
Dq NOT SHARE this form with schools or rports orgonizolions. lt Aould bc ploood inro fic orfilrr'r mrdioolGlc.

ro Mcdiool Eligibilit, fonn (PAGE { ir thc 94! brm 6d .hould b. &bm tsd to o rchool or lportr oEonizotion.

Didoimon Athlctrr wfio lovr o crr]rl Prrpodidpolion Pfiy.icol Evoluofion (pcr trol. ond loool guidonco] on ftL $ould not n .d io oonplerr orrorhcr hirrory

r PREPARTICIPAIION PHYSICAL EVALUATI0N (lnterim Guidance)

HISTORY FORM

Note: Complete and sign this form (with your parents if youn8er than 18) before your appointmenr

Name: Date of birth:

[isl posl ond current medicol condilions.

Hove you ever hod surgery? lfyes, list oll posl surgicol procedures.

Medicines ond supplemenh: Li$ oll current prescriplions, over-lhe'counler medicines, ond supplements (herbol ond nutitionol)

Potient Heolth Queslionnqire Version 4 (PHQ-41

aver the hst 2 weks, how o[ten lrove yw kn bthered by ony ol the blbwing p*lens? (Circh respnse.)
Not atall Several days Over halfthe da)rs Near, eveqr day

Feelint nervous, anxious, or on edte 0 I Z 3

Not bein8 able to stop or control worrying 0 I 7 !
Little interest or pleasure in doin8 thinSs 0 I 1 3

Feeling down, depressed, or hopeless 0 I 2 3

(A sum o{ >3 is considered positive on either subscole [questions I ond 2, or questions 3 ond 4]lor screening purposes.]

l. Doyou have any concerns that you would like to
discuss wid Iour proYiderl

2. Has a provider ever denied or restricted your
parocipation in sports for any reasonl

3. Do,,ou have any onSoinS medical issues or
recent illness?

4. Have you ever passed out or neart passed out
during or alt€r €xercisel

S. Hav€ yo'r ever had discomfoG pain, tjdtness,
or pressure in your chest during exercise?

6. Does your hean ever race, flutter in your chesq

or skip beaB (irregular beats) during exercisel

7. Ha a doctor ever told you $rt you have any

h€art problemsl

8. Has a doctor ever requested a test foryour
hearti For €xample, ele€Eocardiography (ECG)

or echocardiogr.phy.

GEXERAL q'ESIIOIS

Crpbh 'Yes" .lrs*rs .t tlo ond ot lrb bmL
Cbch $r!&l!3 aF! dor't knoe ta ansrer)

HEART TIEALTH OTJESTIOI{S AEOUT YOU

YeB No

I v"s t{o

9. Do you get liSht-head€d orfeel shorEr of breath

than your friends durang exercise?

10. Hav€ pu eve. had a seizure?

ll. Has any fahit member or relative died of heart

problems or had an unexpected or unexplained

sudden deadl before a8e 35 years (indudinS

drowninS or unexplajned car crash)i

12. Ooes anpn€ in your family have a genetic heart
problem such as hypemophic cardiomyopathy
(HCM), Marfan sy"'drome, arrhydmoSenic ridt
ventricular cardiomyopady (ARVC), lonS QT
syndrohe (LQTS). shon QT sFdrome (SQTS),

BruSada srndrom€, or otedolaflin€r8ic poly-

morphic ventricular edrycrrdia (CP rf)l

13. Has anyone in your family had a pacemaker

an implant€d defibrillator b€fore a8e lsf

IIEART HEAI-TH qJESIPIS ABOJT YOO

(couftNUEol

I HEART HEALTH oI,ESTIOI{S ABOUT YOI,R FAf,LY

Yes No

Yes No
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Dote o[ exominotion:- Soortlsl:
Birtfisex{M/F}:-Differencelo[SexDcvelopmenl(DSD)Y/N:-co.,"nl,-

Do you hove ony ollergies? lfyes, pleose list oll your ollergies (ie, medicines, pollens, food, stinging ihlects).

tr



14. Have you ever had a st ess fracEre or an injun/

to a bon€, muscle, liSament joint, ortendon rhar

eused you to miss a practjce or Same?

15. Do you have a bone, musde, ligament or ioint
injury d'at bo$€rs youl

16. Do you <ough, wheeze. or have difficulry
breathing durinS or after exercjsel

17. Are you missin8 a kidney, an eye, a t€sricle
(maier, your spleen. or any other orSanl

18. Do you have groin orrestide pain ora painful

bulge or hernia in the rroin area?

19. Do you have any recurrinS skin rashes o.
iashes that come and go, including herpes or
me6icillin-rGsistanr Stophyhco ccu s outeus

(MRSA)?

20. Fhve you had a conctssion or hcad iniury rhat

oused confusion. a prolonSed headade. or
memory problems?

21. Have you ever had numbness, had tin8lin& had

weakness in your erms or l€gs, or been unable

to move your arms or l€8s after bein8 h't or
fallinSi

22. Har€ you ever become ill while exercising in dre

hear?

21. Do you or does someone in your family have

sickle cell o_ait or diseare?

24. Have ,,ou ever had or do you have any prob-
l€ms wi$ your eyes or visionl

DO NOT SHARE rhis form wifi schools or sports orgqnizotions. lt should be ploced into the otfilete'r medicql file.

Explain "Yes" ansrrers h€re.

I hereby state that, to the best of my knowledge, my anawellr to th€ questlom on this form are compl€te
and correct.

Signanrre of afilete:

Si8naurre of parent or guardian

Dat€:

25. Do you worry about your weidt?

26. Are you fyins to or has anyon€ recommended

dlat you Sain or lose weighC

27. Are you on a special di€t or do you avoid

cerEin types offoods or toodgroupsi

28. Have you ever had an eatjnS disorderl

29. Have you ever had a mensrual period?

E
30. How old were you when you had ,our first

menst'ual periodl

31. When was your mosl recent menstrual period?

32. How many periods have you had in the past 12
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I eore rro JoNr ouEsrot{s YeB No

MEOICAL QUESTIONS Yes lNo

tl
lltlII

L]

H

MEOICAL OUESTIONS ICONTINUEO I No

FET{ALES ONLY No



this form with schools or sporls organizotions. lr rhould be ploGed into the othlete'5 medi.Gl file.

r PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAT EXAMINATION FORM

Name:

PHYSICIAN REA NDffi
L Consider additional qu€stions on more-sensitjve issues.

- Do you feelstressed out or undera lot ofpressurel
. Do you ever feel sad, hopeless, depressed, or anxious?
. Do lou feelsafe at your hom€ or residencel
. Have you €ver tried cigarettes, e<jgaretles, chewing tobacco, snuff, or dip?
. During dte past 30 days, did you use dewin8 tobacco, snufi ordip?
- Do you drink alcohol oruse aq/ other druSsi

- Hav€ you ever 6ken anabolic stsroids or used any other performance-€nhancinS supplement?
. Have /ou ever taken any supplem€nts to h€lp you gain or lose w€ight or improv€ your performancei
. Do you wear a seat belf use a h€lmet, and use condoms?

2. Consider reviewing questjons on cardiov?scular symptoms (Qrc13 of History Form).

Oate of biEh

Addressr Phone

SiSnature of health care professronal: , l4D, DO, NP, PA or DC

H€idt Binh S€x (M/F): SRY Screen ResulC (optional) tr SRY+ o SRY-

- lYarfan stigmata (kyphoscoliosis, high-arched palat€, p€cos ex6\ratum, arachnodactyly, hyDerlaxity,

Vision: R 20/ L 20tBP: I

and aonic insufficie

Eyes, ears, nose, and throat
. Pupik equal
. Hearing

Hearc
- l'{urmurs (ausculotion standin& auscuhatjon supine, and t Valsalm maneuver)

LunSs

Skin

- Herpes simplex virus (HSV), lesions suSSestive of methicillin-resisbnt Staphylococ.us ourcus (MRSA),or

Neck

Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers

Hip and 6i8h

Le8 and ankle

. Double-leg squat t€st, singl€Jeg squat test and box drop or step drop test

EXAMINATION

iEOICA L I uonml I mronmlr rnones

iTtJSCU LOS KELETAL NORI{AL I ABilORtAL F[{DrnGS

I-

Page 5 NIAA4/3/2025

) Pulse: Correct€d: EY EN

Neurolosical

* A positive SRY resuk will only be €liSible for boy's sports on tie Medical EliSibiliq/ Form unl€ss cleared to have no male androgenizarion (€.& CAIS).

. Consider electrocardiography (ECG). erhocardiography, referralto a cardaoloSistfor abnormalcardiac history or examination flndinSs, or a combination ofthose.

Name of health care professional (print or Vpe): Date _



DO NOI SHARE this form wirh schools or sports orgonizotions. lt rhould be plqced into the qthlete's medicql

! PREPARTICIPATION PHYSICAL EVALUATI0II

ATHTETES WITH DISABILmES FORM: SUPPLEMENTTO THE ATHTETE HISIORY

l. Type ofdisabilit).

