ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page 3) must be completed by a health care provider who has completed
the Student-Athlete Cardiac Assessment Professlonal Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM .

(Nofe: This form is to be filled out by the patient and parent prior to seeing the physician, The physician should keep copy of this form in the chart,)
Date of Exam

Name Date of birth
Sex Age Grade Schaol Sport(s)

Mediclnes and Allergies: Please list all of the prescription and over-the-counter medicines and supplements therbal and nutritional) that you are currently faking

Do you have any &llergles? 0O Yes O No If yes, please Identify specific allergy below,

PLEASE
SIGN

0 Medicines O Pollens 0O Food O Stinging Insects
Explaln "Yes" answers helow. Clrcle questions you don't know the answers to,
QENERAL QUESTIONS Yes | Mo MEDICAL QUESTIONS Yes | No
1. Has a doctor aver denled or restricted your particlpation In sports far 26, Do you cough, wheezs, or have difflculty breathing during or
any reason? after exercise?
2. Do you have any angolng medical conditions? If &0, pleaso dentify 27. Have you aver used n Inhaler or taken asthma medicine?
below: 0 Asthma [ Anemla O Dlabstes DO Infections 28, Is thers anyane In your family who has asthma?
Other: 29, Were you born without or are you missing a kldney, an ey, a testicle
3. Have you sver spent the night (n the hospltal? (males), your gpleen, or any olher argan?
4, Have you ever had surgery? 30, Do you havs grotn pain or & palnful bulge or hemla In the groln area?
HEART REALTH QUEBTIONS ABOUT YOU Yos | No 31, Have you had Infectious menonucleosis (mono) within the last month?
5. Have you aver passad out or neerly passed out DURING or 32. Do you hava any rashes, pressure seres, or other skin problsms?
AFTER exercise? 33, Have you had a herpas or MRSA akin Infectlon?
6, :‘:::l{ﬁjurlz‘ée;garglgtlas?mmm' paln, tightness, or pressure In your 34, Have you ever had a head Injury or concussion?
7, Doas your heart ever race or skip beals (rragular beats) during exsrclae? 35. Have you ever had & hitor blow to tho hoad that causad confusion,
prolengad headache, or memory problems?
B, g::c?( ‘;‘I]Ic(tr?;:::;lwd you that you have any heart problems? If so, 36, Do you have a history of selzure disorder?
O High blood pres’sure 3 A heart murmur 37. Do you have headaches with exercige?
O High cholestorot O Aheart Infection 38, Have you sver had numbness, lingling, or waakness in your arms or
O Kawasakl disease Other: legs after belng hit or falling?
9, Has a doctor ever orderad a test for your heari? (For example, ECG/EKG, 38, Hava you ever been unable to move your arms or lags after baing hit
schocardlogram) or falling?
10, Do you get ightheaded or feel more short of breath than expected 40. Havo you ever become Il whila exerclsing In the heat?
during exercise? 41, Do you gat frequent muscle cramps when exerclsing?
11. Huve you ever had an unaxplained sefzura? 42, Da you or someone In your family have sickle cell tralt or disaase?
12, Do you get mara tirad or short of breath mare quickly than your friends 43, Have you had any preblems wilh your eyes or vislon?
during exerclsa? 44, Have you had any eye Injurlas?
HEART HEALYH QUESTIONS ABGUT YOUR FAMILY Yos Ro 45, Do you wear glasses or contact lensaa?
13. E::x‘:;gﬂ::r‘m:ﬁ:fng;rﬂz%ﬁ]ﬂ::;’;’;mf:ygﬁﬁ&mﬁ;" 48. Do you woar protoctive eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden Infant death syndrome)? 47. Do you worry about your welght?
14, Doas anyona In your famlly have hypertrophic cardiomyopathy, Martan 48, Are you trylng to or has anyone recommendsd that you gain or
syndrome, arrhythmogenlc right ventricular cardlomyopathy, long QT lose welght?
syndrome, short QT syndrome, Brugada syndroms, or catecholaminerglc 49, Are you on a spaclal dlst or do you avold cerlain types of foads?
Rolymorphic ventricular tachycardia? 50, Have you ever had an eating disorder?
15. ﬁ:::;:?s{;’:z#lg#:{ugm"y have & heart problem, pacemaker, or 51. Do yau have any concerns that you would lIke to dlscuss with a doctor?
16, Has anyone In your family had unexplained fainting, unexplained FEMALES ORLY
slzures, or near drowning? 52, Have you ever had a menstrual pertod?
BONE AND JOINT QUESTIONS Yes No 53, How old were you when you had your fIrst menstrual perlod?
17. Have you ever had an Injury ta a bone, muscle, llgament, or tendon 54, How many perlods have you had In the last 12 months?

that caused you to miss a practice or a game?
18, Have you ever had any broken or fractured bones or dislocated joints?

19, Have yout ever had an Infury that required x-rays, MR, CT scan,
Injecllons, therapy, 8 bracs, e cast, or crulches?

20, Hava you ever hiad a stress fraclure?

21. Have you evar been told that you have or have you had an x-ray for neck
Instabllity or atlentoaxlal Insiabllity? (Down syndrome or dwarllsm)

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

23. Do you have a bone, muscle, or Joint Injury that bothers you?

24, Do any of your Joints bocorne painful, éwollen, fee! warm, or look red?
25, Do you have any history of Juvenlle arthritis or connective tIssue diseaso?

I heraby state that, to the bast of my knowledge, my answers to the above questlons are complete and corract,

Explaln “yes" answers here

«

=

N

Signature of athlste 0 of [ Dats
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)
1. Typae of disabliity
2, Date of disablllty
3. Classificatlon (If avallable)
4. Cause of disabllity (birlh, dissase, accidenttrauma, other)
5. List the sports you are Interested In playing
Yes o
6. Do you ragularly use a brace, asslstive devlce, or prosthetic?
7. Do you use any special brace or asslstive device for sports?
8. Do you have any rashes, pressure soras, or any other skin problems?
9. Do you hava a hearlng loss? Do you use a hearing aid?
10. Do you have a visual Impalrment?
11, Do you uee any speclal devices for bowel or bladder function?
12, Do you have buming or discomfort when urinaling?
13, Have you had autonomic dysreflexia?
14, Have you aver baen dlagnosed with a heat-refated (hyperthermla) or cold-related {hypothermia) liinoss?
15, Do you have muscle spasticlty?
16, Do you have frequent eelzures that cannot be controlled by medication?
Explaln "yes” answers here
Pleass Indlcate If you have ever had any of tha following.
Yes No

Alantoaxlal Instabllity

X-ray avaluation for atlantoaxial Instabllity

Dislocatad Joints (more than ane)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosls

Ditflcutty controlling bowel

Difficulty contrelling bladder

Numbnass of tingling In arms or hands

Numbness or tingling In legs or feat

Veaknass (n arms or hands

Weakness In legs or feet

Recent chenge In coordination

Recent chenge in abllity to walk

Spina bifida

Latex allergy

Explain “yes” answers here

I hergby state that, to the best of my knowlsdge, my answers to the above quastions ars complete and correct.

PLEASE

Slgneture of athiat X o of parentiy Data

SIGN
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Soclely for Sports Medicing, and Amevican Ostaapathlc Academy of Sports Madticine. Parmission i granted lo repvint for noncommencial, edveitional purposes with acknowfedgment.
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a llcensed physlcian, advanced practice
nurse, or physlcian assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS

1. Conslder additlonal quastions on more sensltive Issues
® Do you fesl stressod out or under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
® Do you fae! safe at your home or residence?
® Have you aver trlad clgarettes, chewing tabacco, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
® Do you drink alcohol or use any othar drugs?
® Have you ever taken anabolic sterolds or used any other performance supplement?
° Heve you ever taken any supplements la halp you galn or lose welght or Improve your performance?
® Do you wear g sent belt, use a helmet, and use condoms?
2, Consldor reviewlng questions on cardl sympti {quostions 5-14).

EXAMINATION
Helght Welght O Male [ Female

BP / { / } Putse Viston R 20/ L 20/ Corractod O Y O N
MEDIGAL ] NORMAL ABNORMAL FINDINGS
Appsarance

= Marfan stigmata (kyphoscollosis, high-arched palate, pectus excavatum, arachnadaclyly,
arm span > helght, hyperiaxlty, myopla, MVP, aerllc tnsufficiency)

Eyes/ears/nose/throat

© Puplls equal

¢ Hearing

Lymph nodes

Heart*

* Murmurs (auscultation standing, supine, +/- Valsaive)
« Localton of paint of maximai Impulse (PMI)

Pulses
* Simultanaous femorel and radlet pulses

Lungs
Abdomen
Genltourinary (maleg only)®

Skin
* HSY, leslans suggestive of MRSA, tinea corporls

Neurologlc®
MUSCULDSKELETAL
Nack

Back

Shoulder/arm
ElbowANorearm
Wrlsthand/fingers
Hip/thigh

Knes

Leq/ankle

FootAoes

Functional

* Duck-walk, single leg hop

*Conslider ECG, echocardlogram, and referral to cardlology for abnormel cardlac history or exam.
vConslder GU exam If I privale sgtting. Having third party presant fe recommendad.
*Conalder cognlih lon or baeeline hiatric tasting (f a history of slgnlficent concusslon.

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

O Not cleared
O Pending further evaluation
O For any sports
O For certaln sports
Reason

Recommendations

| have examined the above-named student and completed the preparticlpation physical evaluation. The athlele does not present apparent clinlcal contraindications 1o practice and
particlpata In the spori(s) as oullined above, A copy of the physical exam Is on record In my olfice and can be made avallable 1o the school at the reguest of the paranis, If conditions
arlse after tha athlete has been cleared for participation, a physlclan may rescind the clearance untll tha problem Is resolved and the potentlal consequences are completely explained

to the athlete (and parents/guardlans).

Name of physician, advanced practice nurse (APN), physliclan asslstant (PA) (printAype) Date of exam
Address Phone

Slgnature of physician, APN, PA

Al

©2010 American Academy_af Family Physiclans, American Academy of Pedialrics, American College of Sports Madicins, American Medical Soclety for Sporls Medlcine, American Orthop
Soclety for Sports Medicine, and American Ostoopathic Academy of Sports Madicina, Permission Is granted to roprint for noncommercial, educational purposas with acknowledgmont,
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM DOF 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

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

Reason

Recommendations

EMERGENCY INFORMATION
Allergles

Other Information

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

1 have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not prasent apparent
clinical contraindicatlons 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 availahle to the school at the request of the parents. If conditions arlse after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physlcian assistant (PA) Date
Address Phone
Signatura of physiclan, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature
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