"

PREPARTICIPATION PRYSICAL EVALUATION —MEDICAL HISTORY 2020

mmmmmvmmhmmme(um)MMhmmumwmwmmﬁu These
questions aro designed to determine if the udent has developed any condition which would make it hazardous to participare in 2n ovent.

Smudent's Name: (pring) Sex Age Date of Birth
Address Flocng
Qrade School
Peronal Physician Phong__
In case of emergency, contacs:
Name Relationship Fhone (H) ()]
Explain *Yes” answens in the box below®*, Circle quastions yon don*t know the znswers to.
1. Have you hed s medical illncss or injuxy tince your lask check S‘ E 13.  Havo you ever gotten unsxpectedly short of breath with YD“ ﬁ
up or physical? exercisc?
2. Have you becn bospitalized ovemight in the past year? (. Do you have asthma? .
Have you ever had surgery? O a Do you have sezsoual sliergics that require medical treatment? [ [
3. Have you ever bad prior testing for the heart ordered by a O O 14. Do you use any special protective or comective equipment oc O Qa
physician? devices that arent usually used for your activity or position
Have you ever passed aut during or after exercise? a g (for exampte, knee brace, special neck roll, fooz orthotics,
Have you ever bad chest paia during or afber exercise? a0 retainer on your teeth, hearing aid)?
Do you get tired mare quickly then your frieads do during g g 15.  Haveyoueverhad a sprain, stealn, or swelling after injury? aa
oxercise? Heve you broken or frectured sny bones er dialocated any a g
Have you ever had recing of yourheartor skipped besbeats? L) [ jolnts?
Have you had high blood pressure or high ehlesterol? O g Have you had any other probloms with pain or swelling in a
Hsve you ever been told you bave a heant murmur? B 0 muscles, tendons, boass, or jolns?
Has eny family member or retative died of heart problems or of O If yos, chock appropriste box and sxplain below:
sudden unexpeeted death before age 507
Hos any family member been diagnosed with entarged beet, (J [ [ Head 8 Ewow O wip
{dilated cardiomyopathy), bypertrophic cardiomyopathy, long 0O Neck Foressm 1 Thigh
QT syndrome or other lon channelpathy (Brugada syndrome, 0 Back Wrigt Kneo
etc), Marfan's sytdrome, or abaomaal heart shythm? Chest Hand ShinfCalf
Have you bad a severe viral infection (for example, g g Shoulder Finger C] Ankie
myocanditis or manoaucleosls) within the st month? Upper Amm 0 Foot
Has o physician cver denied or restricted your participatimin [ [ 16. Do you want to waigh niore of less than you do now? o0
sctivities for say heart problenws? o 7. Do you feel stressed out? ' |
Have you ever had a head injury or cancussien?
4. Have you over boso =4 - E 8 18, ze“y:;uwfxwmummumm«u oo
your memary? Femcles Only
Hyes, bowmany times? 19. When was your first menstrual pesiod?
Whea was your lsst concussion? When was your most recent menstrual period?
How severo was each ons? (Explain below) How much time o you nsually have from the stert of ¢oe period to the start of
Have you ever bad o sefzure? O O encther?
Do you have frequeat ar severo beadaches? o d How many periods have you hed in the last year?
:l:r‘;:"““‘m“w‘m‘mmm O 0 What was the longest tims between pariods in the last year?
or
Have you ever had o stinger, burner, or plached nerve? D D mﬁonnﬁbmhwmmm
5. Ase you missing any paired organs? 2l testiculer swelling or masses?
& mmm“m‘m, 'mm? noo-prescripti ﬁ @ z:o:‘::::i‘:mm:::‘;wu By chocking this box, [ choase to
5 xxmmmcmmr:mmw“ n an BCO for my student for additiona! cardiac screening. | have read and
8, mmhwm,.um(hwmw‘hm D D wul:nm:‘iﬂ'ﬂrﬂlﬂﬂl about cn:ﬂc sc;em:.ng;elmunm it is the
food, or stinging fnsects)? responsibility of my family to schedule and pay for h
9. Have you ver been dizxy during of alter exercise? O O [exriani-ves ANGWERS N THE BOX BELOW (stiach another sheet i acocesaryl:
10. Dowuhwwycnmaﬂnwcbm(ﬁtmwlc.m& O g
rashes, acno, wans, {)
11. Have you ever become ﬁnm iag in the heat? (m]
12. Have you had any problems with your cyes or vision? D B