2. Date o{ disabilit)a

3. Classificatjo n (if available):

4. Cause ofdisability (bir$. diseare, injur),, or oth€r):

5. List the spons you are plalng

6. Do you r€gularly use a brace, an assistive device, or a prosthetj( device fordaily acrivitiesl

7. Do you use any special brace or aJsisrjve devce for spons?

8. Do you have any rishes, pressure sores, or other skin

9. Do you have a hearinS lossl Do you use a hearing aid?

10. Do you have avisual impairmentl

ll. Doyou use any special devices forbow€l or bladder functjon?

i2. Do you have burning or discomfon when urinatinSl

t3. Have you had autonomic dysreflexia?

14. Have you ever been diaSnos€d as having a heat-relat€d (hyperthermia) orcold-relarld (hypotnermia) illnessl

15. Do you have muscle spasticityl

15. Do you have frequent seizures that cannot be .ontrolled by medication?

Explain "Yes" answeE here

Explain "Y€s" answers here.

Adantoaxial instability

Radio8raphi! (x-ray) evaluation for adantoaxial instabilitl

Dislocat€d ioints (morethan on€)

Easy bleeding

EnlarSed spleen

Hepatitis

Osteopenia or ost€oporosis

Difficulty controlling bowel

Difficulty controllinS bladder

Numbness or tinglinS in arms or hands

Weakness in arms or hands

Weakness in le8s or f€et

R€€ent chanS€ in coordinatjon

Re.ent change in abi

Spina biflda

Latex all€rgy

I v"r NorIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

I horeby state that, to the best of my knowledge, my answers lo the questions on this form are complolo and corect.

Si8natlre of parent or tuardian:

Page 6

Name: Dale of birth:

Yes No+
fT-

F
tt

I

Numbness or tingling in leSs or feet

Please lndlcate whether !,ou have evor had any of tfie following condldons:

NrAA4/3/2025



Submir this form ONLY (poge 7) ro the school or sports orgonizotion 2nd / l't

Office Use onlv

RMA

Semester GPA

quarter GPA

tst I 3td

r PREPARTICIPATION PHYSICAL EVALUATION

MEDICAL ELIGIBILITY FORM

Name: Dote of birth: Dote ofexom: 

-

Birth S€x (M/F): E M€dically eliSible for Sirls sponi Lr Medica y eligibte for boys sporrs 
FegS

"Male" means a percon belontint to the sex itrtended to produ.e the rmall reproductive cell. "Female" means a person antended to produce the larSe rep.oductive cell

I have r€viewed the History Form for the ttudent narhed on this form and wlll provldeall r€levant informatlon below. The
informatlon provlded belowwlll beused to assist athletic perionnel, which mayinclude but la not llmlted to an athletic
admlnlttrator' athletic director' andlor athletic trainer, in the supervision and treatment ofthe studGnt named on thb rorm.

14edications:

l''ledi€al Conditlons and/or Surgeries:

Any relevant YES answers on History Form:

MARK OXE:

tr l.,ledicalt etlgible fo. all lports wfthout rGtrlcdon

tr Madicalt elitible br dl sport3 witlput rBt'iction tdth rEomme,rddom ior furth€r ey.lu.tion or trdn€nt of

tr Medic2lly ellglble fror ce.taln aporta

tr tlot m€dk lY elEibl. pcndlng furdler edrdon

tr Not BF/i.dy ditibl€ for.ny lports

Recommendations:

I h.yG erornined dr. surdert nem.d on drh 6rm and completed dre prepardcl@on physlcal evdu.don The dhlete do€s not h aye

appar€ot cllnl.al contEindicadoos to pr..d.€ .Ild.an parddpde ln fhelportt) as oudlned on drls form, A copy of the phplcal
eElnlnadon fndlrus arE oo record ln my ofice and can be made .vaihbl€ to dle school ai d|e r€quest of dre Frcnts. lf condidons
arii€ aftEr d|e adll€te has bGe.l cl.arcd for pardcipedon, dl. phFlclan ma, rcscind the medical €figibilit/ undl the problem b rcsohEd
and 6e potenfial @nt€quencet arc completet oel.ln€d to tlle sd Bte (.nd p€rent3 or guardan!).

Norne oI heohh core prdessionol lprinr or rype):

Address:

Datei

. l4D. DO, NP, PA or DCSIGNATURE of Health Care Professlonal

Page 7

Health Care Proressional License Numbei

N|AA 4/3/2025

INITIALS of Health Care Professional:


