FREPARTICIPATION PHYSICAL FVALUATION
HISTORY FORM

(Note: This forn is to be filled our by the patient and pavent prior te exemination. The examiner shoaid keep a copy of thix form in the chart,)

Date of Exam
Name ... Date of birth _
Sex __ hge _ Grage _ Schoo} Spor(sy _

Medicines and Aflergies: Piease list all of the prescriplion and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any afiergies? O3 Yes {2 No Ifyes, please identify specific allergy helow.

[} Medicines 1 Poliens {3 Food 01 Stinging insects
Explain ¥Yes” answers belaw. Circle questions you don't know the answers to.
E_.E.ﬂ.EBAL_ﬂ_IEESﬁﬁN:S B s ¥é§.: Hn y Mémcﬁmnisnans T T T e ™
1. Has & Gostor ever denlet of restricted your parficipation it spots for 26. Do you cough, wheoze, or have difficulty breathing during or
any reason? after exgreise?
2. Do you have any ongoing medical conditions? f so, please identily 21, Have you ever used an inhater or taken astma medicing?
below: [3 Astvmz [ Anemiz [ Diabetes I Infections 28, Is there anyong in ydur family who has astama?
e 28, Were you bom withaist of are you missing & kidney, an eye. # testicie
3, Have you ever spent the nigh! in the hospital? [makes), yoiy spleen, or any olfser organ?
4. Have you ever had surgery? 30. Do you have groin pain or 2 painful bulge o hernia in the groin area?
HEARY HEALTH QUESTIONS ABBUTYOU - = . . | Yeg 4 Ho ! |41 tiave you had Infectious monorucleosis (mona) within ihe fast menth?
§. Have you ever passed out of nearly passed out BURING or 32. Do you have any rashes, pressure sores, of other skin probleme? )
AFTER exercise? 33. Have you had 2 hetpes o MRSA skin infection?
5. Have you ever had discormfort. pain, tghiness, o pressure in your 34. Have you ever hat 2 head FiUry Of GONCUSSGR?

chest duting exercise?

35. Have you ever had a hil or blow Lo Ihe head thal caused confusion,

7. Does your heart ever rate or skip beats frregular beats) Guring exercise? proionged heagache, or memiory problems?
3 fl?jc?; i?icttr?;ite:;; ii)?ld you that you have any heart problems? if sa, 36. Do vou have a History of seizure 0isorcer?
T3 High biood pressure O A hear mormur 37. Do you have headaches will exercise?
3 High chslestero! 3 Aheart infection 38. Have you ever had numbaess, ingling, of weakness in your anns of
O Kawasakl tisease Other: legs after being hit o falling?
. Has a doctor ever ordered a test for youwr heant? (For example, ECG/EKE. 39, Have you ever been unabile 10 move your arms of legs atler being hit
echocardiagram) o talling?
1. Do you get lightheaded or feel more shert of breath than expected 40. Have you ever became ill while exercising in the feat?
during exercige? 41. Do you el frequent muscie cramps when exercising?
11. Have you ever hat an unexplaings seizure? 42. Do you o7 someans in your family have sickle cell trail or disease?
12. Bo you get maore tired o short of Dreath more quickly Han your frisnds 43. Have you had any problems with your eyes or vision?
ﬁunn.g .ex.ef.ci.se? — e " — | 44. Have you had any eye injuries?
HEART HEALTH QUESﬂDHS.ABOlFT m?'uﬂ MY o e Yes | Wo 45. Do you wear glasses of contact lenses?
5. ﬁ:zg?;::gffgzﬂ’?;;gjz:;z%‘g‘g:;g;;:rg;:Igg‘ ﬁ{féﬁ:‘ :n 46. Do you wear protective eyewear, Such as goggles of a fzce shisig?
drowning, unexplained car accident, or sutden infant death syndrome)? 47, Do you worry about your weight?
4. Does anyone in your famify have hypertrophic cardiomyopathy, Marfan 48. Are you frying to or has anyone recommented tha! you gain of
syidrome, arhythmogenic right ventricular cardiomyopathy, long OF fose weight?
syndrome, short OF syndrome, Brugada syndrome, or catecholaminergic 48. Are you on & speciat dist or do you aveld cerlain fypes of loads?

polymorphic venlricular tachypardia?

15. Does anyene in your family have a hear problem, pacemaker, o
implanted defibrilialor?

50, Have you ever had an eating disorder?
51. Do youhave any concerns that you would like ta discuss with a doctor?

16, Has anyone in your family had unexplained fainting, unexplained LT

SEIIUTES, OF near growning? 52. Have you ever had & menstruai peripd?
BOMEAND JOINT QUESTIONS ™ 0wt e U 000 TR e | M ) 53, How old were you when YU had your first menstrual pericd?
17. Have you ever had an iniury to & bone, muscle, igament, or tendon 54. How nsany periods hiave you had in the last 12 months?

that caused you 10 niss a praclice or & game?
18, Have you sver had any broken or fractured bones or dislocated joints?

19. Have you evet had an injury that required x-rays, MBI CT scan,
injections, therapy, & brace, a cast, or crulches?

20. Have you ever had a Stress fracture?

21. Have you ever been told that you have or have you hiad an x-ray for neck
instability or atlantoaxial instabifty? {Down syndrome or dwarlism)

22. Do you requiariy use a brace, orthotics, or olher assistive device?
23. Do you have @ bone, musdle, o jeint injury that bothers you?

24. Do any ¢f your joints become painful, swalian, feel warm, of fook red? -
25. Do you have any history of juvendte athritis of connective tissue diseage?

Explain “yes” answers here

Fhereby state that, 1o the best of my knowledge, my answers to the above questions are compiete and correct.
Signature of athlete - - Signature of parent/guardia

©2010 Amevican Academy of Fumily Physicians, Amevican Academy of Pediatrics, Amevican C wllege of Sports Medivine, American Society for Sports Medicine, American
Ovthopacdic Society for Sports Medicine, and 4merican Osteopathic Acadenmy of Sports Medicine, Permission is granted to reprint for noncommercial, educational pueposes with
acknewledgenent, Tiis form has been modified by the Indiana High Scheol Athletic Association, Tne, (TH5AA).
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FPREPAFRTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

{The physical examinativn nust be performed on or afier April 1 by a physician holding an unlimited ficense to practice
medicine, @ nyrse practivioner or « physicien assistant to be valiid for the following school year) — IHSAA By-Law 3-10

Namig Date of hirth

PHYSICIAN RERINDERS
1. Consider addilienat questions on miore sensitive issues
+ Do you feel stressed out or under a it of pressure?
+ Da you £ver fead sad, hopeless, depressed, or anious?
= Do you Teel sate af your home or residence?
* Havg you ever trigd cigareties, ciewing tobacce, snuff, or dip?
* During the past 30 days, ¢id you use chewing Lobaces. S, o dip?
* Do you drink aicobol or use any other drugs?
* Have you ever faken anabolic stercids or used any olher performarice suppiament?
= Have you ever feken any suppiements to help you gai or lose welghl of improve your pertormance?
» (o vou wear a seat bett, use 8 helmel, and use contoms?
2. Gonsider reviewing questions on cardiovascular symploms (guestions 5-14)

Height Weight O Mate LI Femate

BP 7 { / | Puiss vision 1 20/ L 20/ Correcled 3 Y [3 N
MEDICAL - - R R L R BEEs T T T TR I ABHOBRMAL FINDINGS
Agpearance

= Harien stigmata (kyphoscoliosis, high-arched palate, nectus excavatum, arachnogdastyly,
arm span > height, hvperlatly, myopis, VP, goric Insudficiency)

Eyesiears/npsedhneat
* Pupils equal

* Hearing

Lymiph nngies

Heart®
» Murmers (auscultation slanding, supine, +/- Valsaiva)
* Location of point of maximal impudse (PG

Pulses
* Simullaneous temoral and radial pulses

Lungs
Abdomen

Genltourinary {males only)
Skin

s M5V, lesions suggestive of IMRSA, tinea corpuris
Neurdlogic*
MUSCULOSKELETAL ©
Heck

Back

Shpuider/arm
Ebawriorearm
Wristandingers
Hipfthigh

Knge

Legfanide

FoatAoes

Functional
+ Duck-walk, single teg hop

“Constder ECG, echocardiogram, and selestal 1o cardiology tor abnommal cardiac History of exam
‘Cansider G examt if In private sefting, Heving third pary present is recommengat

Considel coghitive evaluation it baseline reurapsyoiiatric testing it & history of slgnificant cancoseion

£3 Cleared for alf sports without restriction
L Cleared for all sports without restriction with recommendations for further evaluation or treatment for ——

3 Kot clearest
[3 Pending further evaluation
3 For any sporis
[ For cenain sports -

Reason

Recammentations ” -

| have examined the above-named student and completed the preparticipation physical evaluation. The athiete does not present apparens clinical contraindications to practice and
parlicipate in the sport{(s} as outlined abbve. A copy of the physical exant is on record tn my office and can be made available to the schoof a1 the request of the parents, i condi-
tions arise afler the athiele has been cleared for paricipation, the physician may rescind the clearance until the problem is resolved and the potential consequences are compietely
expiained 1o the athieie (and parents/guardians), (T phosical exaarination test be peoformed ox o after Aprit 1By & phpsivian hebding e gndimired eense re practive medicine, o nirse
practitienee o o physician assistest 12 be vafid fiv de fulfowing scohoof yeae) - IHSAA Byl 3-14

Name of physician {print/lype) (04D, DO, NP or PAY Date _
Address

Signature of physcizn (MDD, DO, NP or PA}

License #
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