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PRE-PARTICIPATION PHYSICAL EVALUATICON

PHYSICAL EXAMINATION FORM - VALID FOR 2 YEARS

Nama: Date of Birth:
Physician Reminders:
1. Consider additional questions on more-sensilive issues. « Do you drink alcohol or use any ather drugs?
- » Do you fee! stressed cut or under a lot of pressure? = Have you ever taken anabolic steroids or used any other performance-enhancing
» Do you ever feel sad, hopeless, depressed or anxious? supplement?
» Do you feel safe at your home or residence? « Have you ever taken any supplements to help you gain or lose weight or improve
» Have you evertried cigarettes, chewing tobacco, snuff or dip? your performance?
[ ]

During the past 30 days, did you use chewing fobacco, snuff or dip? » Do you wear a seat belt, use a helmet and use condoms?

2. Consider reviewing questions on cardiovascular symptems (Questions 4-13 of History Form)
CEXBMINATION &0 s s 2 R R

Height: ‘ ' B Weight:

BP: / { i ) Pulse: Vision: R 20/ L 20f Comected: [1 Yes O No
SMEDICAL: - T s e e T CNORMAL Y T T T T T T ABNORMAL FINDINGS - - R

Appearance

» Marfan stigmata (kyphosceliosis, high-arched palate, pectus
excavatum, arachnodactyly, hyperlaxity, myopia, mitral valve
prolapse (MVP) and sorlic insufficiency)

Eyes, ears, nose and throat
» Pupils equal
» Hearing

Lymph Nodes

Heart*
» Murmurs (auscultation standing, auscultaion supine and +/-
Valsalva maneavar}

Lungs

Abdomen

Skin
» Herpes simplex virus (HSV), lesions suggestive of methiciliin-
resistant Sfaphylococcus aurets (MRSA) or finea corporis

Neurclogicat

CMUSCULOSKELETAL: ., Wi

] ENORMAL 2 et s e 0 2 ABNORMAL FINDINGS. 0 7 v o i o

Neck

Back

Shoulder and arm

Ethow and forearm

Wrist, hand and fingers

Hip and thigh

Knee

L.ag and ankle

Foot and foes

Functional o S
» ‘Double-ley squat fes!, single-leg squat test and box drop or
step drop test

* Consider electrocardio_graphy (ECG), echocardic_!graml referral fo cardiology for abnormal cardiac history or‘_examination findings, or a combination of those.

"D Cleaféd for éll spbﬁs Withbut resfﬁctioh for”tv&é (2) yééi-é.

[0 Cleared for all sporis without restriction fer two (2) years with recommendation for further evaluation or treatment for:

[ Cleared for all sports without restricion for less than two (2) years. Specify reasens and duration of approval below:

O Not Cleared
[ Pending further svaluation O Forany sports O  For certain sports {please list):
‘Reason:

Recommendaticns/Comments:

| have examined the above-named student and completed the pre-participation physical evafuation. 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 s on record In my office and can be made available to the school a the request of the parents, If
conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are
coinpletely explained to the athlete (and parents/guardians).

Name of healthcare professional (typefprint): Cate of issue:

Address: Phone:

i Signaiure cf healthcare professional (MO/DG/ARNP/PAChiropractor).

This physical is valid for 2 2-year period unless otherwise noted by the physician in the “Recommendations” field listed above.
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Note: Complete and siga this farm (with your parents if younger than 18) before your appointmeant. The physician should keep a cepy of this form in the chart for their records.

Mote: Ax Injury or medical condition results in a separate medical release,

Name: ' _ [ Date of Birth:
Date cf examination: . '
Sex assigned at birth (F, M or intersex}: How do you identify yoLlr gender? (F, M or other}:

List past and current medical conditions:

Have you ever had surgery? If yes, list al! past surgical procedures:

Medicines and supplements: List all current prescriptions, over-the-counter medicines and supplements (herbal and nufritional);

Do you have any allergies? If yes, please list all of your allergies (i.e., medicines, pollens, food, stinging insects):

Over the last 2 weeks, how often have you baen bothered by any of the following problems (circle response].

Feeling neryous, anxlaus or on que: 0 1 . _ 2 o3
Not being able to stop or control worrying: 0 1 _ | 2 o _ 3.
Little interest or pleasure in doing things: ' 0 1 2 3
Feeling down, depressed or hopeless: 0 1 2 3 _

A sum of 23 is considered positive on either subscale (questions 1 and 2, or questions 3 and 4) for screening purposes.
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Explain “Yes” answers at the end of this form. Circle questions if you don’t know the answer.

e

your provider?

Do you have any concerns that yod would ke to discuss with |

A. Do you cough,wheeze 6‘r'H'avé.dif'ﬁdl-Jlty' bréathing d'u‘rmg'or.
after exercise?

2. Has a provider ever denied or restricted your participation in
spotts for any reascn?

17. Are you missing a kidnay, an eye, a testicle {males), your
spleen or any other organ?

HEART HEALTH QUESTIGNS ABOUT YOU -

Do you have any ongoin medical issues or recent ilness?

18, Do you have grain or testicle pain or a painful bulgs or hemia
in the groin area?

4. Have you ever passed out or nearly passed out during or
after exercise?

19. Do you have any recurring skin rashes or rashes that come
and go, including herpes or methicillin-rasistant
Staphylococeus auraus (MRSA)?

5. Have you ever had discomfort, pain, tightness, or pressure in
your chast during exercise?

20, Have you had a concussion or head injury that caused
confusion, a prelonged headache or memoty problems?

6. Does your heart sver race or skip beals (iregular beats)
during exercise?

7. Has a doctor ever told you that you have any heart
problems?

21, Have you ever had numbness, had tingling, had weakness in
your arms or legs, o been unable to movs your arms or legs
after being hit or falling?

22, Have you ever become Ilf while exercising in the heat?

8. Has a doctor ever erdered a test for your heart? (For
axample, electrocardiography (ECG) or echocardiography?

9. Do you get light-headed or feel shorter of breath than your
friends during exercise?

23. Do you, or does someone in your family, have sickle cell frait
or disease?

24. Have you ever had, or do you have, any problems with your
gyes or vision?

28. Do you worry about your weight?

had an unexpected or unexplained sudden death before age
35 (including drowning or unexplained car crash)?

26, Are yau trying fo, or has anyone recommended, that you gain
or lose weight?

:1“1 . Has anyyf—a'mily'f:nﬁember or f'élétiﬁe dled of heartmpr-oblefns cr -

27. Are you on a special diet or do you avoid certain types of
foods or food groups?

12. Does anyone in your family have a genefic heart problem
such as hypertrophic cardiomyepathy {HCM), Marfan
syndrome, arrhythmoganic right ventricutar cardiomyopathy
{ARVC), long QT syndrome (LQTS), short QT syndrome
{SQTS), Brugada syndrome or catecholaminergic
polymorphic ventricular tachycardia (CPVT)?

28. Have you ever had an eating disordar?

29 I:-‘-'ia;f"é'ybru :éver had & menstrual period? T

30. How old werg you when you had your first menstrual period?

31. When was your most recent menstrual pariod?

13. Has anyone in your family had a pacemaker or an implantad
i b ?

32. How many pericds have you had in the past 12 months?

Have you ever had a stress fracture or an injury to a bone,
muscle, ligament, joint or tendon that causad you to miss a
practice or game?

15. Do you have a bone, muscls, ligament or jeint injury that
bothers you?

YES! DPLANAKSWERSHERE -

I'hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.

Signature of Athlete:

Signature of Parent{s} or Guardian:

Dale:




