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B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM
(Note: This form is fo be fifled out by the patient and parent prior 1o seeing the physiclan. The physiclan should keep a capy of this ferm in the charl}
Date of Exam
Name Date of birth
Sex Age Grade Schaol Sport(s}

Medicines and Allergies: Please fist all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently faking

Da you have any allergies? [0 Yes O No If yes, please identify specific aflergy below.

O Medicines O Pallens [0 Foog 3 Stinging Insects
Explain “Yes" answers below. Gircle questions you don’t know the answers ta,
GENERAL QUESTIONS B - | Yes | Mo MEDICAL QUESTIONS : : Yes L]
1. Has a doclor ever denied or restricted your participation In sports for 26. Do you cough, wheeze, or have dificulty breathing doring or
any reason? after exerclse? )
2. B you have any ongoing medical conditions? if sa, please Identily 27. Have you ever used an inhaler or taken aslhma medicing?
below: E1 Asthma [ Anemia [ Diabetes T Infections 28. Is there anyana In your family who has asthma?
Other: 29, Were you born withott or are you missing a dney, an eya, a testide
3, Have you ever spent the right in the hospital? {males), your spleen, or any other organ?
4, Have you ever had surgery? 30, Do you have groln paln or 2 painful bulge or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOI ' Yes | No 31. Have you had infectious mancnudeosis (mono) within the last month?
5. Have you ever passed out or nearly passed oul DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AETER exercise? 34, Have you had 3 herpes or MRSA skin Infection?
& zf::tﬁ' dﬁ;’; ;lea[glgis?mfm, pain, tightness, or préssure In yaur 34, Have you ever had a head injury of cantussion?
7. Does your heart ever race of skip beats (rregular beats) during exercise? 35. Have you ever had a it or blow 1o the head trat cavsed confusion,
profonged headache, or memory protlems?
8. ghasci i;cé‘u;te:;;t;ld you that you have any heart problems? If so, 36, Do you have a history of selzure disorder?
[ High blood pressure 01 Aheart mumue 37. Do you have heatlaches with exerclisa?
O High cholesterol [ Aheart infection 38. Have you ever hiad numbness, tinglfing, or weakaess in your anms o
[ Kawasaki disease Others fegs after baing hit or falling?
8, Has a doctor ever ordzred a test for your heari? (For example, EGG/EKE, | - 39, Have you ever been unabls to move your anms or legs after baing hit
echotardiogram) of falling?
10. Do you get fightfieaded or feel mare shart of reath than expected 40, Have you ever become [l while exarclsing In the heat?
during exercise? 41, Do you gst frequent muscle cramps when exarcising?
11, Have you ever had an iexplained seizure? 42. Do you o someons i your family have sickle cell trait or disease?
12 Do you get more tired or short of breath more quickly than your fiends : 43. Have you had any protlems with your eyes or vision?

during axercise?
HEART HEALTH QUESYIONS ABOUT YOUR FAMILY ~ Yos | Mo :

13. Has any family member or relative died of heart problems or had an
unexpected or unexplained sudden death before age S0 fnduding

44, Have you had any eye injuries?
45, Do you wear glasses or contact Jenses?
46. Da you wear protective eyewear, such as goggles or a face shield?

drowning, Unexplained car accident, ar sudden Infant death syndrome)? 47. Do you wory about your weight?

14. Does anyone In your family have hyperirophic cardiomyopathy, Marfan 48, Are you trying 1o of has anyone recommended that you gain or
syndrome, arrhythmogenle right ventricular cardiomyopathy, lang OT lose welght?
syndrame, shart QT syadrome, Brugada syndroms, or catecholaminerglc 45, Ase'you on 2 special dlet or do you avoid certain types of foods?

pofymarphic ventricular fachycardia? -
15. Does anyons in your family have a heart problem, pacemaker, or

50, Have you ever had an eating disorder?

implanted defibrillalor? 51. Do you have any concemns that you vputd like 10 discuss with a doctor?
6. Has anyone in your family had unexplained fainting, vnexplained FEMALES OHLY e i : . ‘
seizures, or near drowning? 52. Have you ever had a menstrual period?
BOME AND JOINT QUESTIONS - - - R Yes No--t | 53. How oid were you when you had your first menstrual period?
17. Have you ever had an injury 10 a bone, musde, ligament, ar tendon 54, How many pesiods have yous had in the last 12 morths?

that caused you ta miss a practice or a game?
18. Have you ever had any broken or fractured bones or distocated jolnts?

18. Have you ever had an injury that required x-rays, MR, CT scan,
Injections, therapy, a brate, a cast, or criches?

20, Have you ever had a siress fracture?

21. Have you ever been tald Shat you have o7 have you had an x-ray for neck
instabitity or atlantoaxial instability? {Down syndrome or dwarfism}

22. Do you regularly use a brace, orthotics, ar othar assistive device?

23. Do you have a bong, musde, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or ook red?
25. Do you have any history of juvenlle arthritis or connective issue disease?

Explain “yes™ answers hers

-

I herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct,
Signature of athlste Signature of parent/guacdian Datz

Q2010 American Academy of Family Physitians, American Academy of Pedistrics, American Coliege of Sports Medising, American Medisal Sociely for Sporfs Medicing, Amatican Orthopaedic
Saciety for Sports Medicing, and Amearican Ostgopathic Academy of Sports Medicine, Permission is granted o reprint for noncommercial, educational purposes with acknoviedgment
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

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

1. Typeof disability

2, Dileof disablly = T

3. Classification (if availablz)

4, Cause of disabllity {birh, disease, accidentArauma, other

5. List the sports you are inferesled In playing

Yes No

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

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

8. Doyou have any rashes, pressure sores, or any ather skin problems?

9, Boyou have a hearing loss? Do vou use a hearing aid?

