PREPARTICIPATION PHYSICAL EYVALUATION -- PHYSICAL EXAMINATION

Sudent's Name Sex Age Date of Birth

Height __ Weight % Body fat (optional) Pulse Bp / { / , / )]
brachial blood pressure whils sitting

Vision & 20/ L0/ Corrected: 1Y TN Pupils: [ Equal 0 Unequal

As a minimum requirement, this Physieal Sxamination Form must be completed prior to junior high athletic participation and
again prior to first and third years of high school athletic pariicipation. [t must be completed if there are yes answers 10 specific
questions on the ctudent's MEDICAL HISTORY FORM oo the reverse side. * Laocel dissrict policy may require an anaual physical

exam.
NORMAL ABNORMAL FINDINGS ITIALS®

MEDICAL
Appearance
Eyes/Ears/Nose/Throat
Lymph Nodes
Heart- Auscultation of the heart in
the supine position.
Heart- Auscultation of the heart
the standing position.
Heart-Lower extremity pulses
Pulses

Lungs
Abdomen
Genitalia (males only)
Skin
*iarfan's sugmata (arachnodzctyly,
pecius excavamim, joint
hypermobility, scoliosis)
VUSCULGSKELETAL
Neck
Back
Shoulder/ Arm
Elbow/Forearm
Wrist/Hand
Hip/Thigh
HKnee

Leg{AnkIe

Foot

+sration-based examination only

CLEARANCE

7] Cleared
[] Cleared afier completing evaluation/rehabilitation for:

Reason:

1 Notcleared for:

Recommendations:

(e
The following information musi be filled in and signed by etther a Physician, a Physician Assistant licensed by a State Board of

Physician Assistard Syaminers, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,

or a Doctor of Chiropractic. Examination Jforms signed by any other health care practitioner, will not be accepted.

Date of Examination:

Name (prnt/iype)
Address:
Phone Mumber:

Signature:
ust bz completed before a student parucipates i uny practice. before, duning of after school,

(both in-season and out-of-s&ason) of games mutches.



PREPAETICIPATION PHYSICAL EVALUATION -« MEDICAL HISTORY REVISED 1.5.59

This MEDICAL HISTORY FOEM must be completed aanuaily by parent (or guardian) and srudent ia order for the student 1o participate in athletic activities. These
Guestions are designed 10 determune i the student has developed any condition which would make o hazardous © participate in an athletic event,

Student's Name: (print) Zex Age Date of Binh
Address Phone
Grade School

Personal Physaan Phons

In case of emergency, contact:

Mame Relationshig Phone (H) WY

Explzin "Ya' snswers la the box below?®. Clrcle questions you doa't know the snswers to. Any Yot answar to questlons 1,2,3.4. 3, o7 6 requires further
medical evalyation which may inclede a physicel examinadon. Writtsa clearance from a physivien, phytician assictast, chirogractor, or nurte practitioner is

