This form should be raintained by the healthcare provider completing the physical exam (medical home), It should not be shared with
schools, The medieal eligibility form is the only form that should be submitted to a school. The physical exam must be completed bya
healthears provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the Stdent-Athlete
Cardiac Assessmment Professional Development module heoated by the New Jersey Department of Education.

B PREPARTICIPATION PHYSICAL EVALUATION [Interim Guidance)
HISTORY FORM

Note: Complele and sign this form {wilh your parents if younger than 18} before your uppeintment.
Mame: i Date of birth:

Dale of exomination: Sporiisk:

Sex ossigned atbirth (F, M, or infersex}: How do you identify your gender? (F, M, non-binary, or another gender):

Have you had COVID-19% {checkone): OY ON

Have you been immunized for COVID-192 [check one): Y N Fyos, have you had: 3 Oneshot 0 Two shots
[ Three shols 01 Dooster datels)

List past and currant medical conditions.

Have you ever had surgery? Ifyes, list all past surgical procedures.

Medicines and supplements: List all current prescriplions, over-the-counter medicines, and supplements therbal and nutritional).

Do you have any aflergies? i yes, please list all your allerglos {ie, medicines, pollens, food, stinging insects).

Palient Health Questionnaire Version 4 {PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.}

Notatall  Severafdays  Over halfthe days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Mot being abla 1 stop or control warrying 0 1 2 3
Litile inferest or pleasure in doing things 0 1 2 3
Feoling down, depressed, or hopeless 0 i 2 3

A sum of 23 is considered positive on either subscale [questions 1 and 2, o questions 3 and 4] for screening purposes.)

""(Explum "Y' inswors,
Feyuostions if.you don't kaoiw tho.answer) -

1. Do you have any concerns that you would like to
discuss with your provider$

“HEART. HEAHHQUESTIONSABOUTYOU [ GRS Rl

{CONTIN Ugny

9. Do you gst Ilg'nl headed or feal shorier of breulh
them your friends during exercise?

2. Has o provider ever denied or resiricted your
parlicipotion in sports for any reason?

3. Do you have any ongoing medice! Issues or recent
illnass?

~HEART HEA““ QUESTIONS ABQUTYOL B yeurs {incleding drowning or unexplained cor
. Have you ever passed oul or nearly passec! oul crash}
during or after exercise?

10. Have you ever had a selzure?

H{EART HEALTH QUESTIONS ABOUT YOUR FAMILY ' Unsure

11. Has any family member or relotive died of
heart problems or had an unexpected or
unexplained sudden deuth before age 35

5. Have you ever had discomfort, puln, fightness,
ar prossure in your chest during exercise?

4. Dous your hear! ever race, fluller in your chest,
or skip heals {frragulor beals) during exercise?

7. Has o doclor ever told you thet you have any
heart problems?

8. Has o dodlor ever requested a lest for your
heari? For exomple, elecirocordiography [ECG)
or echocardiography.

12, Dees anyone In your family hove o genelic
heart problam such as hyperirophic cardio-
myopathy {HCM}, Marfan syndromae, arrhylh-
mogenic right venlriculor cardiomyopathy
{ARVCY, long QT syndrome (LQTS), short QT
syndrome [SQ7S), Brugada syndroms, or
cotecholaminergic polymorphic ventricular

lachycardia {CPVT)2

13, Has anyone in your family hod & pacemaker
or an implanted defibriflalor before age 35%




“BONE AND JOINT QUESTIONS * MEDICAL QUESTIONS |CONTINUED) .-

14. Have you ever had o stress fraclure or an injury fo o 25. Do you worry abou) your woight?
bene, myscls, figament, joint, or lendon that caused
you fo miss a praclice or gome?

26. Are you irying 1o or hos anyone recommended that
you gain of lose weight?

15. Do you hove o bone, muscle, ligsmant, or joind 27. Aro you on a special diet or do you avoid certain
injury thal bothers you?

I types of foods or food groupst
MEDICAL GUESTIONS: ;-

28. Have yau ever had an ealing disorder?

16. Do you cough, wheeze, or have difficulty breathing RUAL G # A ; 0
during or ofier oxerclse? 29, Have you ever had a menstruol peried?
17, Ateyou missing a kidney, an eys, a leslicle, your 30. How old were youwhen you hud your first mensirual
spleen, or any other organ? period?
18. Do you hove groin or testicle pain or a poinful bulge 31, When was your mosl recent menstrual period?
or hernic in the groin orea? 32, How many parieds have you had In the past 12
19. Do you have any recurring skin rashes o months?
rashes that come and go, Including herpes or o
methicillin-resistant Stophylococcus aureus {MRSAN Expluin “Yes" answers here.

20, Have you had a concussion or head Injury tha!
caused confusion, o prolonged headuche, or
memory problems?

21. Have you ever had numbness, had lingling, had
weakness in your arms or legs, or been undble to
move your arms or legs after betng hil or falling?

22. Have you ever become il while exerclsing in the
heot?

23. Doyou or does someona in your family
have sickle cell trait or disease?

24. Have you ever had or do you have any preblems
with your syes or vision?

I hereby state that, to the best of my knowledge, my answers to the yuestions on this form are complete
and correct.

Stgnoture of athlete:

Signalure of parent or guardion:
Date:

© 2023 Americon Acodsty of Family Physicians, Amerlcon Acadenty of Pedialrics, Anterican Collego of Sports Mediclne, American Medicol Sociely for Spotls Medicine,
Anterican Orthopasdic Soctely for Sporis Medicine, and American Osteopaihic Academy of Sporls Mudieine. Permission Is granfed to reprin} for noncommerciol, edueo-
Honol purposas with acknowledgarent.




This form should be maintained by the heaithcare provider completing the physical exam {(medical iome). It should not he
shared with schools, The Medical Ellglbliity Form is the only form that should be submitted to a school,

m PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

MName:; Date of birth;

1. Type of disabifity:
2, Date of disability:
3, Chssiftcatlon (if avalhble):
4, Cause of disabllity {blrth, dlsease, injury, or ather):
5. List the sports you are phying:

§. Do you regularly uso abrace, an asslsve davice.oraprosdmﬂc davice fordally acthitesi
1. Do you use any spechi brace or assistive device for sporist

8. Do you have any rashes, pressure sores, or other skin problems?
9, Do you have a hearing loss? Do you use a hearing aid?
10. Do you have avisual impalrmant!
il. Doyou use any spechal devices forbowael or bladder functionl
i2. Do you have burning or discomfort when urinating!
13. Hava you had autonomic dysreflexial
14, Have you ever been dlagnased as having a heavrelated (hyperthermia) orcold-related {hypothermis) Hinesst
15, Do you have muscle spasticlgyl

16, Do you have frequent selaures that cannot be controfled by medicaton?

Explaln "Yes" answers here,

Please Indlcate whether you have ever had any of the following conditions:

i

Atantoaxial instzbillty
Radiographle {c-ray) evaluation for atlantoaxial instabllity

Dislocated jolnts {more than one)

Easy bleeding

Enlarged spleen

Hepatitds

Osteapenia oF osteoporosls

Difficulty controlling bowrel

Difficulty controlfing bladder
Numbness or tingllag In arms or hands

Numbsess or Ungling In legs or feet
Weakness In arms or hands

Weakness In Jegs orfeat
Recent change In coordinaion
Recent change In abllity to walk
Splna billda

Latex allergy

Explaln “Yes" answers hers,

! hereby state that, fo the best of my knowledge, mf( answers to the guestions on this form are compliele and correct.
Stgnature of athlete:

Stgnaeure of parent or guardlan:
Date:

O 19 Anican Acskmy o Fawly Plysiclens, Ameitan Atafemy of Peddics, Amdean Cdlep of Spods Meddne, Amedean Meded Swidy fo Spds  Meddne, Amicon
Odmapaedc Swidy for Spals Mefdng, aof Amodcan Ogeopdthic Acokmy o Spds Meddna Pemisdon fsgmied fo At for pocemm erciel, odesiond pupeses wilh
pekanosviedoneal.



This forma should be maintained by the healthcare provider completing the physical exam (medical home). It should not be shared
with schools, The medical eligibility form is the only form: that should be submitted to a school. The physical exan muat be
completed by a healtheare provider who is a licensed physician, advanced practice nurse or physician assistant who hes completed the
Student - Athlets Cardiac Assessment Professional Development module Hosted by the Nevw Jersey Depariment of Education.

® PREPARTICIPATION PHYSICAL EVALUATION {Interim Guidance)
PRYSICAL EXAMINATION FORM

Name: Datle of birth:
FPHYSICIAN REMINDERS

1. Consider addifional quastions on more-sansitive issues.

Do you fea] siressad oul or under a lot of pressure?

Do you ever feel sod, hopeless, depressed, or amdous?

Do you feel safe of your home or residence?

Have you sver Irled cigarultes, e-cigoralles, chewing tobucco, snull, or dipé

During the pust 30 days, did you use chewing lobacco, snuff, or dipt

Do you drink alcohal or use any other drugs?

Have you ever taken anobolic steralds or used any other performance-enhancing supplement?

Have you ever taken any supplements to help you gain or lose weighl or improve your performance?
* Doyou wear o seal bell, use a helmel, and use condoms?

2. Consider revlewing quastions on cardiovasculor symptoms {Q4-Q13 of History Form},

EXAMINATION - o

Height;

BR L 20/ Correcled: OY BN
. COVID:19.VACCINE

Previously received COVID-19 vaceine: OY DN
Administered COVID-19 vaccine ot tisvisit: OY ON [fyes: D First dose 0 Sacond dose (3 Third dote D Booster dote(s) :
IMEDIEAL S e : ' e - ANORMAL': - ABNORMAL FINDINGS - :
Appeoraince

» Marfon siignote fkyphoscoliosts, high-arched palate, pecius excavalum, arachnodactyly, hyperlaxily,
myopia, mifrol valve prolapse {MVP], and aorile Insulicioncy)

Eyss, eors, nose, and throal
» Popils equal
+ Hearing

a B & ¥ & & & 0

lymph nades

Hearl®

+  Murmurs {ousculialion standing, ausculiation supine, and # Volsalva mansuver}

Lungs

Abdomen

Skin

» Herpes simplex virus {HSV), lesions suggestive of methicillin-resistant Stophylococcus aurevs (MRSA}, or |
lineda corparis

MNaurclogieal

() ) QRO BHAMORMA 3
Neck
Back
Shoulder and orm
Elbow and forearm
Wrisi, hond, and fingers
Hip ond thigh
Knee
Leg ond onkle
Fool and loes

Funclional
o Double-leg squet lest, single-leg squal Test, ond box drop or step drop lest

« Consider elactrocardiography {ECGY, achocardiography, referral io a cardiclogist for abnormal cordiac history or examination findings, or a combi-
nofion of these,

Name of health core professional [print or ype): Date:

Address: Plone:

Signature of health cara professional: , MD, DO, MNP, or PA

© 2019 Americon Acodemy of Fanily Fhysicians, Americon Acodemy of Pedialrics, Amedeon Collega of Spors Medicing, American Medicol Soctely lor Sports Medicine, Americon
Onthopaedic Soclely for Sparts Madicina, and Americon Orteopoibic Acodamy af Sports Medicine, Parmission is gronted o reprint for nencommerciol, aducotione] purposes with
acknowledgmenl,




Preparticipation Physical Evaluation Medical Ellgibility Form

The Medical Bligibility Form is the only form that should be submitted to
school, Tt should be kept on file with the student’s school health record.

Student Athlete’s Name Dale of Birth

Date of Bxam

o Maedically eligible for all sports without restriction

o Medically eligible for all sports without restriction with vecommendations for furtlier evaluaiion or treatment of

&

Medically eligibie for certain sporis

o Not medically eligible panding further evaluation
o Notmedically eligible for any sports

Recommeéndations;

T have reviewed the history form and examined the student nanied on this form and completed the prepanticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the spoti(s) as ouilined on this form, A copy of
the physical examination findings- are on record in my office and can be made available to the schoal at the request of the parents. If
conditions arise afler the athlete has been cleaved for participation, the physician may resciind the medical elgibility until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

Signature of physician, APN, PA Ofice stamy {optional)

Address:

Name of healthcare professional (print)

I certify I have completed the Cardinc Assessment Professional Development Module developed by the New Jersey Department of
Bducation.

Signature of healtheare provider

Shared Health Information

Allergics

Medications:

Otker inforination;

Emergoney Contacts:

© 2019 Awerican Academy of Fanily Physiclans, Ancericon Acadeny of Pedialies, American College of Sparis Medicine, American Medieal Society for Sports Medicine,
American Orlhopasdie Soclely for Sports Medicine, and Amevican Osteopathic Academy of Sporls Medicine. Permisslon is granted to reprint for novconmerelal, educational
prrposes with acknowledgment.

“This form has been modifled lo mest the stalutos sef forth by New Jersoy.