10. Do you have a viswal impairment?

11. Do you vse any special devices for bowel or bladder function?

12. Do you have huming or discomfort when urinating?

13, Have you had autoromic dysreflexia?

14. Have you ever been diagnosed with a heat-related thyperthermia) or cald-related fypothermia) iliness?
15. Do you have muscle spasticity? :

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

Expain “ves™ answers here

Please indicale if you have over had any of the following.

Yes© . Ho

Atlantoaxiat instability

A-1ay evaluation for atlantoaxial instability

Dislocated joints {more than ons)

Easy bieading

Enlarged spleen

_ | Hepatilis

(Osteopenia or osteoporasis

Difficulty cantrolling bowel

Difficutty controlling bladder

Numbness or fingling Tn arms or hands

Numbness or tingling in legs or feet

Weakness In ams or hands

Weakness in legs or feat

Recant change In cocedination

Recant change In abily to walk

Spina bifida

Latex aflergy

Explain *yes” answers here

| hereby state that, to the best of my knowiedge, my answers to the above questions are complete and correct.

of athlete Signatwre of parenYauardi Date

©2010 American Academy of Famlly Phystcians, American Ar:adem/nf Pediatrics, American Colizge of Sports Medicing, American Medical Soclgly for Sporis Medicine, American Orihopasdic
Socigty for Sparts Medizing, and American Osleopathic Acatemy of Spors Medicine. Permissior is granted to reprint for noncommercial, educational puiposes with acknowizggment
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PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSIGIAR REMINDERS

1. Consider additional questions on more sensitive issues
* Do you feel stressed oot or under a lot of pressure?
* Do you ever fedl sad, hopetess, depressed, or anxions?
* Do you fee! safe at your home or residence?
* Have you ever tried clgareties, chewing tobacco, sauff, or dip?
* During the past 30 days, did you use chewing tohacee, snuff, or dlp?
* Do yout drink alcohof or use any other drugs? '
* Have yoy ever taken anabalic steroids or used any ather performancesupplemant? . C e
* Have you ever taken any supplements to help vau gain or Iose welght or improve your perfermance? ’ ) s
* Do yoo wear a seat helt, use a helmat, and use condoms?
2, Consider reviewing questions on cardivvascular symploms {questions 5-14),

EXAMINATION . . - - . i

Height . Weight O Mals O Female

BP ! { / ) Pulse Vision R 20/ L 20/ Corectes OOY O N

MEDICAL - . . © NORMAL ABHORMAL FINDIHGS

Appearance

« Marlan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodaciyly,
anm span > height, hyperlaxity, myopla, MVP, aorlic insufficiancy)

Eyes/earsinosethroat

+ Pypils equal

+ Hearing

Lymph nodes

Heart*

+ Mumurs (auscultation standing, supine, +/- Valsalva)

= Location of point of maximal impulsa PMI)

Pulses
« Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary {males ontyp
Skin

= HSV, lestons suggestive of MASA, tinea corporls
Neurologic®
MUSCULOSKELETAL

Neck

Back

Shoulderfarm

Elbow/Toraam
Wiisthandfingers

HipAhigh

Knes

Leglanke

Foottoes

Funstional

« Duck-walk, single Jeg hap

sConsider ECG, echocardiogram, and referral o cardiology for abnosmal cardiag history or exgm,
*Cansiter GU exam I in private setting. Having third party pressnt ls recommanded,
“Consider cognilive svaluabion or basellng nsuropsychiatric 12sing I a history of significant concussion,

00 Cleared for all sports without restrictian
I3 Cleared for all sports without restriclion with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation

O For any sports
O For cartain sports
Reason
Recommendations

1 have examinad the ahove-named student and completed the preparticipation physical evaluation. The athiele does not present apparen! clinica! contralndications to practize and
participate in e spor(s) as sutlined above. A copy of the physical exam is on record in my office and can he made avaltable ta the school at the reques! of the parents. 1} conditions
arlse after the athlete has been cleared for participation, a physitian may rescind the clearance unfil the preblem is resolved and the poleniial consequrences ase completely explalned
{o 1he athiele {and parents/guardians).

Name of physician, advanced practice nurse {APN), physician assistant {PA) {printtype) Date

Address Phong

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pedislrics, American College of Spotts Medicine, American Medical Society for Sporis Meticing, American Othopaedic
Society for Sports Medicing, and American Dsteopathic Academy of Sports Medicine. Permission is granted to reprint for nencommercial, edocational purposes with acknowlsdgment. -
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® PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Nams SexOM OF Age_ Date of birth

[ Cleared for all sports without restriction

01 Cleared for afl sports without restriction with recommendations for further evaluation or treatment far

O Not cleared

... [ Pending further evaluation
O For any sports
O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

| bave 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 outlined above. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents, if conditions arse after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians), :

Narne of physician, advanced practice nurse (APN), physician assistant (PA) .‘ Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Develapment Module

Date Signatuse

© 2010 American Acatizmyy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Medical Sociely for Sporls Medicine, American Onthopaadic .
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