
This form should be mantained by the healthcare provider completing the physical exam (medical home). It should not be shared with

schools. The medical eligibility  formn is the anly form that should be suhmitted to a school The physical exam must be completed, by a

healthcare provider who is a licensed physician, advanced practice mirse or physician assistant  who has completed the Student-Arhlcte

Cardiac Asseisment Professional Development module hosted by the New Jersey Department of Education.

PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance).

HISTORY FORM

Note: Complete and sign this forn (with your parents if  younger than 18)  before your appointment,
Name: Date of birth:

Date of examination: Spori(s):

Sex assigned at birth (F. M, or intersex): How dayou identify your gender? (F, M, non binary, or another gender):

Have you had COVID-19? (check one): OY ON

Have you been immunized for COVID-19? Icheck onej: Y ON Ifyes, have you had: DOne shot Twa shots

List past and current medical conditions.

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

Three shots Booster date(s)

Medicines and supplements: List oll current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional},

Do you have any allergies? If yes, please list all  your allergies (ie, medicines, pollens, food, stinging insects),

Patient 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.)

Feeling nervous, anxious, or on edge
Not being able to stop or control worrying

Litile interest or pleasure in daing things

Feeling down, depressed, or hopeless

Not at all Several days Over half the days Nearly every day

이 1 2 3

0 1 2 3

이 2 3

0 1 2 3

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

GENERAL QUESTIONS

Explein Yes enswars ot  the  enid of this form.  Circle

questionsit you don't know the onswen

1. Dô yöu have any concerns that  you would like to

discuss with your provider?

2.. Has a provider ever denied or restricied your

participation in sports for any reason?

3. Do you have any ongoing medical issues or recent

illness?

Ye5No

HEART HEALTH QUESTIONS ABOUL  YOU Yan No

4. Have you ever  passed out'ar hearly passed ouf
during ar after exercise?

5. Have you ever had discomlort, pain, tightness,
or pressure in your chest during exercise?

6. Does  your heart ever race, flutter in your chest,
ar  skip-beats (irregular beats) during exercise?

7.- Has a doctor ever fold you that you have any

heart problems?

8, Has a doctor ever requested a test for your

heart? For example, electrocardiography (ECG)
or echacardiography,

HEART HEALTH QUESTIONS ABOUT YOU

CONTINUED

9. Do you get lighi-eaded or feel shorter of breath

than your friends during'  exercise?

10. Have you éver had a séizure?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Unsure Yos No

11.

12.

Has any family member or relalive died of
heart problems or had an unexpected or
unexplained sudden death before age 35

years (incduding drowning or unéxplained car

crash)

Does onyohe in your family have a genelic

heart problem such as hyperttophic cardio-

myopathy (HCM), Marfan syndrome, arnhyih-
mogenic right ventricular cardiomyopathy
(ARVC), long QT syndrome (LQTS), short QT

syndrome (SQTS), Brugada syndrome, or

catecholaminergic polymorphic ventricular
lachycardia (CРVT]

13. Has anyone in your family had a pocemaker

or an implanted delibrillator before age 35



SBONE AND JOINT QUESTIONS

14. Have you ever had a stress fracture or an injury lo a

bone, muscle, ligament, joint, or  tendon that caused
you to miss a pracice or game?

15. Do you have a bone, muscle, ligament, or joint
Injury that bolher's you

MEDICAL QUESTIONS

16. Da you cough, wheeze, or have difficully breathing

during or after exercise?

17. Are you missing a kidney, an eye, a lesticle, your

spleen, or any other organ?

16. Do yoy liave groin or testicle pain or painful bulga
or hemla in the groin areg

19 Do you have any réçurring skin rashes or

rashes that come and go, including herpes or

melbicillin-resistani Staphylocoacus aureus (MRSA?

20, Have you had a concussion or head injury that
caused contusion, a prolonged heödäche,.or
memory problems

21. Have you ever had nümbne'ss, had iingling; had
weakness in your orms or legs; or been unable to

move your arms or legs after being hit or falling?

