HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please fist 2fl of the prescription zng over-the-counter medicines and supplemess ferbal and mstritional) that you are currently taking

Doyou havesny aflergies? I Yes I3 No i yes, piease identily speciiic silergy below.

3 Medicines £3 Pollens 3 Food 3 Stinging Insecis
Explain "Yes™ answers below. Gircle quesiions you don’t know He answers fo.
GENERAL QUESTIGNS Yes | He EEDIGAL GUESTIONRS Yes | Ho
1. Has a docter aver deniad of resiricted your pariicipation in sports for 26. Do you pough, wheere, o hiave Sifcully treatiing duing or
any reasgn? after exercise?
below: [ Asthmz 13 Acemin [J Disheizs [ infections 28. Is there anyone i your family whe has astima?
Other: 20 Were vou borm without or 27e vou srissing 2 Kidney, n eye, 2 lesfide
3. Have you ever speri he night in the hospitai? {males), your spiesn, of any giter aigan?
4. Have you ever had surgery? 30. Do you have groin pain o 2 painiul bulge or henta in ihe groin area?
HEART HEAITH QUESTIDNS AR0OUTY ¥8U Yes Bs 31, Have you had ik izpsEs {mons) wihin the st monih?
5. Have you ever passed oul o nearly passed ot BURBG of 32 Doyon have 2ny roshes, pressiTe Ses, oF ¢iher skin problems?
AFTER exeruise? 33. Have you hiad a herpes or MRSA skin infection?
6. Hawes you ever o ot paia, Bghtiness, o gueseare i your 34, Have you ever frad 3 heod ijury of concussion?
E - 35. Have you ever had 2 k6 or biow 1o the hiest ft saused confesion,
7. Does your keat ever rave o skép beals fireqular beals) during exerdss? y:mu " o v probiems?
- ;‘;:;mﬁ;gf“m VRt yow xie ancy Insat peckine? § 60, . 35. Do you have a history of Sefzure disorder?
[ Hghbioodpresswe 3 Abeart murmarr 37. Do you have headaches with avermise?
3 High cholestergi i3 Ahean mischon 3= &mma@@ﬁMﬁ@authmm
11 Kawasald disease Gtfer: #egs after bewng i o fieng?
9. Has a doclor ever ardered a test for your heari? (For example, ECS/EXS, 38. Have you ever been unable fo move your anms of legs after being hit
echocardiogram) or faling?
10. Do you get Eghitheaded or fee! move shast o bremih: Hen expected 45. Hiave you over become H wiils exertising in the heai?
Guring exercise? 41. Boyou gel frequent mesHe Tamps When exstsng?
1. Have you ever had = unexplained seizure? 47 Dpyou oF Semenne iz your family have sicide cell trait or diseass?
12 Qnmgﬂ@mgmdﬂﬁmwmmmﬂmmm 43 Have you had any problams with yoor oyes or vision?
dusing exercise? o
13. Has any family member or relafive died of hewt problems or had S e T = :
. Has any of or had an
unexpected or unexplaingd sudden death before age 50 (ncluding 46. Do you wear protective eyewsas, Such as goggles o a fave shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you wory zhoul your weight?
14. Does anyone in your fasily hiave iypertopinc cardiomyopatiy, Marfan 48. Areyou Uying b o7 has anyene recommented il yop gain or
syndrome, short 0T syndrome, Brugada syndsome, o catecholaminergic 48. Are you ona special diet or do you avoid cerlzin types of foods?
= = 50. Have you ever had an sating disorder?
15. Does anyone in your famtly have a heast probiem, pacemuaker, or
implanied defivisior? 51. Bayou have any concerms et you wenld B fn Siscuss with a dacler?
16. Has anyone in your family had unexplained fainiing, inexplaned FERALES gy
seizures, or Reay ing? 52. Have you ever hag 2 mensirual pericd?
BORE AND SOBIT QUESTISNS Yes | Es 53. How old were you when you had your first mensirus] period?
i7. ﬁemm@gmmmam,mm o iendon 54. How many perieds have you had In the st 12 monihs?
7 il ¥4
caused you 1o |iss a practice or 2 game? = —

18. Have you ever had any broken or fractered bones or disiocated joints?

19. Have you ever had an injury that required x-Tays, MRi, CT scan,
injestions, therapy, a brace, a cast, or criches?

20. Have you ever had a Siress frachre?

2. Mammmmiwmhmwmywhaﬂmx—mﬂwm
instabflity or atiantomal insiabifity? (Down syndrome or swarfism)

22. Do you regutarty ese @ brace, ortholics, or other assistive deviea?

23. Doyos have a bone, muscle, or joint infory Bt bothers you?

‘24. Do any of your joints become painful, swolles, fool werm o look 7082

25. Da you have any history of weniie arthrilis o conneoiive Tissue disease?

!mmmmmmwmmwmwmmmmmwm

Signature of atiete Signature of parent’; Date
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade Schoot Sport{s}

Type of disability

1
2. Date of disabily
3. Classification iif avaiiabis)

4, Cauyse of disabiliy {Hirh, disssse, accidenifaums, aher

5. Lisl the sporfs you are interested in playing

Yes He

6, Do you regulardy use 2 brase, assistve device, o prosthelic?

