B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Gonsider additional questions on more sensitive issues
o Do you fec! stressed owt or undar a o of pressure?
« Do you ever feo) sad, hopeless, depressed, or anxlous?
« Do you feel safe at your home or residence?
o Have you ever tried clgareltes, chewing tohacco, snuff, or dip?
o During the past 30 days, did you use chewinp tobacco, snulf, or dip?
= Do you drink alcohol or use any ather drugs?
o Hava you ever taken anabollc sterolds or used any other performance supplement?
o Have you aver taken any supplements to help you galn or loss weight o Improve your performance?
o Do you wear a seat belt, use a helmet, and use condoms?
2. Considor reviewing questions on cardiovascular symploms (questions 5-14).

EXAMINATION
Helght Weight 0 Male O Female

BP ! ( ! ) Pulse Vision R 20/ L 20/ Coected O1Y O N
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

o Marfan stigmata (kyphoscolioss, high-arched palate, peclus excavatum, arachnodactyly,
arm span > helght, hyperlaxity, myopia, MVP, aortic insulficiency)

Eyos/ears/nose/throat
» Puplis equal

* Hearlng

Lymph nodes

Heart*
o Murmurs (ausculation standing, supine, +/- Valsalva)
o Location of polnt of maximal Impulse (PMI)

Pulses
+ Simultanaous femora) and radlal pulses

Lungs

Abdomen

Genilourinary (malos only)®
Skin

» HSV, laslons suggostive of MRSA, tinea corporls
Neurologlc®
MUSCULOSKELETAL

Neck

Back

Shoulder/am

Elbaw/lorearm
Wrist/hand/fingors

Hip/thigh

Knea

Leg/ankle

FooV/loes

Functional

* Duck-walk, single leg hop

1Consider ECG, echocardiogram, and roferral to cardiolagy for abnormal cardiac hislory of exam.
tGonsidor GU exam if in private sciting. Having third parly present Is recommented,
«Consider cognitive evaluation or baseline neurepsychlatric testing if a history of significant cancussion.

[ Cleared for all sports without reslriction
[ Cleared for all sports without restiiction with recommandations for further evaluation or treatment for

1 Not cleared
3 Pending further evaluation

1 For any sporls
0O For centain sports
Reason
Recommendations

I have examined tha above-named student and completed the preperilcipation physical evatuation. Tho athlote does not present apparont elintcal contraindlcations to practice and
partlcipato In the sport{s) as outlined abiova, A copy of the physical axam s on record In my office and can be made avallable to the school at the raquest of the parents. If condl-
\lons arlso after the athleta has been cleared for parilicipation, the physiclan may rescind the clearance until the problem 1s resolved and the potential consequences are completely
oxplalned 1o the athtete (and paronts/guardians),

Name of physician (print/typo) Date

Nddress Phone

Signature of physician ,MD or DO
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B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form Is fa be filled out by the palient and parent prior to seelng the physician. The physictan should keep this form in the chart,)

Date of Exam
Name Date of birth
Sex Age Grada ____ School Sporl(s)

Medicines and Allergles: Plaase list all of the prescription and over-the-counter medicines and supplements {herbal and nutritional) that you are currently taking

Do you have any allergles? 1 Yes 3 No  If yas, please Identify specilic allergy bolow,
O Food

1 Medicines 1 Pollens 1 Stingling Insects
Explaln “Yos" answors bolow, Circle questions you don't know the answors to.
GENERAL QUESTIONS Yos | No MEDICAL QUESTIONS Yes | Ho
1. Has a doctor ever denled or restricted your participation in sports for 26. Do you cough, wheoze, or have difficulty braathing during o
any reason? after exerclse?
2. Do you have any ongolng medical conditions? If so, please Identify 27, Have you ever used an inhaler or taken asthma medicine?
below: 01 Asthma [0 Anemia [ Diabetes [ Infections 28, Is there anyone In your family who has asthma?
Othor: 29, Were you born wilhout or are you missing a kidney, an eye, a teslicle
3. Have you aver spent tho night in the hospital? (males), your spleen, or any other organ?
4, Have you ever had surgory? 0. Do you have groln paln or a painful bulge or hemla [n the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yos | No 1. Have you had infectiovs mononucleosis (mono) within the fast month?
6. Havo you aver passed out or noarly passed out DUNING or 32, Do you have any rashes, pressure sores, or othor skin problems?
AFTER oxercise? 33, Have you had a harpos or MRASA skin infection?
6. Have you ever had discomfort, pain, tighlaess, or pressure In your 34, Hlave you over had a hoad injury 0r congussion?
chest during exercise?

