SDHSAA HEALTH HISTORY FORM - To be completed (with parent/guardian if student is
under 18) in years when a physical exam is given, prior to the exam.

Name:

Date of Exam:

Date of Birth:
Sports:

iist all past and
current medical conditions:

Have you ever had surgery?
if Yes, list all procedures:

List all prescriptions, over-the-counter meds
or supplements you currently take:

Do you have any allergies?
If Yes, Please list them here:

Over the last two weeks, how often have you been bothered by the following prablems? (Circle Response)

Not At All | Several Days | Over Half the Days | Nearly Every Day
Feeling nervous, anxious or on edge 0 1 2 3
Not being able to stop or control worrying 0 i 2 3
Little interest in pleasure or doing things 0 1 2 3
Feeling down, depressed or hopeless 0 1 2 3

A sum of 3 or greater is considered positive on either subscale (Q1+2, or Q3+4} for screening purposes

ANSWER EACH OF THE FOLLOWING QUESTIONS SPECIFIC TO “IN THE PAST YEAR”
& EXPLAIN ANY YES ANSWERS ON THE BACK OF THIS SHEET:

practice ora game?.

1. Do you have any cancerns you'd like to discuss with your 15. Do you have a bone, muscle, ligament or joint injury that
provider? bothers you?
2. Has a provider ever denied or restricted your participation in
sports for any reason? 16. Doyou cough, wheeze, or have difficulty breathing durlng or
i after exarcise?
17.  Areyou missing a kidney, an eye, a testicle, your spleen or any
4,  Haveyou ever passed out ar nearly passed out during or after other organ?
exarcise? 18. Dovyou have greinor testicle pain or a painful bulge or hernia
5. Haveyou ever had discomfort, pain, tightness or pressure [n In the groin area?
your chest durlng exercise? 18, Do you have recurring skin rashes or rashes that come and go,
6. Does your heart ever race, flutter [n your chest, or skip beats Including herpes or MIRSAT
{Irregular beats) durlng exercise? 20. Have you had a concussion or head injury that caused
7.  Hasadoctor ever told you that you have any heart problems? confusion, a prolonged headache or memory problems?
8. Hasadoctor ever requested a test for your heart? {Example: 21. Haveyou ever had numbness, tingfing or weakness in your
electrocardiography or echocardlography} arms or legs, or been unable to maove your arms or legs after
9. Do you get light-headed or feel shorter of breath than your being hit or falling?
friends during exercise? 22, Have you ever becomeill while exercising in the heat?
10. Have you ever had a sejzure? 23. Doyou or does someone in your family have sickle celi trait or
disease?
11. Has any family member or relative died of heart problems or 24, Have you ever had, or do you have any problems with your
had an unexpected or unexplained sudden death before 35 eyes or vislon?
years of age {including drowning or unexplalned car crash) 25. Doyouworry about your weight?
12. Does anyene Inyeur famlly have a genetic heart problem such 26,  Areyou trying to, or has anyone recommended that you gain
as hypertrophic cardiomyopathy (HCM}, Marfan syndrome, or lose weight?
arrhythmogenic right ventricular cardiomyopathy {ARVC), long 27. Areyou on a special diet, or do you avoid cartain types of
QT syndrome (LQTS) short QT syndrome {SQTS), Brugada foeds or food groups?
syndrome, or catecholaminergic polymorphic ventricular 28. Have you ever hadan eating disorder?
tachycardia [CVPT)? 29. Have you aver had COVID-197
13. Has anyone in your famlly had a pacemaker or implanted
Have you ever hada menstrual perlod?
How old were youwhen you had your first period?
ave you ever had a stress fracture or an Injury to a bone, 32. When was your mest recent perlod?
muscle, ligament, jolnt or tenden that caused you to miss a 33, How many periods have you had In the past 12 months?

CERTIFICATION OF HEALTH: | hereby state that, to the best of my knowledge, my answaers on this form are complete and correct:

Signature of Athlete:

Signature of parent/guardian (if under 18):

Date:

Form adupted with permission © American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medlcine, American Medical
Soclety for Sports Medicine, Amerfcan Orthopaedic Soclety for Sports Medicine, and American Osteopathic Acedemy of Sports Medicine, 2015




SDHSAA PREPARTICIPATION PHYSICAL EXAM FORM
Athlete Name: Date of Birth:
Date of Exam: Annual/Biennial/Trienntal:

Physician Reminders:

1. Consider additional questions on more sensitive issues:
s  Dpyou 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?
Have you ever tried cigarettes, e-cigarettes, vaping, chewing tobacco, snuff or dip?
Over the past 30 days, have you used chewing tobacco, snuff or dip?
Do you drink alcohol or use any other drugs?
s Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
¢ Have you ever taken any supplements to help you gain or lose weight or improve your performance?
s Doyou wear a seatbelt or helmet?
Consider reviewing questions on cardiovascular symptoms (#4-13 on health history form)

Weight: BP:
Pulse: Vision: R 20/ L 20/ Corrected?:
Appearance
Head/Mouth
Eyes, ears, nose and throat - Pupils equal & Hearing
Lymph Nodes
Heart* -Heart scunds, murmurs, pulse, rhythm, auscultation
Lungs

Abdomen - Liver/Spleen, masses
Skin - HSV, Lesions, Staph, MRSA, etc.
Neurological

ecl
Back

Shoulder & Arm

Elbow & Forearm

Wrist, Hand and Fingers

Hip & Thigh

Knee

Leg & Ankle

Foot & Toes

Functional

» Double-leg squat test, single-leg squat test, box drop or step drop test

* Consider electrocardiography (FCG), echocardiography, referral to a cardiologist for abaormal cardiac history or exam findings, or o combination

Sports Participation Recommended for {Mark One}:
] Medically eligible for all sports without restriction
C] Medically eligible for all sports without restriction with recommendation
for further evaluation or treatment of:
[ Medically eligible for certain sports list here):
(] Not medically eligible pending further evaluation:
{1 Not medically eligibte for any sports:

Name of Examiner:
Signature of Examiner:
Date of Exam:

Note: SDCL allows Doctor of Medicine, Doctor of Osteopathy, Doctor of Chiropractic, Licensed Physician Assistant and Licensed
Nurse Practitioners as those that can provide this recommendation.

Form odapted with permission @ Amerfcan Acodemy of Family Physiclans, Americon Academy of Pediatrics, American College of Sports Medicine, American Medicaf
Society for Sports Medicine, Ametican Orthopaedic Soclety for Sports Medicine, and American Osteopathic Academy of Sports Medicine, 2019




