pariod?
17. Have you ever kad an inry to a bona, muscle, ligament, or fendon 54. How many periods have you had in the fast 12 months?

that caused you fo mizs a praclice or a game?
18. Hawe you ever had any broken of fractured hones or dislocated foints?

19, Have you ever had an infury that required x-rays, MRE, CT scan,
tniections, tharapy, a brace, a cast, or crutchas?

20 Have you ever had a stress fracture?

21. Hava you ever baen told that you have or have you had an x-ray for neck
instability or allantoa:dal instability? [Down syndrome or dwarlism)

22. Do you regufarly use a brace, orthatics, or other assistive davice?

23. Do you have a bona, muscle, of jolint injury that bothers you?

24, Doany of your Jints becoms palnful, swollen, feel vaarm, or look red?
25, To you have any history of juvenile arthritis or connective tissue disease?

Explain "yes™ answers here

| hereby stale that, to the best of my kﬁowledge, ny answers to the above questions are complete and correct.

Siznature of athatz Signatine of parentgardian Datz
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nama Date of birth

PHYSICIAN REMINDERS
1. Cons!der additional quastions on more sensitive Issuzs
* Do you feel stressad out or under a fot of prassure?
* Do you ever feel sad, hopeless, depressed, or ardous?
+ Do you feel safa at your home or restdence?
» Have you ever triad cigarelles, chewing iobaces, touff, o7 dip?
* During the past 30 days, did you usa chewing tobacco, snuff, or dip?
» Do you drink gcohol or use any other drugs?
» Have you evertaken anandlic stercids of used any other perfmance supplament?
« Have you ever taken any supplements to help you gain or fose weight of Impyove your perfermance?
» Do youwear 2 sedt belt, 52 a helmet, and tse'condoms?
2. Consider reviewing quastions on cardiovascular symptoms (questions 5-14),

0 Wale O Female

Comected OY OR

« harfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodachyy,
arm span > helght, byperladty, myapla, MVF, andic nsulficlency)

Evesfears/nose/throat

* Pupils equal

+ Hearing

Lymph nadas

Heart? .

+ Muemurs (ausciliation standing, suping, +/- Valsalva)
» Location of point of maximal impulse P

Pulses

» Simulianeous femoral and radial pulses

Lungs

Abdomen

Genitoudnary {males only)*

Skin

» HSY, lesfons suggestive of MASA, tinea corporis
Heurologic )
MUSCULOSKELETA
Heck

Back

Shoulder/arm
Elbowiforeamm
Wristhandfingers
Hipfthigh

Knee
| Legfankle
FociAoes
Functional

v Duci-wealk, singe leg hop

Crasider £C6, ectocarioymm, and reforrel 1o cardnlogy for abrovmal cardac histony or exam
*onsder (R exam 1f i private sztfng, Having thied party preseist s retommendad,
Congdar cogiive evaliation o bassfra nawopsyckiatiic 12stn] if 2 hstory of significant concussion,

1 Gleared for all sports without restriction
O Claared for all sports witheut restriction with recommendations for further evaluation or treatment for

O Mot deared
O Pending fusther evaluation
O Fer any sporis
L1 For certain spocts
Reason

Racommendations

| have examined the above-named student and completed the preparlicipation physical evatuatien. The athlete dees nof present apparent clinkcal contralndications 1o practice and
parlicipate in the spori(s) a5 cullined above. A copy of the physical exam IS on record In my office and ¢an be made available 1o the schoo at he requést of the parents. If condi-
tions arise afier the athfele has been cleared for participation, the physician may rescind the clearance uafil the problem is resolved and the potential consequences are completely
explained te the athlele (and parentsfguzrdians).

Nama of physician {printAype) ' Date
Address - Phone
Signature of physichn ,MDorD0
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H PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM This form is for summary use in lieu of the physical exam form and health

history form and may be used when HIPAA concerns are present.
Name i Sex OM OF Age Date of birth

O Cleared for all sports without restriction

0O Cleared for all sports without restriction with recommandatiens for furher evaluation or treatment for

[ Not cleared
[3 Pending further evalvation
O For any sposts
O For certain sports

Reason

Recommendations

I have examined the above-named student and completed the preparticipation physical evalualion. The athlete does not present apparent
clinical contraindications to practice and participate in the sport{s} as oullined ahove. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. If conditions arise after fhe athlete has been cleared for participation,
the physiclan may rescind the clearance undil the problem is resolved and ihe potential consequences are completely explained to the athlete
{and parents/guardians).

Name of physician (printiype) Date
Address ) Phone
Slgnature of physician KD or 0

EMERGENCY INFORMATION
Allergies

Other im’ormation
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CONSENT FOR ATHLETIC PARTICIPATION & MEDICAL CARE

*Entire Page Completed By Patient

Athlete Information

Last Name : First Name MI
Sex: [ | Male[ ] Female Grade Age DOB / /
Allergies

Medications

Insurance Policy Number

Group Number fnsurance Phone Number _

Emergency Contact Information

Home Address (City) (Zip)
Home Phone Mother's Cell Father's Cell v
Mother's Name Work Phone
Father's Name Work Phone

Another Person io Contact

Phone Number Relationship

Legal/Parent Consent

lfWe hereby give consent for {athlete's name) to represent
{name of school) in athletics realizing that such activity involves
potential for injury. I/'We acknowledge that even with the best coaching, the most advanced equipment, and
strict observation of the rules, injuries are still possible. On rare occasions these injuries are severe and
result in disability, paralysis, and even death. [/We further grant permission to the school and TSSAA,
its physicians, athletic trainers, andfor EMT fo render aid, treatment, medical, or surgical care deemed
reasonably necessary fto the health and well being of the student athlete named above during or
resulting from participation in athletics. By the execution of this consent, the student athlete named above
and histher parent/guardian(s) do hereby consent to screening, examination, and testing of the student athlete
during the course of the pre-participation examination by those performing the evaluation, and 1o the taking of
medical history information and the recording of that history and the findings and comments pertaining to the
student athlete on the forms attached hereto by those praétitioners performing the examination. As parent or
legal Guardian, I/'We remain fully responsible for any legal responsibility which may result from any
personal actions taken by the above named sfudent athlefe,

Sigﬁature of Athlete Signature of Parent/Guardian Date




