ATTENTION PARENT/GUARDIAN: The preparticiaption physical examination (page 3) must be completed by a health care provider who has compleled
the Student-Athlete Cardiac Assessment Prolessional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Nota: This form Is to be filled out by the patient and parent prior to seeing the physician. The physician should kesga copy of this form in the chart)

Date of Exam
Nameg Data of birth
Sex Age Grade Scheol Sport(s)

Medicines and Allergies: Please Hst ali of the prescription and over-the-counter medicines and suppiements (herbal and nutritional) that you are curently taking

Do you have any allergies? Ol Yes 0O No I yes, please identify specific allergy below.
0 Medicines O Pollens O Food [ Stinging Insects
Explain “Yes™ answers betow. Circle questions you don't know the answers to.
GENERAL QUESTIONS Yes | Mo MEDICAL QUESTIONS Yes | Ho
1. Has a doctor aver denled or restricted your participation In sports for 26. Do you cough, wheeze, or have difficutty breathing during or
any reason? afler exercise?
2. Do you hava any ongoing medical conditions? Hf so, please identty 27. Have you ever ised an inhaler or taken asthma mediclna?
below: CF Asthma [0 Anemla [0 Diabetes 3 Infections 28. Is there anyona In your family who has asthma?
Other: 29, Were you born without or are you missing a kidney, an eye, a testicl
3. Have you ever spent the night in the haspiai? {males), your spleen, or any ather organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groln area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious monanuclecsis (mono) within the tast manth?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33, Have you hiad a herpes or MRSA skin nfection?
6. Have you ever had discomiort, paln, tightress, or pressurs In your 34. Have you ever had a head Injury or concussian?
chest durng exercise? 35. Have had a hit or blow to the head that d confusion,
u ever ead that caused conl ,
7. Does your heart ever race or skip beats (ireqular beats) during exercise? pmv;“ headache, or memary problems?
L g‘:ﬁ&m‘:;;gd You that you have any heant problems? I so, 36. 1o you have a history of selzure disorder?
CJ High biood pressure O Aheart myrmur 37. Do you have headaches with exarcise?
O High cholestero! O Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
L] Kawasahl disease Other: fegs after being hit of falling?
9. Has a doctor ever ordered a test for your heard? (For example, ECG/EKG, 33 Have you ever been unabla Lo move your arms of legs after belng hit
echocardiogram) or falling?
10. Do you get lightheaded or feel more short of breath than expected 40. Hava you ever becoma i while exercising In tha heat?
during exescise? 41. Do you get Irequent muscla cramps when exercising?
11. Have you ever had an unexplained selzure? 42_ Do you o somaona in your famlly have sickle cell bralt or diseasa?
12. Do you get more tired or short of braath more quickly than your frends 43. Have you had ary problems with your eyes or vision?
during exercisa? 44, Have you had any eye Injuries?
"E‘-:T HEAI.[:':';UESH:HS m{:::::::::"n" = You | No 45, Do you wear glasses of contact lenses?
13. Has any member or re eart problems or had an
unexpected or unexplained sudden death betore age 50 (Including 46. Do you wear peotective eyewedr, Euch as goggles ora face shield?
drownlng, unexpiained car accldent, or sudden Infant death syndrome)? 47. Do you worry about your welght?
14. Does anyone In your family have hypartrophle cardiomyopathy, Marfan 48 Arg you trying to or has anyone recommended that you gain or
syndrome, arthythmogenic right ventricular cardlomyepathy, long 0T losa weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminerglc 49 Are you on a special diet or do you avold cartaln types of foods?
polymorphic ventricular tachycardfa?
= = T o o 50. Have you ever had an eating disorder?
e e 51. Do you have any concems that you wouid lik 0 discuss with a doctar?
16. Has anyone I your family hat unexplained falnting, unexplained FEMALES ONLY
selzures, or near drowning? 52, Have you ever had a menstrual perlod?
BONME AND JOINT QUESTIORS Yos | No 53. How old were you when you had your first menstrual period?

17. Have you ever had an injury o a bone, muscle, ligament, or tendon
that caused you to miss a practice or a game?

18. Have you aver had any broken or fractured bones o dislocated joints?

19. Have yous ever had an injury that raquired x-rays, MR, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Hava you ever had a siress fractura?

21. Have you ever been told that you hava or have you had an x-ray for neck
instabllity or atlantoaxial instahility? (Down syndroma or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23. Do you have a bona, muscle, or joint infury that bothers you?

24. Do any of your jolnts become palntul, swollen, fee! warm, or look red?

25. Do you have any history of juvenils arthritls or connective tissus disaase?

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

Explain “yes™ answers here

| hereby stata that, to the best of my knowledga, my answers to the above questions are complete and correct,

Signatura of athiels

Slgnatuew of parent/guardan

Date
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade School Sports)

1. Type ol disabllity

2, Date of disabllity

3. Classification {If available)

4, Causa of disablity {birth, disease, accident/trauma, other}

5. Lis! the sports you are interesied In playing

Yes No

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

7. Do you use any special brace or assistive device for sports?

B. Do yeu have any rashes, pressure sores, or any okher skin problems?

9. Do you have a hearing loss? o you use a hearing aid?

10. Do you have a visual Impalrment?

11. Do your use any special devices for bowel or bladder function?

12. Do you have buraing o discomfort when rinating?

13, Have you had autonomic dysreflaxa?

