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PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4) 

This medical history form should be retained by the healthcare provider and/or parent. 

This form 1s valid for 365 calendar days from the date signed below. 
Revised 3/23 

MEDICAL HISTORY FORM 

Student Information (to be completed by student and parent) print legibly 
Student's Full Name: ___________________ Sex Assigned at Birth: __ Age: __ Date of Birth:_/_/ __
School: ________________________ Grade in  School: __ Sport(s): ____________ _ 
Home Address: ______________ City/State: _________ Home Phone:{_) __________ _ 
Name of Parent/Guardian: _________________ E-mail: _______________________ _

Person to Contact in Case of Emergency: Relationship to Student: _________________ _ 

Emergency Contact Cell Phone: (_] Work Phone: (_) _______ Other Phone: (_) ______ _ 
Family Healthcare Provider: City/State: Office Phone: (_) ______ _ 

List past and current medical conditions: 

Have you ever had surgery? If yes, please list all surgical procedures and dates: 

Medicines and supplements (please list all current prescription medications, over-the-counter medicines, and supplements (herbal and nutritional): 

Do you have any allergies? If yes, please list all of your allergies (i.e., medicines, pollens, food, insects): 

Patient Health Questionaire version 4 (PHQ-4) 
Over the past two weeks, how often have you been bothered by any of the following problems? (Circle response) 

Not at all Several days Over half of the days Nearly everyday 

Feeling nervous, anxious, 
0 1 2 3 

or on edge 

Not being able to stop or 
0 1 2 3 

control worrying 

Little interest or pleasure 
0 1 2 3 

in doing things 

Feeling down, depressed, 
0 1 2 3 

or hopeless 

GENERAL QUESTIONS HEART HEALTH QUESTIONS ABOUT YOU 

Explain ''Yes• answers at the end of this form Yes No (continued) Yes No 

Circle auesMns ,r vou don't know the answer 

Do you have any con"rns that you would hke to discuss with Has a doctor ever requested a test for your heart? For 

1 your provider? 8 example, electrocardtography (ECG) or echocard1ography 

{ECHO)? 

2 
Has a provjder tver denied or restricted your partkpatlon Ill 

9 
Do you get ltght-headed or feel shorter or breath than your 

sports for any reason? fnends dunng exercise? 

3 Do you have any ongoing medical issues or recent I lnesses? 10 Have you ever had a seizure? 

HEART HEALTH QUESTIONS ABOUT YOU Yes No HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No 

Have you ever passed out or nearly passed out during or after 
Has any family member or relatwe died of heart problems or 

4 11 had an unexpected or unexplained sudden deilth before age 
t>xerclse? 357 (Including drowning or unexplained car crash) 

Have you ever had dlscomfort, pain, nghtness, or pressure In 
Does anyone In your family have a genetic heart problem such 

your chest during exercise? 
as hypertroph1c card1omyopathy {HCM), Marfan Syndrome, 

12 
arrhythmogenic right ventricular card1omyopathy {ARVC), 

long QT syndrome (LQTS), short QT syndrome {SQTS), Brugada 

6 
Does your heart ever race, flutter in your chest, or skip bt>ats syndrome, or catecholam1ner1gc polymorphic ventricular 
(Irregular beats) during exercise? tachycardia (CPVT)? 

7 H�s a doctor ever told you that you have any heart problems? 13 Has anyone In your family had a pacemaker or an Implanted 
defibrillator before age 35? 

This form is not considered valid unless all sections are complete. 



PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4) 
This medical history form should be retained by the healthcare provider and/or parent. 

This farm is valid for 365 calendar days from the date signed below. 
Revised 3/23 

Student's Full Name: ___________________ Date of Birth:_ /_/ __ School: __________ _

BONE AND JOINT QUESTIONS Yes No MEDICAL QUESTIONS (continued) Yes No 

14 Have you ever had a stress fracture? 26 Do you worry about your weight? 

15 Did you ever injure a bone, muscle, ligament, joint, or tendon 
27 

Are you trying to or has anyone recommended that you gain 

that caused you to miss a pracbce or game? or lose weight? 

16 Do you have a bone, muscle, ligament� or Joint Injury that 
28 

Are you on a special diet or do you avoid certain types of 
currently bothers you? foods or food groups? 

MEDICAL QUESTIONS Yes No 29 Have you ever had an eating disorder? 

Do you cough, v,.·heeze, or have difficulty breathing durmg Explain "Yes" answers here: 
17 or after exercise or has a provider ever diagnosed you with 

asthma? 

18 
Are you mlssmg a kidney, an eye, a testlcle, your spleen, or any 
other organ? 

19 Do you have groin or testicle pain or a painful bulge or hernia 

In the gram area? 

Do you have any recurring skin rashes or rashes that come and 

20 go, Including herpes or meth1cillln•reslstant staphylococcus 

aureus (MRSA)? 

21 Have you had a concussion or head mjury that caused 

confusion, a prolonged headache, or memory problems? 

Have you ever had numbness, had tinglfng, had weakness m 

22 your arms or legs, or been unable to move your arms or legs 

after being hit or falling? 

23 Have you ever become Ill while exercising In the heat? 

24 
Do you or does someone In your famlly have sickle cell trait 

or disease? 

25 
Have you ever had or do you have any problems with your 

eyes or vision? 

This form is not considered valid unless all sections are complete. 

Participation in high school sports is not without risk. The student-athlete and parent/guardian acknowledge truthful answers to the 
above questions allows for a trained clinician to assess the individual student-athlete against risk factors associated with sports-related 
injuries and death. Florida Statute 1006.20 requires a student candidate for an interscholastic athletic team to successfully complete a 
preparticipation physical evaluation as the first step of injury prevention. This preparticipation physical evaluation shall be completed 
each year before participating in interscholastic athletic competition or engaging in any practice, tryout, workout, conditioning, or 

other physical activity, including activities that occur outside of the school year. 

We hereby state, to the best of our knowledge, that our answers to the above questions are complete and correct. In addition to 
the routine physical evaluation required by Florida Statute 1006.20, and FHSAA Bylaw 9.7, we understand and acknowledge that 
we are hereby advised that the student should undergo a cardiovascular assessment, which may include such diagnostic tests as 
electrocardiogram (ECG), echocardiogram (ECHO), and/or cardio stress test. The FHSAA Sports Medicine Advisory Committee strongly 
recommends a medical evaluation with your healthcare provider for risk factors of sudden cardiac arrest which may include the special 

tests listed above. 

Student-Athlete Name: ___________ (printed) Student-Athlete Signature: _____________ Date._ I_ I_

Parent/Guardian Name: ___________ (printed) Parent/Guardian Signature: ____________ Date:_ I_/_ 

Parent/Guardian Namt!: ___________ {printed) Parent/Guardian Signature: _____________ Date:_/_/_ 

Modified from C) 1019 Amer,con Academy of Family Phys/Clans, American Academy of Pediatrics, Amtmcan College of Spores Medicine. American Mtt/,col Soc1t>ty for Sports Mt>drone, Amencon 
Orthopaedic Society for Sports Medfcme� and American Osteopathic Academy of Sports Medicine. Permlss,on Is granted ra repnnt/or noncommerc,af, educononaf purpast>s wrth ocknowtedgment. 







PREPARTICIPATION PHYSICAL EVALUATION (Supplement) 
SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL 

This form is valid for 365 calendar days from the date signed below. 
Revised 3/23 

This form is only used, or requested, if a student-athlete has been referred for additional evaluation, prior to full medical clearanc, 

MEDICAL ELIGIBILITY FORM - Referred Provider Form 

Student Information (to be completed by student and parent) print legibly 
Student's Full Name: ___________________ Sex Assigned at Birth: __ Age: __ Date of Birth:_ I_/ __
School: ________________________ Grade in School: __ Sport(s): ____________ _ 
Home Address: ______________ City/State: _________ Home Phone: (_J __________ _
Name of Parent/Guardian: _________________ E-mail: ______________________ _ 
Pe�on to Contact in Case of Emergency: Relationship to Student: ________________ _
Emergency Contact Cell Phone:(_) Work Phone: L_) _______ Other Phone:(_) ______ _ 
Family Healthcare Provider: City/State: Office Phone:(_) ___ ___ _ 

Referred for: ______________________ Diagnosis: ____________________ _

I hereby certify the evaluation ond assessment for which this student-athlete was referred has been conducted by myself or a clinician under my d,rect supervision with 
the conclusions documented below: 

D Medically eligible for all sports without restriction as of the date signed below 

D Medically eligible for all sports without restrictton after completion of the following treatment plan: (use additional sheet, if necessary) 

D Medically eligible for only certain sports as listed below: 

D Not medically ehgible for any sports 

Further Recommendations. (use additional sheet, if necessary/ 

Name of Healthcare Professional (print or type): ________________________ Date:_/_/ __ 

Address: Phone: L_) ______ _

Signature of Healthcare Professional: ________________ Credentials: ______ License#: ______ _ 

Provider Stamp {if required by school) 
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