SPORTS QUALIFYING PHYSICAL HISTORY FORM
DATE OF EXAM

Student Name: Birth Date: Age_ Gender: M /F
Address: '
Home Telephone: - -
Schoeol: Grade. __ Sports:
History
Circle Y for Yes or N for No ) Circle Question Number ( 1. etc) of questions for which the answer is unknowr.

. Has a doctor ever denied or restricted your participation in sports for any reason ar told you to give up spozts'?
. Do you have an ongoing medical condition (like diabetes or asthma)? ...
. Are you currently taking any prescription or nonprescnptlon {over- the—counter) medmmes oF p;tis‘? OO UOPIURERR RO (3 |

. Does youlr heart race or skip beats during exercise?..........
. Has a doctor ever told you that you have? (circle): High b!ood pressure A heart murmur High cholesterol A heart infection

14. Has anyone in your family iess than 50 years old had unexplamed drowning while swirnming ofr an unexplamed car aocndent'?
15. Does anyone in your family have Marfan syndrome? .. R

L Y/IN

List: -

De you have aflergies to medicines, pollens, foods, o7 stinging INSEEIET L
Have you gver passed out or hearly passed out DURING exercise? ...
Have you ever passed out or nearly passed out AFTER exercise?........
Have you ever had discomfort, pain, tightness, or pressure in your chest du:mg exercise? ..

. Has a doctor ever ordered a test for your heait? (for example, ECG, echocardiogram, stress test)
. Has anyone in your family died suddenly and unexpected!y for no apparent reason? ..o

. Does anyone in your family have a hear problem? ...
. Has any family member or relative died of heart probiems of of sudcten deeth before age SG‘P

18, Have you ever spent the night ina hospital7 ‘

17, Have you-ever had suigery? ............. .
18, Have you'ever had an/injury, Iske a spraln muscle ot hgament tear ar tendonms that caused you to miss 3 practlce or- game‘7

46. Has anyone recommended you chaﬂge your w-t-aight or eatmg hablts'?
47 . Do you limit or carefully controi what you eat?.,

18,:Have yeushad any broker; or-fractured; bones, or! disloeated joints? |.-.l
20/ Have you had a'bonefiointinjury that requirsd x:tays, ‘MR, CT, surgery, mjectlons rehabilltation phySIcaI therapy a brace a cast, or crutches?\’f N
i Yes in Questions 1 8; 190r 20;: please circle'the area below:
‘Head Neck Shoulder Chest Upper Arm ‘Elbow ‘Foréarm Hand/Fingers Uppei Back Lower Back Hlp Th:gh Knee CalfiShin Ankle Foot/Toes

21. Have you ever had a stress fracture? ... N . IRTSUIURURRR 4 |
22. Have you been told that you have or have you had an x-ray for atiantoaxaal (neck) mstablirty‘? YN
23. Do you regularly use a brace or assistive device? ... YIN
24. Has a doctor ever fold you that you have asthma or atiergses'? ..... . YN
25. Do you cough, wheeze, chest tightness, or have difficulty breathing dunng ar after exerc:se'l YiN
26. Is there anyone in your family who has asthma? ... Cnne e e tenmne e YIN
27. Have you ever used an inhaler or taken asthima medlcme‘? YN
28. Do you develop a rash or hives when you exercise? ... - YIN
29. Were you born without or are you missing a kidney, an eye' a testlcie or any other organ? ......................... YIN
30. Have you had infectious mononucleosis (mono) within the fast MONthT Y /N
31. Do you have any rashes, pressure sofes, or other skin problems? . YN
32. Have you had a herpes SKIN MFECHONT ... i rtisieser s e rbem s res o o e b L s - YIN
33. Have you ever had a head infury of concussion? ............. : YIN
34, Have you been hit in the head and bean confusec% or lost your memory'? YN
35. Have you ever had a seizure? eeutaeemeeteesensibeerharihaeb e de e ee st e e re s re e ve e e et LW YN
36. Do you have headaches with exerc;se'? e eeeeeeeaeeemmeeeesstevyeeussersesaasiesssiesisssesesiaseenasatesesssemssesessessiessrisresieeiessissrisereriesseeeseesresibituEvezsiEisierisisiiiinis YiIN
37. Have you ever had numpness, tingling, or weakness in your arms er iegs afte{ bemg l'ﬂt or falilng. . Y/N
38. Have you aver been unable to move your arms of legs after being hit or falling? ... YIN
39. When exercising in the heat, do you have severe muscle cramps of become 7. YIN
_40. Has a doctor told you that you or someone in your family has sickle cell trait or sickle ce 7. Y/N
41. Have you had any problems with your eyes or VISIONT ... et Y/N
42. Do you wear glasses or contact tenses?.......... LN
43. Do you wear protective eyewear, such as goggies or & faoe shsetd'? OO T PP PP YN
44, Are yoU Rappy WItT YOUD WRIGHET oot ettt e m s oob oo e R 1R R SRS R A S L Y/ N
45, Are vou itying to gain or fose weight? ... YIN

. Do you get tired more quickly than your friends Go durmg exerczse’?
. Do you have any concerns that you woulkd like 10 tiecuss With @ GOCIOF? .. v YiN

FEMALES ONLY

50. Have you ever had a mensirual period? ... ST OO U RSO U U ORI VRPRURTRVETSUURUUPTOUUIRTRROTRRTD I & |
51. How old were you when you had your first menstmai pertod'r‘

52. How miany menstrual periods have you had in the last year?

Motes:

t do not know of any existing physical or additional health reason that would preclude participation in sports. 1 certify that the answers to the above
questions are true and accurate and | approve parficipation in athletic activities.

Parent of Legal Guardian Signature Student-Athiete Signature Dage



Physical Examination Form R
The section below is 1o be completed by physician or staff after history and consent forms are completed.

Students Name Birth Date
Height Weight % Body Fat (optional) Pulse BP f " { , {
Vision R 20/ L 20/ Corrected: Y N Pupils: Equal Unequai

Follow-Up Questions on More Sensitive 1ssues (Optional)

Do you Teel stressed out or under a lot of pressure?

Do you ever feel 5o sed or hopetess tat you stop doing some of your usual activities for more than a Tew days?

Do you feel safe?

Have you ever tried cigaretie smoking, even 1 or Z pufis? Do you currently smoke?

During the past 30 days, did you use chewing tobaccs, shuff, or dip?

During the past 30 days, have vou had at least ¥ drink of alcohol?

Have you ever taken stercid pils or shots withaut & doctor's prescription?

Have you ever teken any supplemaents fo help you gain or jose welght or improve your perfomance?

©. Questions from the Y outh Risk Behavior Survey (http fiwvw cdc govHealtngY cultiytbsfindex Titm} on guns, seadbeits, unprofected sex, domestic viclence, drugs, e,

R

Notes:

_Abn Initials*

Appearance
Eyeslears/nosefthroat
Hearing

Lymph nodes

Heart

Murmurs

Pulses

Lungs

Abdomen

Genitalia {males only)
Skin
MUSCULOSKELETAL
MNeck

Back

Shoulder/arm

Efbowfforearm
Wrist/haridfingers

Hipithigh

Knee

Leg/ankie

Foot/toes

*Mukiple—examing[ set-up ondy.
MNotes:

Clearance
2 Cleared without restriction
O Cleared, with recommendations for further evaluation or treatment for:

1 Not cleared for: @ All Sports 2 Ceriain sports: Reason:
Recommendations:

Emergency Information:
Aflergies:
Cther Infermation:

Name of Physician: (printtype/stamp) ML, D.O,DCY Date:
if the Physician's Assistant {P.A.} or Advanced Nurse Practitioner {A.N.P.) performed the exam, name and address of collaborating physician or
physician group:

Address: Phone:

Signature of Physician:




