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

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form fs to be filled out by the patient and parent prior to sesing the physician. The physician should keem copy of this form in the ehart}
Date of Exam

"Name i ' Date of birth
Sex Age Grade : School ) Spori{s)

Medicings and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and mutritional) that vou are currently taking

‘Do you have any aliergies? {1 Yes [3 Ne If yes, pleasa Identify specific aliergy below,

O Medicines 1 Pollens O Food ' 3. Stinging Insects
Explain “Yes” answetrs below, Circle guestions you don't Kiow the answers 10,
GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS : Yes | Ho
1, Has a doctar ever deniad of restricled your participation In sports for 26. Do you cough, wheeze, or have difficulty breatting during or
any reason? after exercise?
2, Do you have any onguing medical conditions? i se, please |dentify 27. Have you aver used an Inhaler o taken asthma medicine?
below: [3 Asthma [J Aremia [J Olabstes [J Infeclions 28, |s there anyone In your family who has asthma?
Gther: 29, Wera you bom without o are you missing a Kidney, an eve, a testicle
3. Have you eves spent the night in the hespifal? {males), your spisen. or any other organ?
4, Have you ever had surgsry? 30. Do you have groln pain or & painfut bulgs or hemia in the groln area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | Ho 31, Have you fhad infectiolis menonuctsosls (mone) within the last month?
5. Have you ever passed oul or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercisa? _ 33, Have you had a harpes or MASA skin infection?
6. Have you ever had discomfort, pain, tightness, or pressure in your 34, Have you ever had a head (jury or concussion?
chest during exerclse?
: 35, Have you aver had a hit or blow to the head that caused copfusion,
7. Doss youy heart ever race or skip beats (irregufar beats.J during exercise? prolanged headache, or memary problems?
& 2:::;{ 1?‘ctl§;‘e;f:;|tﬁld you that you have any heart problems? If so, 36, Do you have a Nistory of seizore disordsr?
O High blood pre;su{e 1 Abeart musmur 37. Do you have headaches with exarcise? )
[ High eholesterol {7 Aheartinfection 38, Have you aver had nurnbnass, tingling, or weakness in your arms or
O Kawasaki dlsease Othar: ~ legs after hsing Wil or Talling?
9, Has a doctor ever ordered a test for your heart? {For example, ECGAEKE, 39, Have you ever been unable to mave your arms or fegs after being hit
echocardiogram} or failing? i
1¢. Da you gel lightheaded o fesl more shert of breath than expected 40. Have you ever hecome 7l while exarcising In the heat?
during exercise? 41, Do you get frequent musscle cramps when exergising?
1. Have you ever had an unexplained sefzure? 42, Do you or somsons In your famlly have sickle cell tralt or diseass?
12. Do you get more ired or short of breath more quickly than your friends 43, Have you had any problems with vour eyes o vision?
during exercise? . 44, Have you had any eye injuries?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes | Ho 75, D0 you Wear glasses of canlact lonces?
. gs:;l‘;{:g‘ 3? ﬂi:;?:{nﬁzr:ﬁg;‘ﬁggg;};ﬁgp;;g;? ;nocrll'::lﬁ:n 46, Do you wear protective eyewear, such as goggles or a face shield?
drawnling, unexplained car accident, or sudden infant death syrdrome)? 47. Do you werry abeut yeur weight?
14, Does anyone in your family have hypertraphic cardiomyopathy, Marfan 48, Are you trying to or has anyanz recommended that you galn or
syndrome, arrhythmogenic right ventricular cardiomyopathy, lang QT lose weight?
syadrome, short OT syndroms, Brugada syndrame, oF catecholaminergle 49, Are you on a speclal diet or o vou avold certain types of feods?

polymorphic ventricular tachycardia?
15. Does anyene in vour family have a heart problem, pacemaker, or

50, Hava you ever hatl an eating disorder?

implanted deflbllator? 51. Do you have any concems tiat you would fike lo discuss with a dector?
16. Has anyens in your famlly had unexplained fainting, unexplainsd FEMALES ONLY

seizures, or near drowning? - 52. Have you ever had a menstruat period?
BONE AND JOIHT QUESTIONS Yes | Ho 53. How old were you when you had your first menstval period?
17. Have you ever had an injury 1o a bane, muscle, ligament, or tendon "I ] 54, How many periods Brave you had In the last 12 months?

that causad you to miss & praclice or a game?
18. Have you ever had any broken or fractured bones or dislocated joinis?

19, Have yout ever had an Injury that required X-rays, MRI, CT scan,
Injactions, therapy, a brace, a cast, or crulches?

20. Have you ever had & siress fraclure?

21, Have you ever been tald that you have or havs you had an x-ray for neck
instabllily er atiantwaxiat imstabiliy? (Down syndrome or dwarfism)

22, Do you reguiarly use a brace, orthotlcs, or oiher assistive device?

23, Do you havs & hone, muscla, of |eint injury that bothers you?

24, Do ainy of your joinis beceme painful, swellen, feel warm, or look red?
25. Da yau have any histery of juvenile arthritls or connaciive tissus disease?

Explaln “yes" answers here

2]

| hereby state that, to the best of my knowledge, my answers to the ahove guestions are complete and correct.

