B PREPARTICIPATION PHYSICAL EVALUATION _
HISTORY FORM : ' ,

{Note: This form is to be filed out by the patient and parent prior 1o seeing the physrf:fan The physician shoutd kesp this form in the chart.)

Date of Exam
Name Date of birth
Sex Age Grade Schaol Sport(s)

Medicines and Affergies: Please Yist all of the prescription and over-the-cotinter medicines ard supplemants {herbal and nutritional) that you are Gurrently taking

-| Do you have any allergies? O Yes B Npo If yes, please identify specific allergy below.

O Medicines O Poflens 3 Food [ Stinging Insects
Explain “Yes® answers helow. Circle questions you don't know the answers to.
' GENERAL QUESTIONS © - | Yes | Mo | | MEMCAL GUESTIONS - ‘ Yes | No
1. Ha= a doctor ever denied or restricted your partmpahm in spnﬂs for 26. Do you coughi, wheeze, or have difficulty breathing during or
any reason? . giter exercise?
2. Do you hiave any angning meical conditions? If sa, please identity 27. Have you ever used an inhaler or taiten asthma medicine?
below: 3 Astima [ Anemiz [ Dizbstes [ Infections 28. Is there anyone in your family wha has asthma?
Other: 24. Waera you bom without or are you missing a kidney, an eys, a testicls
3. Have you ever spent the night in the hospital? {males), your spleesy, or any other organ?
4, Have you ever had surgery? 30. Do you have groin pain or a painfid bulge or hernia n the groin area?
HEART HEALTH QUESTIONS ABDUTYOU = - Yes | No | |31 Have yau had infectious moponucieosis (mona} within the last month?
"| 5. Haveyob ever passed cut or naarfy passed out DURING or 32. Do your have any rashes, pressure sbres, or ather skin problems?
AFTER exerise? , . _ , 33. Have you had a herpes or MRSA skin infoctian?
& ﬁ;%zixmﬁmmm pain, tightriass, or pressisfe in your 34, Have you ever had a haad Injury or concussion?
7. Do your heart ever race of ki baats (rTegular beats) during evercise? | 3. m’;’;‘d’,‘{gﬂ;g :,’:,',f:l,’:m:;g ik gaused cartusion,
8. tlﬁi:ci';f;"r:;‘ w‘yfld you thet you have any heart probiems? f so, 36, Dn yout have a history of seizurs disorder?
[ High biocd pressure B Aheart mutemur 47. Do you have headaches with exerdise?
[J High cholesterol O Aheart infection 38, Have you ever had numbiness, tingling, or weakness in your amms or
O Kawasakd disense Othar Iegs after boing hit of falting?
9. Has a doctor ever ordered a test for your heart? (For exampie, FCR/EKE, 39, Have you ever heen unable to move your arms or legs afier being hit
echocardiogram) ] or falling?
10. Do you get lightheaded or feel more shost of breath than expected 40. Have you sver become ill white exercising in the heat?
during exercise? . 41, Do yeu get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or semeone i your family have Sickde cell trait or disease?
12, Da you get more tired or shart of breath more guickly than your friends 43, Have you had any prablems with your eyes or vision?-
Huring exercise? _ . | 144 Have you had any eye injuries?
HEART HEALTH QUESTIONS ABOUT TOUR FARIILY - Yes | Ho

45, Do you wear glasses or contact lenses?
45, Dn you wear protective eyewear, such s goggles or & face shield?

13. Has any family member of refative died of heart problems or had an
unexpected or unexplained Sudden death befora age 50 (including

drowning, unexplained car accidert, or sudden infant death syndrome)? 47 Do yois warry abaut your weight?
14. Does anyona in yuurfam‘ly have hypertruphnc cardramyommy Marfan 48. Ace you trying to or heas anyone recommended that you gain or
syndroma, arry e right vent eardic thy. long AT lose weight?
syndrome, .shart UT syndrome, Brugara syndrome, o catechplaminergic 49. Arg you on a special diet or do you avoid certaln fypes of foods?
TOrphi - o - yoarda? 50. Have you ever had an eating disorder?
ts. ?n?:lsmted) nef]izf)i'!?:z::fr:mlw have a heart probiem, p aker, of ) 51. Do you have any concems that you would like to discuss M!h a docios?
16. Has anyone in your family had unexplalned faimting, unexpliained - FEMALES ONLY :
sefzures, o nea drowning? 52. Have you aver had 2 menstrual period?
BONE AND JUINT QUESTIONS T ] Yes | We 53. How old wers you when you had your first menstrual perind?
17. Have you ever had an injury 10 a bone, musds ligament, nrtendan 54. How many periods have you biad in the last 12 months?

that caused you to miss a practice of 2 game?
18, Have you ever had any hraken ar fractured bones or dislotated joinis?

19. Have you eves had an injury that required x-rays, MRT, GT scan,
injections, therapy, a brace, a cast, of Griches?

20. Have you ever had a stress fractre?

21. Mabe you ever been told that you have or have you had an x-ray for neck
instability or atlantozxia] instability? [Down syrdrome or dwarfism)

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

23, Do you have a hone, muscle, or joint idiury that bothers you?

24_ Do any of yaur juints become painful, swollen, feel warm, or look red?

| 25, Do you have any History of juvenile arthritis or cannective fissue dissase?

Explain “yes” answers here

1 herehy state that, {o the hest of my knowledge, my answers to the above questions are complete and correct.
Signature of athlets . " Signature of parent/o: - . Date
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINAT[QN FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Consider additicnal questions an more sensitive issues
= Do you Teod stressed out o under & lof of preseure?
* Do you ever feel sad, hopeless, depressed, of anxioue?
= Do you feed safe at your homa or residence?
+ Have you ever tried cigareftes, chewing tobacco, snuff, or dip?
= During the past 30 daye, did yol: use chewing fnbacen, snuff, or dip?
« 0o you drink alcohe! o use any other drugs?
o Have ifou ever taken anahotic steréids or used ary offhier perfarmance supplenient?
* Have you gver taken any supplements to help ydtl gain or los2 weight or improve your perfortance?
» Do you wedr & seat belt, use a helmet, and use candoms?
2. Consitler reviewing questions on cardiovascitar symptoms (questions 5-14).

EXAMINATION . o : o -

Height ) Weight 0O Male [ Female

BP { ( ! ) Pulse Vision R 20/ L 20/ Corected LJY OO N

MEDICAL . - : . . KORMAL - - . ABNORMAL FINDINES

Appearance

» Marfan stigmata (kyphoscofiosis, high-arched palata, pectus excavatum, araghnodactyly,
an span 3> height, hyperiaxity, myopiz, MV, aortic insufficiancy)

Eyes/sare/mosethroat

= Pugpils equal

= Heating

Lymph nodes

Heart® .

‘|  Murmurs {auscultation standing, supine, +/- Vaisalva)

+ Lacation of point of maximad impulse {PMD

Pulses -

« Simultaneous femnoral and radial pulses

Lungs

Abdomen

Genitowinary {maies only)®

Skin

o H5Y, fesions siiggestive of MASA, tinea corparis

Neurelogic® | '

MUSCULOSKELETAL ... . .

Neck

Back

Shoulder/arm

Bhow/forearm

Wrist/handfingers

Hipthigh

Knese

Leg/ankle

Fosttoss .

Functional

= Duck-walk, single leg hop

*Consider ECG, echocardiogran, and referral o cardiciogy 1or abnomal sandiac history or exam,

“Caraider GU exam i in private sgtfing. Having third perty presant is recsommended.
Cansider cogniiive ion of baseline nsychiatic testing & a histary of sigrificant concussion,

[ ‘Cleared for all sports without restriction
OO Cleared for all sports without restriction with recommendatiois for further evaluation or treatment for

O Not clearsd
L3 Pending further evaluation

O For any sports
O For certain sports
Reason
Recommendations

1 have examingd the above-named student and completad the preparticipation physical evatsation. The athiste doss not present apparent clinical cantraindications to practice and
participate In the sport(s) ac outlined abovs, A copy of the physical exant is on record in my office and can be made available in the school at the request of fhe parents, i condi-
fions arise after the athiete as bean cleared for parficipation, the physician may rescing the clearance untit the problem is resolved and the potential consequances are completely
- explained tu the athiete {and parents/guardians).

Name of physician {printype) i Date
Address Phane
Signature of physician _ . MD or DO

Q2010 American Academy of Family Plysiciars, American Academy of Pediatics, American Colfegs of Sports Madizine, Amarizan Medizal Secigly for Sports Medidne, American Orthopaedic
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WM PREPARTICIPATION PHYSICAL EVALUATION
C LE AR AN C E FO RM This form is far summary use in lieu of the physical exam form and health

history form and may be used when HIPAA concemns are present.
Nama . . . . e SexOM OF Age . __ Date of birth
[ Cleared for afl sports without restriction '

O3 Cleared for all sporis without restriction with recommendations for further evaluation or treatment for

O Not dleared ,
O Pending further evaluation
O Forany spurts.
[ For certain sports

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does riot present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam [s on record in my office
and can be mads available to the school at the request of the parents. If conditions arise after the athilete has been cleared for participation,
the physician may rescind the clearance until the probiem s rescived and the potential consequences are completely explained to the athiste
(and parents/guardians).

Nsme of physician {print/type) Date
Address Phone

Signature of physician , MD or DO

EMERGENCY INFORMATION

Allergies

Other informatioty

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Coflege of Sports Medicing, American Madical Sociely for Sports Medicine, Amatican Orthopaedic
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CONSENT FOR ATHLETIC PARTICIPATION & MEDICAL CARE

*Entire Page Completed By Patient
Athlete Information
Last Name | First Name M1
Sex: [ 1 Male [ ] Female Grade Age DOB { {
Alllergies
Medications
Insurance Policy Number
Group Number Insurance Phone Number
Emergency Contact Information
Home Address : (City) (Zip)
Home Phone Mother's Cell _ Father's Cell
Mother's Name . Work Phone
Father's Name | Work Phone
Another Person o Cbntact
Phone Nuﬁber Relationship
Leqgal/Parent Consent
{Me hereby give consent for (athlete’s name) | ' to represent
{name of school) in athletics realizing that such activity involves

potential for injury. |/We acknowledge that even with the best coaching, the most advanced equipment, and
strict observation of the rules, injuries are siill possible. On rare occasions these injuries are severe and
result in disability, paralysis, and even death. I/We further grant permission to the school and TSSAA,
its physicians, athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed
reasonably necessary to the health and well being of the student athlefte named above during or
resulting from participation in athletics. By the execution of this consent, the student athlete named above
and hisfher parent/guardian(s) do hereby consent to screening, examination, and testing of the student athlete
during the course of the pre-participation examination by those performing the evaluation, and to the taking of
medical history information and the recording of that history and the ﬁndings and comments pertaining to the
student athlete on the forms attached hereto by those practitioners performing the examination. As parent or
legal Guardian, /We remain fully responsible for any legal responsibility which may result from any
personal actions taken by the above named student athlete.

Signature of Athiete Signature of Parent/Guardian Date



CONSENTIMIENTO A PARTICIPAR EN ACTIVIDADES ATLETICAS Y RECIBIR CUIDADO
MEDICO S! FUERA NECESASRIO
(Este Consentimiento debe ser completado por el Estudiante-Atleta y sus padres o guardianes.)

Informacién del Estfudiante-Atleta

Apetlido Nombre SN
Sexo:[ |Varén [ ]Hembra  Grado Edad Fecha de Nacimiento / /
Alergias

Medicaciones

Seguro Médico ' Ntimero de la Pdliza

Nomero del Grupo Teléfono del Seguro

Informacion del Contacto en Caso de Emergencia

Direccion de Casa . _ {Ciudad)
(Codigo Postal)
Teléfono de Casa Celular de la Madre 0 Guardian

Celular del Padre o Guardian

Nombre de ia Madre o Guardian Teléfono del Trabajo _

Nompre def Padre o Guardian Teléfono del Trabajo

Otra Persona Contacto

Namero de Teléfono Relacién

Consentimiento Legal de los Padres o0 Guardianes

Yo/Nosotros damos nuestro consentimiento para que (nombre del Estudiante-

Atleta) pueda representar (nombre de la }

escuela) . __en deportes y que yo/nosctros enfendemos que esa actividad
lleva ia posibilidad de sufrir lesiones. Yo/Nosotros sabemos que aln con el mejor entrenamiento, los mejores articulos
deportivos, y la observacion estricta de las reglas, es posible sufrir lesiones. En algunas ocasiones, estas lesiones
son severas y pueden resueltar en incapacidad, paraiisis, y hasta la muerte. Yo/Nosotros damos permiso a la
escuela y a TSSAA, sus médicos, entrenadores atléticos, y/o técnicos médicos de emergencias a dar ayuda,
tratamiento, cuidado médico ¢ quirirgico considerados necesarios para la salud y bienestar del Estudiante-
Atleta nombrado arriba durante o como resultado de su participacion en los deportes. Al finnar este
consentimiento, el Estudiante-Afleta nombrado arriba y sus padres/guardianes consienten a que los profesicnales de ia
salud conduzcan un chegueo, examinacion, ¥ pruebas del Estudiante-Atleta durante la examinacion pre-participacipatoria
y a obtener la historia médica. Entendemos que los profesionales de la salud que conduzcan estas pruebas y
evaluaciones van a anhotar los resultados y observaciones en los formularios y records que acompaifian este documento.
Como padre o guardian , yo/nosotros entendemos que somos totalmente responsables por cualquier asunto legal
que pueda resultar de las acciones personales del Estudiante-Atieta nombrado arriba.

Firma del Estudiante-Atieta Firma del Padre/Guardian Fecha