35, Have you ever had a hit or blow to the head that caused confusion,

7. Does your hoart ever race or skip boats (imegular beats) during oxercise? pralonged headacho, or memary problems?
8. E;:Cidaﬁntl#;?:g;lwd you that you havo any heart problems? If so, 36. Do you have a history of solzure disorder?
O Hghbioodprossure E1 Aheart murmur 37. Do you have headaches wilh exercise?
[ High cholesterol [ Aheartinfection 3. Have you aver had numbness, tingling, or weakness In your anms or
O Kawasakl disease Olhter; legs after being hit or falling?
9. Has a doctor over ordered a test for your heart? {For examplo, EGG/EKG, 39. Have you ever baen unable to move your amms or legs afler belng hit
echocardiogram) or falling?
10. Do you got lightheaded or feel more short of broath than expected 40. Have you ever become Iil while exercising in the heat?
during oxercise? 41, Do you get frequent muscle cramps when oxercising?
11. Have you ever had an unexplalned seizure? 42, Do you or someang in your family have sickle cell lralt or disease?
12, Do you get mare tired or short of breath more quickly than your friends 43. Have you had any probloms wilh your eyes or vislon?
durng oxerclsa? 44, Have you had any eye injuries?
HE“:T HiAI;TH I‘I]UES‘":NS AB:]:T ‘::I'“dn I:.:MI;V i e Yes | Mo 45, Do you wear glasses or conlact lenses?
13. Has any famlly member or refative died of heart problems or had an =
unexpected or unexplalned sudden death bofre age 50 (including 46. Do you wear prolective eyowear, such as goggles ar o faco shiold?
drowning, unexplained car accldent, or sudden infant death syndrome)? 47, Do you worry about your weight?
14, Does anyona In your family have hypertrophic cardiomyopathy, Marfan 48, Ao you trying 1o o has anyone recommended that you galn or
syndrome, arhylhmogenic right ventricular cardiomyopalhy, long QT lose welght?

syndrome, short OT syndromo, Brugada syndrome, or calecholaminergic
polymorphic ventricular tachycardia?

15, Does anyone in your family have a heart problom, pacemaker, or

.

9, Are you on a speclal diet or do you avoid cerlain types of foods?
50, Have you evor had an ealing disorder?

implanted doflbrilator? 51, Do you have any concens that you would like to discuss with a doctor?
16. Has anyone in your family hiad unexplained fainting, unexplained FEMALES ONLY

selzures, or near drowning? §2. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yos | No 53, How old were you when you had your first menstrual period?
17. Have you ever had an injury to 4 bong, muscle, ligament, or tendon 54, How many periods have you had in the lagt 12 monlhs?

that caused you to miss a praclice or a game?
10. Have you ever had any broken or fractured bones or distocaled joinls?

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

20, Havo you ever had a stress fracture?

21, Have you ever been told that you hava or have you had an x-ray for neck
instability or atlantoaxlal instability? (Down syndrome or dwarfism)

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 becomo palnful, swollen, feel warm, or look red?
25, Do you have any hislory of juvenile arthritis or connective issue disease?

Explaln "yes” answors tiero

1 herabiy state that, to the host of my knowledge, my answers to the above quostions are complete and correct.

Slgnature of athlele Signature of patenguardian Date

i
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth
3 Cleared for all sporis without restriction

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

1 Not cleared
3 Pending further evaluation
[ For any sporls
3 For certain sports

Reason

Recommendalions

1 have examined the ahove-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications fo practice and participate in the spori(s) as outlined above. 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 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 physlician (print/lype) Date
Address Phone

Slgnature of physiclan ,MD or DO

EMERGENCY INFORMATION
Allergles

Other Information

®2010 Amorican Academy of Family Physlclans, American Acadeny of Pedialrics, American College of Sports Medicing, American Medical Society for Sports Medicine, Ameiican Dn!mpaa&fa
Soclely for Sports Medicine, and American Osteopathic Academy of Sports Medicine, Permission is granted to reprint for noncommerclal, educalional purposes with acknowledgment.




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade Schoo! Sporl(s)

. Type of disabllity

. Dale of disability

. Classification (if available)

. Cause of disability (birth, disease, accident/trauma, other)

[ I A - B

, List the sports you are interested in playing

Yos

, Do you regularly use a brace, assistive device, or prosihelic?

. Do yau use any special brace or assistive device for sporls?

6
7
8. Do you have any rashes, pressura sores, or any other skin problems?
9, Do you hava a hearing loss? Do you use a hearing aid?

10, Do you have a visual impalrment?

11, Do you use any special devices for bowel or bladder funclion?

12. Do you have burning or discomfort vihen urinaling?

13. Have you had avlonomic dysrellexia?

14, Hava you ever been diagnosed wilh a heat-related (hyperthermia) or cold-related (hypothermia) illness?

-
[

, Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be contralled by medication?

Explain "yes" answers here

Please indlcate if you have ever had any of the following.

Yos

No

Alantoaxial instability

X-ray evaluation for allantoaxial instability

Dislocated jolnls (more than one)

Easy bleeding

Enlarged spleen

Hopalitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or lingling in arms or hands

Numbness or tingling in lsgs or feet

Weakness in arms or hands

Weakness In legs or feet

Recent change In coordination

Recent change In ability to walk

Spina bifida

Latox allergy

Explaln “yes" answers here

| horeby stata that, to the best of my knowledgo, my answers to the ahove questions are complate and correct,

Signalure of alhlele Signature of parenVguardian Dale

Y
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Pre-Participation Student-Athlete COVID-19 Screening

To be completed prior to pre-participation physical and presented to healthcare practitioner for review during physical exam.,

To be submitted to Athletic Department as attachment to physical exam document.

Name:

Last First Middle
Student ID#: Date of Birth: Age: Cell Phone:
(MM/DD/YYYY)

Gender: O Male O Female Sport(s):

Please complete this form to assess your potential exposure / possession of COVID-19 and other illnesses.
Are you currently free from illness? D Yes 0 No

Prior to coming / returning to campus, did you experience, or are you currently experiencing any of the following:

SYMPTOM YES NO LENGTH OF SYMPTOM EXPLANATION

Fever

Body Chills

Extreme Level of Fatigue

Cough

Pain / Difficulty Breathing

Shortness of Breath

Sore Throat

Body / Muscle Aches

Loss of Taste

Loss of Smell

Changes to Vision / Eye Discharge

QUESTION YES

NO

2-14 days prior to experiencing these symptoms, did you experience a suspected exposure to COVID-197

Have you had any direct contact with anyone who lives in or has visited a place where COVID-19 is spreading and/or is an area
reporting an increased number of COVID-19 cases (i.e. "hot spots")?

Have you had any direct contact with someone that has a suspected or lab confirmed case of COVID-19?

Prior to coming to campus / during your time away from campus, did you self-quarantine due to suspected symptoms or exposure of
COVID-19?

Prior to coming to campus / during your time away from campus, have you been living in, or have visited an area reporting an
increased number of COVID-19 cases (i.e. "hot spots”)?

Have you previously been or are you currently diagnosed with COVID-19?

0 YES© NO DATE OF DIAGNOSIS: . /

Do you have medical documentation to support your diagnosis and treatment of COVID-19?
0 YESO NO PHYSICIAN NAME:

PHYSICIAN LOCATION: _.

Please list any countries/states/cities you have traveled to since March 15th, 2020 and the dates you were there:

1. Dates:
2. Dates:
3. Dates:
4, Dates:
o Dates:

Student-Athlete Signature: Date:




