
.i{SAA i,lEDICAL HISTORY EYALUATION
UPORTANT: Thls form must be col,I.oleled aL!92!L, kept on 6le wilh the school, & is subiect to inspection by the Rules Compliance Team

-.se Ptid

.-;me: ichool: Grade: Datel

Spontsr

Home Address Cir\': State

Pareol / (ioardlan EmDloYer:

.rA lLY MEDICAL HISTORY: Has any member of your family under age 50 had these conditions?

"es No Conditlon Whom Y€s No Condltion Whom
I El Heart AttacuDisease
tr D Stroke
E E Diabetes

E E Sudden Death
0 E] High Blood Pressure
tr tr Sickle Cell TraivAnemia

Sex: M /F Date ofBinh: Asc: CcllPncr:

_ Zio Code:_Home Pnon= ____
Wori Pnone

Yes No Condition Whom

tr tr Back
tr tr KneeL/R
tr tr AnkleL/R
O tr Pinched Nerve

O tr Arthritis
El El Kidney Disease _
O E Epneos_

ATHLETE'S oRTHOPAEDIC HISToRY: Has the athlete had any of the following iniuries'
Yes l,lo Condltlon Date Yes No Conditlon Date Yes No Conditlon Datr
El O Head lnjury / Concussion tr El Neck lnjury/ Stlnger trtr Shoulderl/R
tr tr Elbow L / R
E tr HiPL/R
tr D Lowerlegl/R
E tr FoorL/R
tr O Chest

tr E Arm/Wrist/HandL/R
EI EI Thigh L i R
tr tr Chronic Shin Splints

E 0 Severe Muscle Strain
Prevrous buroefle:

ATHLETE iIEDICAL HISTORY: Has the athlete had anv of these conditions'
Yes No Conditlon Yes No Condition
E E Heart Murmur / Chest Pain / Tightness E E Asthma / Prescribed lnhaler
g El Seizures tr tr Shortness of breath / Coughing
tr tr Kidney Disease tr tr Hemia
O E lrregular Heartboat tr tr Knocked out/Concussion
tr tr Single Testicle t] E Heart Disease
f] O Hiqh Blood Pressure E E Diabetes
tr tr Dizzy / Faintinq E E Liver Disease
tr tr Organ Loss (kidney, spleen, etc) E El Tuberculosis
El E Surgerv tr tr Prescribed EPI PEN

Condltlor
Menstrual iregularities: Last Cycle
Rapid weight loss / gain
Take supplementyvitamins
Heat related oroblerns
Recent Mononucleosi
Enlarged Soleer
Sickle Cell Trait/Aierne
Ovemight in hosoita:
Alleroies (Food- Druos

Yss No
DD
trtrtrtrtrootrtrtr
Dtr
trtrtrtr

O tr Medications
Measles lmmunization : _Meningitis Vaccine

PARENTS'WAVER FORM
To the best of our knowledoe. we have given true & accurate infomation & hereby grant permission lor the physical screening evaluation. We understand the

ovaluation involves a limited examination and the screening is not intended to nor will it prevent iniurv or sudden doath. We funher understand that it m:
6xamination is provided without expectation of payment, thsre shall be no cause of action pursuant to.Louisiana R.S. 9:2798 aQainst the team volunteer healtr,-
care provider and/or emolover under Loursrana ra\^

This waiver, exeolted on the date below by the undersigned medical doctor, osteopathic doctor. nurse practitioner or physician's assistant and parent of ttle
sludent athlete named above. is done so in comoliance with Louisiana law with lhe full understanding that there shall be no cause ol adion lor any loss or damage
caused bv any act or omission related to the hoalth care sgrvices if rcndered volunlarily and wilhout expectation of paynent herein unless such loss or damage
was caused bv oross negligence. Additionally,

1, lf. in the iudgment of a school representative, the named student-athlete needs care or treatrnent as a result ol an iniury
or sickngss, ldoh€{ebyrequest,consentandauthorizeforsuchcareasmaybedeemedne@ssary..................-........... -..................YeG ko

2. I understand that ifthe medicalstatus ofmy child changes in any significant manner after his/her physical examinatlon.

3. I giv€ my permission for the athletic trainer to releaso intomation conceming my child's iniuries to the head coactvathleoc

4. By my signature below, I am agreoing to allow my child's medical history/exam form and all eligibility forms to bo reviewsd

Date Signed by Parent Signatu.o of Parent Ttped or Printed Name ol Pareru

ll. COl{PLETEo ANNUALLY BY MEOICAL DocToR (tlo), OSTEoPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN'S ASSISTANT (PA

Height Pulse

GENERAL MEDrcAL EXAI'
Norm::.:T tr

-lrngs trHeart O
Abdornen trSkin trHemra O
(if Neededl

OPTIONAL EXAT'S
vlstoN:
L: R:

ORTHOPAEDIC EXAM :

Norm
l. SDine / Neck

UeMcal d
Thoracic tr
Lumbar tr

ll. upper Extremity
Shoulder tr

Elbow tr
Wrist O
iand / Fingers

ill. Lower Extremity
Hip Ll
Knee tr
Ankle tr

tr
tr
tr

tr
tr
tr

tr
tr
tr

nl
a
o
o
tr
D
D

Ab Abnl
Corrected

DENTAL:
1 2 3 4 5 6 7 I 91011 1213141516
31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

COMMENTS:

Printed Name of MD, DO, APRN or pA Signature of MD, DO, APRN or pA Date of Medical Examination

pai\pn 4/tB This phvsicrl expires one year from the date it wrs signed rtrd datcd by the MD, DO, APRN or pA
A

List Dat€s for: Last Telanus Shot: _

Weight _ Blood Pressure_

From this limitod screening I see no roason why thls sludenl cannot partcipate in athletics.
[ ] Studont is cloared
[ ] Cleared after fiJrther evaluation and trealment for:
I I Not cleared tor: _contact _non{ontact