Slgnature of athtete Slgnatire of par Date
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date af Exam

Mame Date of hirth

Sex Age Grade Schoe! Sporis)

Type of disability

Date of disabiilty

Classification {if avallable}

Cause'of oisability (birth, diseass, accident/irauma, other)

ll Bl Bl

List the sparis you are intevestad In playing

Yes No

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you usa any speclat brace or assistive device for sports?

]
7
8. Do you hava any rashes, pressure sores, ar any olher skin problems?
9. Do you have a hearing loss? Do you use a hearing ald?

10, De you have a visual impalrment?

11. Do you use any special devices for bowel or bladder function?

12, Bo you have burning or discomfort when urinating?

13, Have you had autonomis dysrefiexia?

14, Have you ever been diagnosed with a hoat-refated fyperthermiz) o cold-related {hypethermia) Hlness?

15. Do you have muscle spasticity?

18. Do you have frequent selzures that cannct bs controlled by medication?

Explaln “yas” answers hera

Please Indlcate if you have ever had any of 1he followlng,

Yes No

Allanteaxial instability

¥-ray evaluation for atlantoaxial instability

Dislocated joints {more than ong)

Easy blseding

Enlarged spleen

Hepafitls

Osteopenis or osteoparosis

Difficulty controlling bowel

Difficulty contralling bladder

Numbnress or tingling in arms o hands

Nurabness or tingling in legs or feet

Weakness in arms or hands

Waalness In lags or fast

Recent change in coordinalion

Recent changs i abllity to walk

Spina bifida

Latex altergy

Explain "yas" answets here

I hereby state thal, 1o the hest of my Xnowledge, my answers to the above questions are complefe and correct,

o of alhtele i of parent/guard

quardian Dato
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practiclan
nurse, or physlctan 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. Consider atdditional questions on mare sensitive issues
* Do you feel stressed out or under & lof of pressure?
* Do you ever feel sad, hopeless, depressed, o7 anxious?
* Da you fee! safe at your home or residence?
* Haye you aver fried clgarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did yor use chewing tabaccas, snuff, or dip?
* Po you drink alcohol or use any other drugs?
* Have you ever taken anabolle steroids gr used any gther performance supplement?
* Have you ever taken any supplemenis to help you gain or lose welght or improve your performance?
* Do you wear a seat belt, use a helmet, and use condems?
2. Consider reviewing questions on cardiovascular symptoms {guestions 5-14).

EXAMINATION
Height Welght 0O Mafe O Female
8P ! { N y Puise Vision R 20/ L 20¢ Corrected O Y MO N

MEDCAL NORMAL, ABRORMAL FINDINGS
Appearance .

» Marfan stigmata (kyphoscoliosis, high-arched pafate, pectus excavatum, arachnodactyly,
" arm span > height, hyperaxity, myopia, MVP, aortic insufficiency)

Eyesioarsfnose/throat

*» Pupils equal

* Hearlng

Lymph aodes

Heart?

» Murmurs {auscuitation standing, supine, +/- Valsalva)

+ Location of point of maximal impulse (PM])

Pulses .
« Simuitansous femoral and radial pulses

Lurgs
Abdomen
Genllourinary (males oniy)®

Skin
+ HSV, lesions suggestive of MASA, linea corporis

Neurologic®
MUSCULOSKELETAL
Neck

Back
Shoulderfarm

| Etbowitorearm
Weist/hand/fingers
Hip/thigh

Knee

Lag/ankle
Foolftoes

Functionat
» Duck-walk, single ieg hop

Monsider ECB, echocardlogram, and referraf (o cardiology for abnormal cardiac history of exam.
*Consider S exam i in private setting. Having thivd party prasent is recommended,
“Consider cognith lon or baseling psychiatric testing it a Rlstory of significant concussion,

O Cleared for alf sports without restriction
[1 Gieared for ali sports without restriction with: recommandations for further evatuation or reaiment for

O Net cloared
O Panding furiher evaluation
[1 For any sports
3 For cartain sports
Reason

Recommendations

| have examined the above-pamed student and completed the preparticipation physical evaluation. The athlete does not present apparei clinlcal contraindications to practice and
participale In the sport{s) as outlined above. A copy ol the physical exam is en record in my efflce and san be made avaliahle to the sohool at the request of the parents. If conditions
arise after the athlele has been cleared tor participation, a physician may rescind the ¢Yearance until the probiem is resolved and the polentlal conseguences are cemplotoly explalned
to tha athlele (and parenis/guardians).

Name of physician, advanced practice nurse (APN), physiclan assistant (PA} {printtypa) fate of EXAM

Address Phone

Signature of physiclan, APN, PA
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Hame Sex M OF Age Date of birth
3 Cleared for all sporis without restriction

O Cleared for all sports withaut restriction with recommendations for further evaluation or treatment for

L1 Not cleared
E1 Panding further evaluation
£l For any sports
O For certain sporis

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Cther Information

HCP DFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Dats)
Approved Not Approved
Signature:

1 have examined the above-named student and completed the preparticipation physical evaluation. The athiete does not present apparent
clinical contraindications to practice and participate in the spori(s} as outlined above. A copy of the physical exam is on record in my office
and can he made available to the school at the request of the parents. If conditions arise after the athlete has been cleared for parficipation,

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 physiclan, advanced practice nurse {APN), physician assistant (PA} ) DateofExam

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Develepment Module

Date, . Signature
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