required befors any icipation in UIL proctices, 3 oF moichas
Yes Mo Yes No
|, Have you had 2 medical ilness or injury since your last check [ 3 13 Have you ever gotien unexpeciedly short of breath with 0O O
up or sports physical? exerciza?
2. Have you been hospitalized overmght in the past year? 0 . Do you have asthma? o 0
Have you ever had surgery? o a Do you have seasonal allergies that require medical treatmem?  [] [
3. Have you ever passed out during or after exercise? 1 0 14. Do you use any special protective or correcuve equipment or D (]
Have you ever had chest pain duning or after exercise? . . devices that aren't usually used for your sport or position (for
Do you get tired more quickly thaa your fricads do during - | example, Kﬂ:chb@e. :p&:sis,d neck roll, foot orthotics. retaner
exercise? on your teeth. hearing aid)?
Have you ever had racing of your heart or skipped heanbeats? ][] 15, Have you ever had a sprain, strain, or chﬂiffs after injury? O g
Have you had high blood pressure or high cholesterol? 1 O Have 730" brokzn or fractured any bones or dislocated sny 0O O
hesrt 7 Joinis
Have you ever been told you hsf" & freast murmur a o Have you had any other problems with pain or swelling in
Has any family member or relative died of heart problems orof [} [ muscles, tendans. bones, of joints?
udden unexpected death before ags 507 If yes, check apon ﬁg&’w .
. f % and i .
Haa any family ber been dizgnosed with enlarged hesrt, {j E_} ¥ pETop and explain below
tdilated cardiomyopathy), hypertrophic cardiomyopathy ., long ] Hesd [ Elbow {1 Hip
QT syndrome or other ion channeipathy (Brugada syndrome, Meck Forearm )
ete), Marfan's syndrome, or abnormal heart rhythm? g Back 0 Wri (] Thigh
Have you had a severs viral infection (for exampls, 0O 0 a nst 0 K“"”
myocarditis or mononucieosis) within the last month? {1 Chem ] Hand ] ShinCaif
Has a physician ever demed or restricted your panticipationsn 7] [7] 1 Shoulder [] Finger [0 Ankle
sports for any heart problems? {1 Upper arm [ Foot
4, Have you ever had a hesd injury or concussion? .
Have zau ever been knﬁciccdj or:: become unconscious, or lost g g 16. Do you want 1o weigh more or less than you do now? g a
yaur memory? Do you lose weight regularly 0 meet weight requirements for 0 1
If yes. how many When was the last your spon?
times? concussion? 17, Do you feel stressed ow? 0O o
How severe was each one? (Explain below) 18, Hlve:’!@ﬂ t;ﬁ;bﬁcn 3iagnmzi with or weated for sickle cell rait 7] (]
ar sic ?
Have you ever had a szizure? ) Femalss Dal; cell disease
Do you have frequent or severe headaches? 19.  When was your first menstrual period?

Have you ever had numbness or ungling in your arms, hands, When was your most recent menstrual period?

legs, or feet?
Have you ever had a sunger, burner, or pinched nerve? How much tme do you “3“341) have from the start of one
5 Are you missing any pawred organs? periad o the start of another’ ——
. Are y g any p: ) q! K How many periods have you had in the last year?
. Are youundera doct?r § care’ o . What was the longest time between periods in the last year?
7. Are you currently tnking any prescription or non-prescription Aa individusl ssswsring la the alflrmatve (o aay joa relsting to & ikl

cardisvasculer health issus (quastion three shove), 2s identifled on thy form, should be
restricted from lurther pecticipation undl the indlvidusd is examined and cleared by s
hysicien, physiciag nesh chirvovsctor, or anrse practitioaer,

‘uver-the-counter) medication or pills or using an inhaler?

R. Do you have any allergies (for example, 0 pollen, medicine,
tood, or stinging insects)?

9. Have you ever been dizzy during or after exercise?

10. Do you have any current skin problems (for exampls, itching,
cashes, acne, wans, fungus, or blisters)?

t1. Have you ever become il] from exercising in the hest?

12, Have you had any problems with your eyes or vision?

ft is understood that cven though protective equipment 18 worn by the athlets,
tnterscholastic League nor the school assumes any responsibility 1n case an accident occurs,

If. in the udgment of any representative of the school, the above student should need unmediate care and treatment 23 a result of any injury or sivkness, | do hereby
request, authonze, and consent (0 such care and treatment as may be given said student by any physician, athletic trainer. nurse or schosl representative. | do hereby
agree o ndemaify and save harmless the school and any schiool or hospital representstive from any clam by any person oa account of such care and treatment of said

00 0O oodo ooo

L0 00 0 gooo ooo

0o

whenever needed, the possibility of an accident sull remains. Nether the Umveruty

‘tudent,
'f berween this date and the beginning of athletic compention, any ilingss or injury should occur that muay lisnt this student's parucipation, | agree 1o notify the school

wthorities of uch iness or injury
ii heveby state that. to the best of my knowledge, my answers to the sbove are comp and correct. Failure o provide truthiul respanses could
lcu%}}m the studest in question lo pensities determined by the UIL
| Student Signsture: ParenyGuardian Signsture: Chute:

[HIS FORM MUST BE ON FILE PRIOR TO PARTICIPATION IN ANY PRACTICF, SCRIMMAGE 08 CONTEST BEFORE, DURING OF AFTER SCHOOL.

#or School Use Only:

s Medical History Form was reviewed by:  Printed Name Date Signature