22. Have you'ever become ill  while exercising in the
heat?

23. Do you or does someone in your family
have sickle call trait or disease

Unsure

24. Have you ever had or do you have any problems

with your eyes or vision?

Yes No

Yes Na

MEDICAL QUESTIONS (CONTINUED)

25.. Do you worty about your weighte

26. Are you frying tà or has anyone recommended that

you gain or lose weighte:

27. Are you on à special diet or do you avaid cerlain

types of loods or food groups?

28.. Have you ever had an ealing disorder

YesNo

MENGTRUAL QUESTIONSN/A Yes No

29. Havé you ever had a menstrual period?

30. How old were you when you had your first menstrual

period

31. When was your most recent menstrual period?

32 How'mäny perióds have you had in the post.  12.
monihs?

Explain "Yes" answers here.

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

Signature of athlete:

Signature of parent or guardian:

Dater.

2023 American Academy of Family Physicians,  American Acodemy of Pediatrics, Americon College of  Sports Medicine, American Medical  Society for  Spart's Medicine,
American Orhopaedic Sociely for Sports Medicine, and Americon Osteoperthie Academy of Sports Medicino. Permission is gronted to reprint for noncommercial, educa
tionol purposes with acknowledgment.



This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be

shared with schools. The Medical Ellgibllity Form Is the only form that should be submitted to a school.

PREPARTICIPATION PHYSICAL EVALUATION

ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTÖRY

Name:

I. Type of disabilicý:

2-Date of disability.

3. Classilicatio n (If avalable

4. Cause of disabilcy. (blrich, disease, injury, or ather

5, List the sports you are playing

6. Do you regularly use a brace, an assistive device, ör a prosthetic device for dally"  activides!

7, Do you use any special brace or assistive, devica for sports?

B. Do you have any rashes, pressure sores, or other slin problems!

9. Do you have a hearing losst Do you use a hearing aid?

10. Do you have a visual. Impairment!

II. Do you tuse any speclal devices for bowel or bladder function?

12. Do you have burning or discomfort when urinaring!

13. Have you had autonomic dysreflexia?

Date of birth:

14. Have you ever been dlaghosed as having a heat-related (hyperthermla) or.cold-related (hypothermla) illness?
15. Do you háve. muscle. spasticity!

16. Dio you have frequent seizures that cannot be controlfed, by medicadon?

Explain "Yes" answers here,

No

Please Indicate whether you have ever had any. of the following conditions?

Adantoaxial instability

Radlographic (x-ray) evaluation for atlantoaxlal instability

Dislocated joints (more than one

Easy bleeding

Enlarged spléeri
Heparicis

Osteopenía ar ostepporosis

Dilficulty controlling bowel

Dilliculty controlling bladder

Numbress r tdingling in arms or hands

Numbness or tingling in legs or feer

Weakness in arms or hands

Weakness in legs or feet:

Recent change in coordinadon.

Recent change in ability to walk

Spina bilida

Latex allergy

Explain "Yes" answers here.

YeNo

i hereby. state that, to the best of my knowledge, my answers to the questions on this form are complete and, correct
Signature ofathlere

Signziure öf parent or guardian:
Date:

2012 American Academy d Family Physiaans, Amaicon Academy Pedics, American Colinge of Sports Meicine, American Medical Society for Spods Mekino, Anierican

Odhophede. Siciely for Spats Hekcine, and Ameican Ostcopal Acsdamy of Sporis: Meicina Pemission is graved jo reelni lor ncommestlal ediceional prposes wilh

acknowtedgment



This fom should be maintained by the healthcaré provider completing the physical exam fmedical home). It should not be abared.

wifh schools. The medical eligibility for is the only form that sbould be subimitted to a school The physical exam imust be

completed by a healthcare provider whn is a licensed physician, advanced practice nurse or physician assistant who has completed the:

Studént-  Athlete Cardiar Assessment Professional Development module Hosted by the New Jersey Department of Education.

PRÉPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name:

PHYSICIAN REMINDERS

1. Consider additional questions on more sensilive issues.

Do you feel stressed out or under o lot of pressure?

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

Do you feel safe at  your hone or residence?
Have you evèr tried cigarettes, e-cigarettes, chewing tabacco, snuff, ör dipe

During the past 30 days, did you use chewing tobacco, snuff, or dip

Do you drink alcohol or use any other drugs?

Date of birtha

• Have you ever taken anabolic steraids or used any other perfornance enhancing supplement?
• Have you ever taken any supplements to help you gain or lose weight or Improve your  performance

Do you wear a seat bell, use a helmet, and use condoms?
2, Consider reviewing question's on careliovascular- symploms (Q4-Q13 of History Forn).

EXAMINATION

Helght: Welght:

BP: Pulse:

COVID 19 VACINE

Vislon: R.20/ L20/ Correcled OY ON

Previously received COVID-19 vaccine: QY ON
Administered COVID-19 vaccine at thits visit Y ON Ifyes: First dose: Second dose Third dosä Böoster datels)

MEDICAL

Appearance
Marfan stigmata (kyphoscoliosis, high-ärched palaia, pedus excavatum,  arathniodactyly, hyperlaxity,.
myopia, mitral valve pralapse (MYP), and aortic intufficiengy)

Eyes, ears, nose, and throat
Pupils equal
Hearing

Lymph nodes
Hedrt

Murmurs (auscultation standing, auscultation supine, and Valsalva mäneuvert

Lungs

Abdomen

Skin

Herpes simplex virus (HSV), lesions suggeslive of methiecilli-resistant Staphylococcus aureus (MRSA), or

linea čorpotis

Neurological.

MUSCULOSKELETAL

Neck

Back

NORMAL ABNORMAL FINDINGS

NORMAL ABNORMAL FINDINGS

Shoulder and am.

Elbow and forearm

Wrist, hand, and fingers

Hip and thigh.

Knee

Leg and ankle

Foot and toes:

Fundional
Double-leg squat test, single-leg squat test, and bax drop or step drop lest

•Consider electrocardiography  (ECG), echocardiography, referral to a cardiologist fer abnormel enrdiac históry ör examirialion findings, or a combi
nallon of thase.

Näme of health care professional (print or lype):
Address:

Signature of  healih core professlána!:

Date:
Phone:

_MD, DO, NP, or PA

2019 Americon Academy of Family Pbysicions,  Armasrican Acádemy of Pepiarics, American  College of Sperts Medicine, American Medical Sociely for Sports Medicine, Anerican
Orhopaedic Sodiely lor Spors Medicine, and Americon Osteoposthic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes wiih
acknowledgment.



Student Athlete's Name

Preparticipatfon Physical Evaluation Medical Ellgiblity.Form

The Medical Eligibility Form is the only fomm that should be submitted to

sctioal. It should be kept on file with the student's school healt record.

Date of  Brth

Date of Exam

o Medically eligible for all sports without restrictioд

o Medically eligible for all sports without restriction with recómimendations for further evaluation or tréatment of

o: Medically eligible for certain sports

o. Not medically eligible pending further, evaluation

Notmedically eligible. for any sports

Recommendatións:

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The

atilete does pot have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of

the physical examination findings- are on record in my office and can be made available to the school at the request of the parents, If

conditions arise after the athlete has been cleared for participation, the physiciain may resoind the medical eligibility until the problem is

resolved and the potential consequences are completely explained to the athlete (and parcnts or guardians).

Signature of physician, APN, PA

Address:

Name of liealthcare professional (print)

Olice staorp toptional)

I certify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of

Education,

Signature of healthcare provider

Allergies

Medications:

Shared Health Information

Ocher informatión:

Emergency Contacts:

2019 American Academy of Family Plysicians, American Acadeny of Pedigtrics, American College of Sports Medieine, Americaun Medical Sociery for Sports, Medhcine,
Americon Orfliopnedic Society for Sports Médicine, and American Osteopathic Academy of Sports Medicine. Permissint is granted to rèprial for noicohmercial, educatioual

prposes with ackowledgmеnt.

*This form has been modified to meet the statules set forth by New Jetsey.




