14. Have you ever been dlagnosed with 2 heat-related (hypartharmia) or cold-related (hypothermia) lilness?

5. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlied by medication?

Explain “yes” answers herg

Pleass indicata if you have ever had any of the following.

Attantoaxlal instability

X-ray evaluation for atiantoaxial nstabillty

Dislocated joints {more than one)

Ensy bieeding

Enlarged splean

Hepatits

Osteopeniz or osteoponosls

Difficulty controliing bowel

Difficuity cortrolling bladder

Numbness or tingling in arms of hands

Nuenbness or Ungling in legs or feet

Weaimess In arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in abliity to walk

Spira bifida

Latex aliergy

Explain “yes” answers hera

I hereby stats that, 1o the best of my knowledge, my answers to the above questions are complate and comect.

Signature of athleta Sigrature of parsnt/guardian Data
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practician
nurse, or physician assistant; and 2} completed the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Data of birth

PHYSICIAN REMINDERS
1. Consider additional questions on mere sensitiva issues
* Do you fest stressad out or undar a lof of prassure?
*® Do you sver foel sad, hopeless, depressed, or anxious?
* Do you feal safe at your homs or residenca?
* Have you aver trled cigaraties, chewing tobacco, snutt, or dip?
® During tha past 30 days, did you use chewing tobaces, snuff, or dip?
* Do you drink aicoho! or use any other drugs?
*® Have you ever taken anabolic steroids or used any other performanca supplement?
* Hava you aver takan any supplements to halp you gain or losa weight or improve your performanca?
* Do you wear a seal belt, use a helmet, and use candoms?
2. Conslder raviewing questions on cardlovascular symploms (questions 5-14).
EXAMINATION
Helght Weight 0 Mals OO Female
Bp ] { / ) Pulse Vision R 20/ L2/ Comected OY ON
MEDICAL NOAMAL ABHORMAL FINDINGS
Appearance
= Marfan stigmata (kyphoscollosts, high-arched palats, pectus excavatum, arachnodactyly,
am span > halght, hyperaxtty, myopla, MVP, aortic Insufficiency)
Eyes/ears/nosenthroat
» Puplls equal
= Hearing
Lymph nodes
Heart*
* Munmurs {auscultation standing, supine, +/- Valsalva)
* Location of point of maximal Impuise (PMI)

Pulses
= Slmultaneous lemoral and radial pulses

Lungs
Abdomen
Genltourinary {males only)*

Skin
= HSV, laslons suggestive of MASA, tinea corporis

Neurloglc*
MUSCULOSKELETAL
Neck

Back

Shoutder/arm
Elbow/forearm
Wristhard/fingers
Hip/thigh

Knee

Leg/ankle

Foot/toes

Functignal

= Duck-walk, single leg hop

*“Consider ECG, echocardiogram, and refermal to cardiviogy for abnarmal cardiae history or exam.
‘Consider GU exam i In private satting. Having thind party present Is recommended.
*Consider cagnitive evaluation or baseling neurpsychiatric Iasting If & histary of significant concussion,

O Cieared Jor all sports without restriction
O Cleared for all sports without restriction with recommendations for (urther evaluation or treatment for

O Mot cleared
O Pending further evaluation

0 For any sports
3 For certain sports
Reason
Recommendations

| have examined the above-ramed student and complelad tha prapadticipation physical evaluation. The athlets does not present appareni cfinical cantraindications to practie and
participate in tha sportis) a3 outfined above. A copy of the physical exam Is on record In my office and can be mada availabla to the schoo! 51 the request of the parents. If conditlens
arisa afier the ethieta has been cleared for pasticipation, a physician may rescind the cisarance until the problem is rasolvad and the potantial conseguences are completely explainad
to the athista (and paremts/guardians).

Name of physician, advanced practice nurse {APN), physlcian assistant (PA} (print/type) DMe s
Address Phone
Signature of physician, APN, PA
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM DF Age Date of birth

O Cleared for ail sports without restriction

O Cleared for atl sports without restriction with recommendations for further evaluation or treatment for

[J Not cleared
[ Pending further evaluation
O For any sports
3 For certain sporis

Reason e

Recommendations

EMERGENCY INFORMATION
Allergies

Other information

HCP DFFICE STAMP SCHOOL PHYSICIAN:
Reviewedon ____ e
{Date}
Approved _ Not Approved
Signature:

1 have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s} as outiined above. A copy of the physical exam Is on record in my office
and can be made available to the schocl at the request of the parents. Iif conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem Is resoived and the potential consequences are completely explained to the athlete
{and parerts/guardians),

Name of physician, advanced practice nurse (APN), physician assistant (PA) Dats
Address Phone
Signature of physician, APN, PA _ i
Completad Cardiac Assessment Professional Development Module

Date Signature__.
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