Preparticipation Physical Evaluation

ISTORY FORM
DATE OF EXAM
Name Sex Age Date of birth
Grade School Spori{s)
Address Phone
Personal physician
in case of emergency, contact
Hame Relationship__ Phone (H) Wy
Explain “Yes” answers helow. 24. Do you cough, whaeze, or have difficulty breathing Yes No
Circle questions you don't know the answers to. during or after exercise? [
Yes No 25. Is there anyone in your family wheo has asthma? 200
1. Has a doctor ever denled or restricted your ) 286, Have you ever usad an inhaler or taken asthma medicine? 1J  {]
participation in sports for any reason? oo 27. Were you bom without or are you missing a kidney, ]
2. Do you have an ongoing medical condition ' an eye, a testicle, or any other organ’® 0 o
(ke diabetes or asthma)? 0o 28, Have you had infectious mononucleosis {mono}
3. Areyou currently taking any prescription or within the last month? oo
nicnprescription (over-the-counter) medicinesorpills? 3 [0 28. Doyou have any rashes, pressure sores, or other
4. Do you have allergies to medrcmes‘ pollens, foods, skin probleems? oo
or slinging insecis? 0O 30. Haveyou had a herpes skin infection? IR
5. Have you ever passed out or nearty passed out B1. Have you ever had'a head injury orconcission? oo
DURING exercise? B 32, Have you been hit in the head and been confused
8. Have you ever passed out or nearly passed out - or lustyour memory? [N
’ gTER exer 3'3:?& discomfort. oai X 0 o 33. Have you ever had a seizure? I
7. Have you ever had discomfort, pain, or pressure in ‘ : s
your chest during exercise? SR Zg g:::::ii::‘eﬁ:?::btg:x;;i: or weakness -
" N . . : . it 8V i r
8. Does your heart race or skip beals during exercise? Boa in your arms or legs after being hit orf'ailing? 0o
9. m:;{dme:erlsfd you that you have 36. Have you ever been unable to move your arms or
1 High blood PP ) A hoat legs after being hit or falling? 00
oud prassure frmue 37. When exercising in the heat, do you have severe
‘0 &HH@ igi%temt ” ré% At:::? '"fed'::aﬂ? rmuscle cramps or become Hl? oo
. Has a dostor ever ordered a test for your
. 38. Has a doctor told you that you or someone in yow
{for example, ECG, echocardiogram o L;i g";_g family has sickle cell trait or sickle cell disease? 3 o
11, Has anyone in your family died for o apparent reason’ E‘: g 39, Have you had any problems with your eyes orvision? (0 [
- : g 3098 anyone in y curb;rfumly h;":r: I;ea(;‘t ;;r::bie:tm? = 40. Do you wear glasses or contact lenses? HER
. Has any family member or relative died of hea N
problerms or c:-f sudden d e% before age 50? o ? 41, Emus ﬁiac;? protective eyewear, such as goggles or —
t4. Does anyone in yogr famﬂ;f ha'fre Marfa? syndrome? 0o 42, Are you happy with your weight? oo
15. ::llaveyau mr:pentthe m%htmahosmtai? E EEIZE 43. Are you rying to gain or lose weight? oo
16. Have you ever had surgery . ’ 2 44 Has anyone recommended you change your weight
17. Have you ever had an injury, fike a sprain, muscle or or eaiing habits? omoom
ligarrient tear, or tendi it caused you to miss a . ) £y
practice or game? H yes, circle affected area below: oo 49. Do you limit or carsfully control what you eat? B
; 46. Do you have any concerns that you would like to
18. Have you had any broken or fractisred bones or discuss with a doctor? 0o
dislocatad joints?. If yes, circle below: i _ ;
19. Have you had a bone or joint injury that required x FEMALES ONLY
A o joint injury that req s, 47. Have you ever had a menstrual period? o
MR, CT, surgery, injections, rehabilitation, physical L _ o
MP)’, a bmm, acast, o cmm? “m gircle beiow 7o 48. How old were you when you had your first menstrual period?
: i 49. How many periods have you had in the fast 12 months?
Haai N‘”‘"‘ s_’_‘”“’de'__ ?,ﬁ’n”" | Ww Fores m" _ ?.;L':gs c-_'_ea_' ) Explain “Yes” answers here:
Upper ] Lower | Hip - ] Thigh | Knee | Calffshin | #inkie | Foot/toes
20. Have you ever had a stress fracture? oo
21. Have you been told that you have or have you had
an x-ray for atlantoasial gaeck} instability? o0
22. Do you regularly use a brace or assistive device? g0
23. Has a doctor ever told you that you have asthma
or allergies? 0

Sigrature of athlete

Signature of parent/guardian

 hereby state that, to the best of my knowledge, my answers to the above quesiions are complete and correct.

Date
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Preparticipation Physical Evaiuation

ICAL EXAMINATION FORM

Name. Date of birth
Height _ Weight % Body fat {optional) Pulse BP / ( 7 , / )
Vision R20/____ L20o/ Correcled: Y N Pupils: Equal ____ Unequal

Follow-Up Ouestions on More Sensifive Issues

1. Do you feel siressad out or under a lot of pressure?

2. Do you ever feel 80 sad or hopeless that you stop doing some of your usual activities for more than a few days?

3. Do you feel safe?

4. Have you ever tried cigarette smoking, even 1 or 2 puffs? Do you currently smoke?

5. During the past 30 days, did you use chewing fobacco, snuff, or dip?

6. During the past 30 days, have you had at least 1 drink of alcohol?

7. Have you ever taken steroid pills or shots without a doctor's prascription?

8. Have you ever taken any supplements to help you gain or lose weight or improve your perfermance?

9. Questions from the Youth Risk Behavior Survey {htip:/fwww.cde.gov/HealthyYouth/yrbs/index.htm) on guns,
seatbelts, unprotected sex, domestic violence, drugs, etc.

Notes:

) mammammmg‘g
o oonooooo

Appearance

Eyesfears/nosefthroat

Hearing

Lymph nodes
Heart
Murmurs
Pulses

Lungs
Abdomen ]
Genitourinary {malesoniy)*

Back

Shoulder/arm

Elbow/forearm
Wrist/handffingers
Hip/thigh

Knee

Leg/ankle

Foot/toes

*Multiple-examiner set-up only.
THaving a third party present is recommended for the genitourinary examination.

Notes:

Name of physician {print/type) Date

Address Phone

Signature of physician , MD or BO

] American Acadeny of Family Physicians, American Acadery of Pediatrics, American College of Spores Medicine, Amevican Medical Society for Spares Medicine,

American Orthopacdic Satiety for Sporee Medicine, and Amerizan Ostsopathic Acaderny of Sports Medscine,
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