Preparticipation Physical Evaluation Medical Ebgibility Form

The Medical Eligibility Form is the only form that should be snbmitted to
school. It should be kept on file with the student’s school health record.

Student Athlete’s Name Date of Birth

Date of Exam

o Medically eligible for all sports withount restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sports

o Notmedically eligible pending further evaluation
o Notmedically eligible for any sports

Recommendations:

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not 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 zvailable to the school at the request of the parents. If
conditions arise after the athlcte has been cleared for participation, the physician may rescind the medical eligibility mntil the problern is
resolved and the potential consequences are completely explained to the athlete {and parents or guardians).

Signature of physician, APN, PA ‘ Oifter sy {eptional)

Address:

Name of healthcare professional {print}

I cextify I have completed the Cardiac Assessment Professionz] Development Module developed by the New Jersey Department of
Edncation.

Signature of healtheare provider

Shared Health Infermation

Alergies

Medications:

Other information:

Emergency Contacts:

© 2019 American Adcedemy of Family Physiclans, American Academy of Pediatrics, Amevican College of Sports Medicine, American Medical Society for Sports Medicing, -+

American Qrihopuedic Society for Sports Medicine, and American Osteopathiz Academy of Sports Medicine. Permission is granted to reprint far noncommercial, edueational
purposes with acknowledgment.

*This form has beenh modified to mesf the statutes set forth by New Jsrsey.



This form should be mamtained by the healtheare provider completing the physicel exan (medical herne), Yt should notbe shared
with schools. The medical eligibility form js the onfy form fhat shovld be subanitted 1o a schodl. The physicel exam must be
completed by 2 healtheare provider who is a licensed physician, advanced practice muxse or physician assistant who has completed the
Stadent- Athlete Cardiac Assessiment Professional Developoent moduale Hosted by the New Jersey Departrment of Education.

PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

MName: Date of birth:

PHYSICGIAN REMINDERS

1. Consider addifional questions on mare-sensifive fssues,
» Do you feel stressed out or under  lof of pressyre?
Do you ever feel sad, hopeless, depressed, ar enxious?
« Do you feel safe at your home or residence?
* Have you ever iried cigorettes, e-cigareties, chewing foboeca, snuff, or dip?
» During the post 30 days, did you use chewing tebagea, snuff, or dip?
+ Do you drink aleohal or use any other drugs?
* Have you ever faken onabalic steroids or used any other performance-enhancing supplemens?
* Have you ever taken any supplements to help you gain or lose welght or improve your performance?
* Do you weor a secf belt, use a helmet, and use condoms?2
2. Consider reviewing questions on cardiovascular symptoms [Q4~&13 of History Form}.

Height: ‘ Weight:

£ 20/

BP: / [/ ) Pulse Vision: R 20/ Corrected: [IY ON

Appearance

*  Maron sfigmata fkyphosceliosis, high-orched palate, pectus excavotum, arachnodactyly, hyperlaxity,
myopia, mifral valve prolapse [MVP], and serfic insufficiency)

Eyes, ears, nose, and throot
*+ Pupils equal

+ Heoring

tymph nodes

Heori*
*  Murmurs {auscullation stending, ausculiation supine, and % Valsalva maneover)

Lungs

Abdeomen

Skin
*  Herpes simplex virus {H5V), lesions suggestve of methicitlin-resisiant Staphylscoccus aureus (MRSA), or
tinea corporis

Meurological

Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers

Hip end thigh

Knee

Leg and onkle

Foot and toes

Funcfional
= Doubleleg squat fest, single-leg squot test, and bex drop or step drop test

* Consider elecirocordingrophy [ECG), echocardingraphy, referral to a cerdiclogist for abnomal cordioc history or examination findings, or a combi-

nasfion of those.
MName of hedlth cure professional (print or typek: Date;

Address: Phone:

Signature of health care professional: , MD, DO, NP, or PA

© 2019 Americon Academy of Family Physicions, American Acodemy of Pedictrics, Americon College of Sports Medicine, Americon Medical Sociely for Sports Madicina, Amesican

Oﬁspuedic Saciely far Sports Medicine, and American Osteopathic Assdemy of Sports Medicine. Permission is gronted ia reprint for noncammercial, eduentional purpases with
ecknowlzdgment,



New Jersey Department of Education
Health History Update Questionnaire

MName of School:

To pa_rﬁmpate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physxcal

¢xamination was completed more than 90 days priot to the first day of oﬁcmi practlce shall provide a healit history update
questionnaire ‘completed and signed by the stident’s parent of ‘guardian..- y

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to parficipate in a sport? YesD NOD
If yes, describe in detail:

2. Sustzined a concussion, been unconscious or lost memory from a blow to the head? YESD NOE]
If yes, explain in detadl:

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DN@ l:]
If yes, describe in detail |

4. Fainted or “blacked out?” Yes E]NOD
If yes, was this doring or immediately after exercise?

5. Experienced chest pains, shoriness of breath or “racing heart?” Yes.Nog
If yes, explain

6. Has there been a recent history of fatigue and vnusual tiredness? ch[]NoD

7. Been hospitalized-or had to go to the emergency room? Yes DNQB
If yes, explain in detail ' ' -

8. Since the last physical examﬁ-lation, has there been 2 sudden death in the family ot has ény member of the family under age ‘
50 had a heart attack or “heart trouble?” YesD NOD

9. Started or stopped taldng any over-the-counter or prescribed medications? Yes D NOD
10. Been diagnosed with Coronaviras (COVID-19)? Yes| |Nof |

If diagnosed with Coronavirus (COVID-19), was your sor/daughter symptomatic? Yes No
If diagnosed with Coropavirus (COVID-19), was your son/daughter hospitalized? Yesi:] NOD

~ Date: Signature of parent/guardian:

- Please Retmrn Completed Foim fo the School Nurse’s Office’