7. Do you use any special brace or assistve device for sporis?

8. Do you have any rashes, prassure sores, or any other skin problems?

4. Do you have a hearing less? Do you use a hearing aid?

10. Do you have 3 visusl inpelrment?

11. Do you use any special devices for howel or Bladder funclion?

12. Do you havs bursing or discomfort when wingling?

13. Have you had autonowic dysrefieia?

14. Have you sver been diagnossd with 3 heat-related (yperthermiad or sold-related fhvpothermis; iness?

135, Do yos have musle spasinily?

18, Do you have frequent sefzures that cannct be contolled by medicaion?

Expiain “yes” answers hete

Please indicale if you have sver had any of the following.

Yes Ho

Atlantoadal instabiliy

X-tay gyaluation for alanioaxial instabifiy

Dislecated joints fmove than ong}

Easy bleading

Enlarged spleen

Hepatilis

Ostenpenia or osteoporass

Difficulty conirolling howel

Difficuity conirofiing biadder

Humbness or Hogling In soms or beads

Numbness or Hnpling in legs or feet

Weakness in arms of hands

“Weoakness in legs or fest

Resent change in coordination

Recent change in 2y o walk

Spina bifida

Latey allergy

Explain “yes” answers here

I herehy state that, fo the best of my knowledge, my answers to the above guestions are cemplete and correct,

Signature of athicte

of

Date
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PHYSICAL EXAMINATION FORM

Name Date of birth

1. Consider additional questions on more sensitive issues
= Do you feel stressed out or under a lot of pressure?
= Do you ever feel sad, hopeless, depressed, or anxious?
+ Do you feel safe at your home or residence?
e Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
» During the past 30 days, did you use chewing tobacco, snuff, or dip?
+ Do you drink alcahol or use any other drugs?
= Have you ever taken anabolic siercids or used any other performance supplemsnt?
= Have you ever taken any supplements to help you gain or lose weight or improve your performance?
= Do you wear a seat belt. use a helmet, and use condoms?

2. Consider reviewing guestions on ¢ lar symy {questions 5-14).

EXAMINATION
Height Weight £} Hale 11 Fomale

o
B8P / { ? H Pulse Vision R 2% § 20 Comegted DV OH

MEDICAL ROBMAL SBNORMAL FINDINES

Appearance
< arfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodachyy,
arm span > height, hyperlaxity, myopia, MVP, acric Insufficlency)

Evesfears/noseithreat
= Pupils egqual
= Hearing

Lymph nodes

Heari®
* Murmurs (ausculstior fing, supine, +/-
= Location of point of maximal impulss P

Puilses
« Simuttaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males oalyl®

Skin
© HSV, lesicns suggestive of MRSA, inea corperis

Neurologic®

MUSCULOSKELETAL

Neck

Back

Shouldet/am

Eibowi/forsarm

Wrisi/randfngers

Knes

Legianide

Footiioes

Functional
° Duck-walk, single leg hop

*Consider ECG, echacardicgram, and refenal to cardiology for abrommal cardian histery or exam.
“Cansider GU exam if in private setling. Having Hhird parly pressnt is recommendad.
T cognitiv ion or baseline istric tsting ¥ 2 history of significant concussion.

3 Cleared for 2fl sporis without reswriction
1 Cleared for all sporis witheut restriction with Sonis for further svaluation or reatment for

O3 Not cleared
1 Pending further evaluation
3 For any sports
OO For certain sports

Reason

Recommendations

i have examined the above-named and the prep ipation physical evaluation. The athlete does not p pp: clinical contraindications te practice and

qarﬁcingte in the spori(s) as outiined above. A copy of the physical exam is on recard in my office and can be made available to the school at the request of the parents, If condi-
tions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the prablem is resived and the potential consequences are completely
explained to the athlete {and parents/guardians),

Name of physician {print/y

Ype} Date
Address Phone
Signature of physician MDor DO
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CLEARANCE FORM

Name Sex OM OF Age Date of birth

0 Cleared for all sports without restriction

O Cleared for all sporis without resiriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further svaluation
O3 For any sports

O For certain sporis

Reason

Recommendations

I have examined the above-named siudent and completed the preparticipation physical evaluation. The athiete does not present apparent
clinical coniraindications to practice and participate in the spori(s) as outlined above. & copy of the physical exam is on record in my office
and can be made available o 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 untif the problem is resolved and the potential conseguences are compleiely explained io the athlete
(and parents/guardians).

Name of physician {print/type} Date

Agdress Phone

Signature of physician . MD ar DO

EMERGENCY INFORMATION

Allergies

Other information
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