
I FMEPNN"T'ICIPAT¡ON Fþ{YSIC.AL EVRUUNTION
HISTORY FORM
(Note: This fom is to be Í¡iled out þy the pat¡ent and parent pt¡or to see¡ng the physic¡an . The physic¡an should keep th¡s forn ¡n the chart.)

Date of Exam

Name Date of birth

Sex _ Age 

-

Grade School Sport(s)

Medicines and Allergies: Please l¡st all of the prescription and over-the-counter medicines and supplements (herbal and nutrilional) that you are currently tak¡ng

Do you have any allergies?
tr Medicines

trYes trNo
tr

lf yes, please identify specif¡c allergy below.

Pollens tr Food n Stinging lnsects

Expla¡n uYeso ãnswers below Girc{e quest¡ons you don't know the answers to.

&ilnAtouE$'f¡o¡rs T¡c llo

1 . Has a doctor ever denied or restrlcled your participation in sports for

any reason?

2. Do you have any ongoing medical condit¡ons? lf s0, please ldentify

below:E Asthma E Anemia E Diabetes E lnfections
other:

3. Have you ever spent the night in the hospihl?

4. Have you ever had surgery?

llEAm rEAtil ouEsfloils aB0n1Y0ü Yæ to
5. Have you ever passed out or nearly passed out DURING or

AFIER exerclse?

6. Have you ever had discomfort, pain, tightness, 0r pressure in your

chest durinq exercise?

7. Does your heart ever race or sklp beats (irreqular beats) durinq exercise?

8. Has a doctor eveÍ told you that you have any heart problems? lf so,

check all that apply:

E High blood pressure E A heart murmur

E High cholesterol D A heart infection

E Kawasaki disease 0ther:

L Has a docbr ever ordered a test for your hearl? (fur example, ECG|/EKG,

echocardiogram)

I 0. Do you get lightheaded or feel more short of breath than expected

during exercise?

11. Have you ever had an unexplained seizure?

1 2. D0 you get more tired or short of breath more quickly than your friends

during exercise?

[ÉARf flEAllil 0UESÏ0ilS ABq,l YütR HAillrY Tæ to
1 3. Has any famlly member 0r relative died of heart problems or had an

unexpected or unexplained sudden death before age 50 (including

drowning, unexplained car accident, or sudden infant death syndrome)?

14. Does anyone in yourfam¡ly have hypertrophic cardiomyopathy, Marfan

syndrome, anhylhmogenic right ventricular cardiomyopathy, long QT

syndrome, short Qï syndrome, Brugada syndrome,0r catecholaminergic
polymorph¡c ventr¡cular hchycardia?

1 5. Does anyone in your family have a heart problem, pacemaker, 0r
implanted def lbr¡llator?

16. Has anyone in your family had unexplained fa¡nting, unexplained
seizures, or near drowning?

Y8 flo

17. Have you ever had an injury to a bone, muscle, l¡gament, or tendon
that caused you t0 mlss a practice or a game?

1 L Have you ever had any broken or fractured bones or dislocated ioints?

1 9. Have you ever had an in ury that required x-rays, MRl, CT scan,

injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21 . Have you ever been told that you have or have you had an x-ray for neck

insbbility or atlantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, 0r olher assistive device?

23. Do you have a bone, muscle, or ¡oint injury lhat bothers you?

24. D0 any 0f your joints become painful, swollen, feel warm, 0r l00k red?

25. Do you have any hislory ofjuvenile arthrilis or conneclive tissue disease?

Explain "yesn answors horo

I hereby state that, to tñe best of my knourledge, my answeß to the above questions are complete and corect,

Slgnature of ahlete Signahire of parent/guardian Date 

-

ÆDrtll QUEslt0ltS Yæ to
26. Do you cough, wheeze, 0r have difficulty breathing during or

after exercise?

27. Have you ever used an inhaler or taken asthma medicine?

28. ls there anyone in your family who has asthma?

29. Were you born wilhout or are you missing a kidney, an eye, a testicle
(males), your spleen, or any other 0rgan?

30. D0 you have groin pain or a painful bulge or hernia in the groin area?

31, Have you had infect¡ous mononucle0sis (m0n0) within the last month?

32. Do you have any rashes, pressure sores, or other skin problems?

33. Have you had a herpes or MRSA skin ¡nfection?

34. Have you ever had a head injury 0r concussion?

35. Have you ever had a hit or blow to lhe head that caused confusion,
pr0l0nged headache, or memory problems?

36. Do you have a history 0f seizure disorder?

37. Do you have headaches w¡th exercise?

38. Have you ever had numbness, tingling, or weakness in your arms or
legs after being hit or falling?

39. Have you ever been unable to move your arms or legs after being hit

or falling?

40. Have you ever become ill wh¡le exercising in the hea?

41 . Do you get frequent muscle cramps when exercising?

42. Do you or someone in your family have sickle cell trait or disease?

43. Have you had any problems with your eyes or v¡sion?

44. Have you had any eye ¡niuries?

45. Do you wear glasses or contact lenses?

46. Do you wear protective eyewear, such as goggles 0r a face shield?

47. Do you worry aboul your weigh?

48. Are you lry¡ng t0 0r has anyone recommended that you gain or
lose weight?

49. Are you 0n a special diet or do you avoid certain lypes of foods?

50. Have you ever had an eating disorder?

51. Do you have any concerns that you would llke to dlscuss w¡th a doctor?

EtÀr¡s 0ilLT

52. Have you ever had a menstrual period?

53. How old were you when you had your first menstrual period?

54. How many periods have you had ¡n the last 12 months?

9-2681/0110



I PngpnnTrcrpATroru Pr+vsrcAL Evauuartot\
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name

Sex Age Grade School

Date of b¡rth

Sport(s)

1. TyDe of d¡sability

2. Date of dlsability

3. Classification (if available)

4. Cause of dlsability (birlh, dlsease, accident/trauma, other)

5. List the sports you are interested in playing

Yrs flo

6. Do you regularly use a brace, assistive device, or proslhetic?

7. Do you use any speclal brace 0r asslstive dev¡ce for sports?

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

9. Do you have a hearing loss? Do you use a hear¡ng aid?

10. Do you have a vlsual impairment?

1 1. Do you use any special devices for bowel 0r bladder function?

1 2. Do you have burning 0r discomfort when urinating?

13. Have you had autonom¡c dysreflexia?

14. Have you ever been diagnosed with a heat-related (hyperthermla) or cold-related (hypolhermia) illness?

15. Do you have muscle spastlciM
'I 6. Do you have frequent seizures that cannot be controlled by medication?

Expla¡n "yesn answors hsfo

Ploase ind¡cate il you have eyer had any 0f the following.

Expla¡n "yss" answors hsro

Yls flo

Atlantoaxial inslability

X-ray evaluatlon for atlantoax¡al insþbility

Dlslocated.lolnts (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

0steopenia or osteoporosis

Diffculty controlling bowel

Diff¡culty controllinq bladder

Numbness or tinqling in arms or hands

Numbness or tingling ¡n legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk

Sp¡na bifida

Latex allergy

I hsroby stab tfiat, b tho bsst of my knowlodge, my answers to tho aboye quostions aro comploto and conoct,

Signature of athlete Signature of parent/guardian Date



I FngpanTrcrpaT¡on¡ PF{ystcAL Evn¡-unrreN¡
PHYSICAL EXAMINATION FORM

Name

PHYSICIAN RFMIf{IIERS
'I . Cons¡der additional questions 0n more sensitive ¡ssues

. Do you feel stressed out or under a lot 0f pressure?

. Do you ever feel sad, hopeless, depressed, or anxious?

. D0 you feel safe at your home or residence?

. Have you ever tried cigarettes, chewing tobacco, snuff, or dip?

. During lhe past 30 days, did you use chewing tobacco, snuff, or dip?

. D0 you drink alcohol 0r use any other drugs?

. Have you ever taken anabolic steroids 0r used any other performance supplement?

. Have you ever laken any supplements to help you gain or lose weight or improve your performance?

. D0 you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5-1 4).

{ons¡der ECG, echomrdiogmm, and referal t0 cardiology for abnormal card¡ac history 0rexam.
bconsider Gu exam if ¡n private setling. Having hird party present is recommended.

"Consider cognitive evaluation or baseline neuropsych¡aFic testing if a history 0f significant concuss¡on.

tr Cleared for all sporß without restriction

tr Cleared for all sports without restriction w¡th recommendations for further evaluation 0r treatment for

Date of birth

ãAfilftAït0[
Height Weight tl Male tr Female

BP ( I ) Pulse Vision R 20/ L20t Corrected trY trN
tÐtGll. il0nnÂL
Appearance
. Marhn stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,

arm span > height, hyperlaxity, myopia, lvlvP, aortic insufficiencv)

Eyevearvnose/throat
. Pupils equal
. Hearino

LvmDh nodes

Heart"
. Murmurs (ausculhlion standlng, suplne, +/- Valsalva)
. Locatlon of Doint 0f maximal imDulse (PMl)

Pulses
. Simultaneous femoral and radiaf Dulses

Lunos

Abdomen

Genltourlnarv (males onlv)ù

Skln
. HSV. lesions suqqestive of MRSA, tinea corooris

Neuroloolc"

tusSuuls¡ßftat
Neck

Back

Shoulder/arm

Elbowtorearm

WrisUhand/flnqers

Hip/thish

Knee

Legiankle

Fool/toes

Functional
. Duck-walk, single leg hop

D Not cleared

tr Pending further evaluation

tl For any sports

D For certain sports

Reason

Recommendations

t0 lhs athlots (and paronls/guardians).

DateName of physician (prinutype)

Address Phone

Signature of physician MD OT DO/PA/APNP

HÉ0503 3-2681/0110



I PREpRRTIC¡PAT¡Oru PHYSICAL Ev¡UUATION
CLEARANCE FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSOCIAT¡ON - ATHLETIC PERMIT CARD
(Print or Type)

AtI- STUOEIITS PARTICIPATIiIG IN INTERSCHOTASTIC ATHTEÍICS fiIUST HAVE THIS CARO ()I{ FILE AT THEIR SCHfl()T PRIOR T() PRACTICE f)R PARTICIPATIO¡¡

year and lhs l0llowing sch0ol y0ar.

NAME (Lasl) (First) (Middle lnitial) _ Date of Birth

Age_ Sex_ Grade_ School City

Present Address Telephone

o Cloarod wilhoüt rsslr¡ctÌon O Cl0arsd, wilh lhs l0ll0wing qüalil¡cati0ns:

O l{01 cloarod D Psnding lurlhsr 0valualion O For all sporls O For codain sporls:

Rsason:

Rscommondalions:

onls/guardians).

Name of Physician (Print/type)

STGNATURE 0F UCENSEo PHYSTCTAT{ (M0 0R D0rPA/APilP.:

Clinic Name

Address/Clinic City State _ Zip Code _
Telephone Date of Examination

* Physicians may authorize Nurse Practiti0ners to ståmp this card w¡th the physician's signature 0r the name of the clinic with which the physician is afiiliated.

Parents' Place of Employment

Family Physician Family Dent¡st

Name of Private lnsurance Carrier Telephone

Subscr¡ber Member Name (Primary lnsured)

Emergency lnformatlon

1mmunlzatlonsoUptodate(seeattacheddocumentation)oNotuptodate-spec¡fy
(e.g.,letanus/diphtheria; measles, mumps, rubella; hepatitis A, B; influenza; pol¡omyelitis; pneumococcal; meningococcal; varicella)

'I . I hereby give my permission for the above named student to practic€ and compete and represent the school in WIAA approved interscholastic sports ex-

cept those restricted on this card.

2. Pursuant to the requirements of the Health lnsurance Portability and Accountability Act of 1996 and the regulat¡ons promulgated thereunder (collectively known

as "HlPAA"), I authorize health care providers of the studenl named above, including emergency medical personnel and other similarly ka¡ned protessionals that

may be attending an interscholastic event or practice, to disclose/exchange essential medical information regarding the injury and treatment of this student to

appropriatê school district personnel such as but not limited to: Principal, Athletic D¡rector, Athlelic Trainer, Team Physician, Team Coach, Administrative Assis-

tant to the Athletic Director and/or other professional health care providers, for purposes of lrealment, emergency care and injury record-keeping.

Other lnformatlon (medlcatlon, etc.)

SIGNATURE OF PARENT/GUARDIAN DATE


