PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is o be fifed out by the patient and parent prior to seeing the physician, The physician should keep a copy of this form In the chait)

Date of Exam
Mame Date of birth
Sex Age Grade Schoot Sporl{s}

Medicines and Allergies: Please list all of the presceiption and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes 0 No I yes, please identify spacific allergy below.
O Medicines 1 Pollens O3 Food {3 Stinging Insects

Explain “Yes” answérs helaw. Circle quastions you don't know ths answers to,

GENERAL QUESTIONS ; ' Yes | Ho MEDICAL QUESTIONS Yos | Ho
26. Do you caugh, wheeze, or have difficuity breathing during or
after exercise?

1. Has a dector ever denled or restricted your participation in sports for

any reason?
2. Do yeu have any ongoing medical cenditions? If so, please identify 27. Have you ever usad an inhalar or tzken asthma medicine?

betow; B3 Asthma {1 Anemia [ Diabetes [3 Infections 28, Is nere anyone in your family who has asthma?

Othet: 20, Were you bom wilhotd of are you missing & Kidnay, an eye, a lesticle
3. Have your ever spent the night in the hospilal? : (males}, your spleen, of any other organ?
4, Have you ever had surgery? 36, Do you have groin pain or a painful bulge or hemia in the grain area?

HEART HEALTH QUESTIONS ABOUT You Ye3 Ho 31, Have you had infectiots mononucicosls {mano) within the fast monti?

5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sofes, or olher skin prebiems?

AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
8, Hava you ever had discomiort, pain, tightiness, or pressure in yous 34. Have you ever hiad a head injury or concussion?

chest during exercise? - -

" - n 35, Have you aver had a hit or blow to the head that caused confusion,

7. Does your heart evar race or skip beats (rregular heats) during exercise? prolenged headache, or memory problems?
8. Has a doctor ever told you that you have any heart problems? H so, 36. Do you have a history of seizure disorder?

check ali that apply: . - - :

37. Do you have headaches with exercise?

{1 High blood pressure 1 Aheard murmur

{0 #igh ¢holesterol 1 Aheard infection 38, Hava you ever had numitiness, tingiing, or weakness in your arms or
[ Kawasald disease Other: feqs after being hit or fafting?

9. Has a doclor ever ordered  test for your heart? (For axample, ECR/EKG, 39, Have you ever begn unable 10 move your arms or legs after being hit
echocardiogram} or faltag?

10. Do you get fightheaded or feel maore short of reath than expacted 40. Have you ever become i white exercising in the heat?
during exercise? 41. Do you get frequent muscle eramps wher exercising?

11. Hava you ever had an unexplained seizure? 42, Do you or someona in your family have siekle cell trait or diseass?

12, Do you get smore tired or shord of breath mere quickly than your friends 43, Have your irad any problems with your eyes or visien?
during exercise? 44. Have you had any eye injuries?

HEA:T HE_M;IH ?YUESTWNS ABIBUT 'mu: l::MILY — - Yas | No 45, Do vou wear glasses of contact lonses?

13. Has any family member or relative died of heart problems er had an PR P
amexpecled or unexplained sudden death before age 50 ncluding 46. Do you viear protective eyauear such 23 qoggles of a faca shield?
drowning, unexplained car aceident, of sudden infant death syndrome)? 47. Do you worry aboul yeur weight?

14, Doas anyona in your family have hypertrophic cardiamyopathy, Marfan 48. Are \,'oulh‘ﬂng to o has anyene recommended that you gain or
syndrame, archythmoganic right ventricular cardiomyopathy, long T iosa welght?
syndrome, short &T syndrome, Srugada syndrome, or catecholaminerglic 49, Are you on a special diet o 0o you avoid certain types of foods?

h " ot

P [p]oiymosph!c \fentncuiar t?cl;wardr:. e o £0. Hava you ever had an eating disarder?

. Boas an T fa ava a heart problem, pacemaker, or - - -
in}planlemzﬁgn}iﬁt«?mw Ve presiem, pacem 51, Do you have any concerns that you would Fke to discuss with a doctor?

16, Has anyong in your family had unexplained fainting, unexplained FEMALES ONLY
seizuras, or near drowning? 52. Have you ever had a menstrval peried?

BORE AND JOINT QUESTIONS .| Yes | Ko 43, How old were you when you had your first mensirual period?

17. Have you ever had an injury ta a bane, muscle, ligament, or tendon 54, How many periods have you had in the last £2 months?

that caused you fo miss a practice or a game?
18. Hava you ever had any braken or fractured bones or dislocated joinis?

19, Have you ever had an injury that required x-rays, MRI, GT scan,
injections, therapy, a brace, a cast, or crufches?

20, Have you ever had a stress lraclure?

21, Have you ever bean told that you have or have you had an x-ray for necx
instability or atlantoaxdal instabfity? [Down syndrome or dwarfism)

22, Doyou regulahy use a brace, orthatics, or other assistive device?

23. Bo you have a bone, muscle, or joint injury that bathers you?

24, Do any of yaur joinls become palnful, swollen, feel warm, or look red?
25, Do you have any Wstory of venile arthritis or connective tissua diseasa?

Explain “yes™ answers here

=

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

Signature of athlete _ Sigraturs of parentiguandian Date

©2016 American Acadzmy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicing, American Medical Sociely for Sporls Medicing, American Grihopagdic
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PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Rate of dirth

PRYSICIAN REMINDERS
1, Gonslder addilional questions on more sensitive Issues
- * Do you feel strassed ot or under a kol of pressure? .
* Do you ever feef sad, hopeless, depressed, or anxious?
* Do you feet safe at your hosie or residence?
* Have you ever tried clgareties, chewing tobacco, snuff, or dip?
* Dusing the past 30 days, dld you use chawing tebacte, snoff, or dip?
* De you drink alcokal or use any ether drugs?
* Have you aver taken anabolic sierofds ar used any other performance supplement?
* Have you ever taken any supplements 1o help you gain or lose weight o7 Improve your performance?
* Do you wear a seat helt, use a helmet, and use cendams?
2. Conslder reviewing questions on cardipvascubar symptoms (questions 5-14).

EXARINATION

Heighi Weight 0 Male [0 Female

BP ! { / ] Pulse Vision R 20/ 126/ Goreclted DY ON

FAEDICAL ) : HORMAL ABHORMAL FINDINGS

Appearanca

+ Marfan stigmata (kyphoscofosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > helght, hypedayity, myopia, MVP, aortic insufficiency)

Eyesfears/noseshroat

» Poupils equal

+ Hearing

1ymph nodes

Heart®
« Murmurs {auscuitatisn standing, supine, +/- Valsabva)
s [ocation of point of maximal impulse (PM)

Fulses
s SimuHaneous famoral and radial pulses

Lungs

Abdomen

Genitourinary {males onfy)?®
Skin

« HSV, lesions suggestive of MRSA, tinea corporis .
Neurolegic®
MUSCULOSKELETAL
Heck

Batk

Shoulder/arm
Elbewitorearm
Wristhand/fingers
Hipdhigh

Knea

Legfanikie

Fooldoes

Functional
* Duck-walk, single feg hop

wConsiler EGG, echocardingram, 2nd refermel to cardilogy for abnormal cardizs history or exam.

Hoensider GU exam if in privale settng. Having thid party present is rescommended.

Consider cognitiva evatuation ar bas2inz rewropsychiatric testing if a history of significant cencussion.

03 Clearad for all sporis without restriction

3 Cleared for all sperts without restricton with recommendations for further evaluation of treatment for

[3 Not ceared
1 Pending further svaluation
OO For any sporis
O For cortain sporis
Reason

Reconymendations

1 have examined the zhove-named studeni and camgleled the preparlicipatian physieal evaluation. The athlele dees not present appazent clinical contraindleations to prasilsa and
paliclpale n the spott(s) as oullined ahove. A copy of ihe physical exam Is an record in my efilce and ¢an he mada avaitahle to the schaol 2l the requesi of he parents. If condilions
arise after the alklete has hasn elsared for participation, a physician may rescind iha tlearanca untilihe peehlan: Is reseived and the polanifal consequencas are completely explained
{o 1he zthlale {and parenis/guardians).

Name of physiclan, advanced praclice nurse {APN), physician assistant (PA} (printitype) Date

Addsess Phane

Signature of physician, APN, PA i

©2018 American Academy of Family Physicians, American Academy of Pedialrics, American Collage of Sporls Medicine, American Medical Soclely for Sports Medicing, American Orthopaedic
Soclely for Sporis Medicing, and Amedican Osleopathlc Academy of Sporls Medicine, Permission is granied 1o reprin! far noscommercial, sducational purposes with acknowledgment.

] S
New Jersey Department of Education 2014; Pursuant to P.L 2013, ¢.71




PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name ' Sex M OF Age Date of birth

O Cleared for all sports without restriction

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

{1 Not cleared
{3 Pending further evaluation
8 For any sports

3 For certain sparts

Reasen

Recommendatiens

EMERGENCY INFORMATION
Allergies

Other information

1 rave examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical conlraindications to practice and participate in the sport(s) as oullined above. A copy of the physical exain is on record in my office
and can he made available to the scheol at the request of the pareunts. If conditions arise afier 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}, physician assistant (PA) ' Date

Address Phene

Sign'ature of physiclan, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

2010 American Academy of Family Physicians, American Academy of Pedialrics, Amarican College of Sports Medicina, American Medical Soclely for Sports Madicine, American Orthopsedic
Soiely for Sports Medicing, and American Osteopaihic Academy of Sporls Medicine. Permission i granted o reprint for noncommearcial, educaliopal purposas with acknowledgmand.
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

bate of Exam

Name Date of birth

Sex Age Grade Schoal ' Sport{s)

Type of disability

. Date of disability

. Glassification {if available}

Cause of disability (birth, disease, aceidentitrauma, other)

O || g | A3 ]

List tha sporis you are inferested in playing

Yes

Ro

. D0 you regularly use a brace, assistive device, or prosthetic?

. Do you kave any rashes, pressure sores, or any other skin problems?

8

7. Do you use any special brace or assistive device for sports?
8

9

. Do you have a hearing loss? Do you use a hearing ald?

10, Do you have a visoalimpairment?

1%, Do you use any special devices for bowel ar bladder function?

12. Do you have buming or discomfort when urinating?

13. Have you had autonomic dyscefloxia?

14. Have you ever been diagnosed with a heat-related (yperthermia) or cold-refated (hypothermia) ilfness?

15. Do you have muscle spasticiy?

186. Bo you have frequent seizures that cannot ba controfled by medication?

Explain *yes” answets heva

Pleasa Indleats if you have ever had any of the following.

Yes

Ho

Allantozxdal instabitity

K-ray evaliation for allantoaxial instabifity

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hapatitis

QOsteopenia or osteoporosls

Bifficulty controlling bowel

Dficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling i Tegs or feet

Weakness in arms of hands

Waakness in legs or feet

Recent change in coordination

Recent changa in abiliy to walk

Spina bifida

Latex allergy

Explain *yes" answers here

1 hereby state that, to the best of my knowledge, my answers to the above questions are coniplete and corract.

Signature of aikia Signature of parent/guardian

Date

©2010 Amerisan Academy of Family Physicians, American Academy of Pedialrics, American Collegs of Sporls Medising, American Medical Sociely for Sports Medieing, American Orthopasdic

Soclely for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission i granted to reprink for noncommercial, educational purposes with acknowledgment.
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