01 is undersiod that oven though protoctive equipment [s wom by athletes, whmnever seeded, the possibitity of an socident stif) remting. Nelther the Univenity Interscholastie Leaguo
nor the school assemes eny responsibility in et en socldent occurs.

If, io the judgment of anvy stpreseatative of the sehool, the sbove student should need fnenodiato care sad eatmsent o3 8 sesult of soy Injury or sickness, 1 do heweby request, suthorizs, end
conwent 1o gach car snd treatment ey may bo given xid gmdent by say physician, aihietic tminey, mrse or school representative, 1 do bereby agrea to indemnify and save hermicss the
schoo] and sny school or hospitel representuifve fom woy clatm by sy porsen on acoount of sush care end trestment of sald student,

:’l‘é:;wm&k&uud e beginning of pardcipation, any floens of injury should occur that may timitthis sadents panticipation, 1 agrea to notify the school satharitios of tuch illacss or

bject the student in question to peoaltfes detormined by the UIL

Tbmwdmwgp,mnmbfhmnqummm“dm Failure to provide truthful responses coald
Signatune Parent/Guandian Sigature; Dato:

Any Yes answer to quastions 1, 2, 3, 4, 5, 0r § requires further mediea) evalustion which may inctude s physicsl exnmination. Wetiten cleavanco from s physician, physiclan
essistant, chiropracior, or ourse practitioser bs required before any participation (o UIL practice, garmes or matehes. THIS FORM MUST BE ON FILE PRIOR TO
. ;mhmcg:go;mmmmmmmmmmwmmmmmm
or St nly:

This Medical History Form was reviewed by: Printed Name Date Signahite




PREPARTICIPATION PHYSICAL EVALUATION -- PHYSICAL EXAMINATION

Studeat’s Name Sex Age Date of Birth

Height Weight % Body fat (optional) Pulse BP__ /(. )
brachial blood pressure while sitting

Vision: R 20/ L20/__ Corrected: (JY 0ON Pupits: [J Equal [J Unequal

As a minimum requirement, this Physical Examination Form must be completed prior to junior high participation and again
prior to first and third years of high school participation. [t mast be completed if there are yes answers to specific questions on
the student's MEDICAL HISTORY FORM on the reverse side. * Loeal district policy may reguire an ennual physical exam.

NORMAL ABNORMAL FINDINGS INITIALS*

MEDICAL
| Appearance
Eyes/Ears/Nose/Throat
Lymph Nodes
Heart-Auscultation of the heart in
| the supine position.
Heart-Auscultation of the heart in
the mMmnguiﬁon.
| Heant-Lower extremity pulses
Pulses
Lung
Abdomen

Genitalia (males only)
Skin

Marfan's stigmata (arachnodactyly,
pectus excavamum, joint

obility, scoliosis
“MUSCULOSKELETAL
Neck
Back
Shoulder/Arm
 Etbow/Forearm
Wrist/Hand
(Hip/Thigh
Knee
| Leg/Ankls
Foot

*station-based examination only

CLEARANCE

D Cleared

O Cleared afier completing evaluation/rehabilitation for:

OO Neotcleared for; Reason:
Recommendations:

e following information must be filled In and signed by either a Physician, a Physiclan Assistant licensed by a State Board of
hysician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,
r a Doctor of Chiropractic. Examination forms signed by any other health care practitioner, will not be accepted.
ame (print/type) Date of Examination:
ddress:

Number:

ignature:

Must be completed before a student participates in any practice, before, during or after school, (bath in-season and out-of-season) or pesformance/
games/matches.



