the Student-Athlete Cardiac Assessment Professional Development Module.

ATTENTION PARENT/GUARDIAN: The prepariiciaption physlcal examination {page 3) must be completed by a health care provider who has completed

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form Is to be filled out by the patient and parent prior lo seelngy the physician. The physician should keema copy of this fornt in ihe chart)
Date of Exam

Namsg Date of bitth

‘Sex Age ‘Grade “Sciool ‘Spori(s)

Madicines and Allergies: Please list all of the prescrintion and over-the-counter medicines and supplements (herbaf and nutritional) that you are currently taking

Do you have any allergles? O Yes O No Hyes, please identify specific allergy below.

O Medicines O Pollsns 8 Food O Stinging fnsects
Exptain “Yes" answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS | ves | Wo | |MenicAL nuEsTIONS T T Yes | Ho
1. Has a doclor ever denied of restricted your pardicipation in sports for 26. Do you cough, wheeze, or have difficulty breathing dusing or
any reason? affer exercise?
2. Doyou have 2ny ongoing medica! conditions? If so, please identify 27. Have you ever used an inhales of taken asthma medicine?
pelow: TF Asthma T3 Anemla [3 Diabetes {3 Infections 28. is there anyone in your famity who has asthma?
Other: 29. Were you born without or ase you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospitat? {males), your spleen, or any other ergan?
4, Have you ever had surgery? 30. Do you have groin pain or a painful buige or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU ’ Yes | Ho 31. Have you had infectious mononucleosis {mono} within the Jast month?
5. Have you evee passed cul of neardy passed out DURING or 32, Boyou have any rashes, pressure sores, or other skin problems?
AFIER exertise? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had discomfort, pain, tightness, or pressure in your 34, Hava you ever had & head injury o concussion?

chest during exercise?

35. Have you ever had 2 hit o blow {o ihe head ihat caused confusion,

7. Does your Rreart ever race or sidp beals (rregular beats) during exercise? prolonged headache, of memory problems?
8. Eﬁ;igm;::;;gd you that you have any heart problems? If so, 36. Do you have 2 history of seizure disorder?
D3 High blood pressure O3 Atheast murmor 37. Do you have headaches with exercise?
[3 High cholesterot [3 Aheat infection 38. Have you ever had numbness, tingling, or weakness in your arms of
O Kawasaki disease Other: [eas after belng hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39, Have you gver beea unable to move your arms or legs after being hit
echocardiogram) o falling?
10 Do you get lightheaded of feet more short of breath than expected 40. Have you ever become ill white exerciging in the heai?
during exercise? 41, Boyou get fraquent muscle cramps when exercising?
11, Have you ever had an unexplained seizure? 42. Bo you or someone i your family have sickl cell irait or discase?
12. Do you get mora tired or short of breath more quicidy than your friends 43, Have you had any problems with your eyes or vision?
during exercise? 44. Have you had any eye Injudes?
:i:A:F HERITH ltlllESTlGNs ABltll{T Yl?llﬂ FiM:Y — — Yes | No 45, 00 you wear glasses or contact lenses?
) us:xz?::{gg‘gﬂ:&?&:‘gaﬁuﬁgﬁglﬁ[ b eig{eparg o ;81 ;:’ crlu é’in; " 486. Do you wear protective eyewear, such as goggles or a face shigld?
drewning, unexplained car ascident, or sudden infant death syndrome)? 47, Do you worry about your wefght?
14. Does anyone in your family have hypestrophic cardicriyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain of
syadrome, arthythmogenic right ventricutar cardiomyopathy, long QT lose weight?
syndrome, short QT syndreme, Brugada syndrome, or catechotaminergic 49, Are you on a special diel or 6o you avoid certain Iypes of foods?

short O 123
polymorphic ventricular tachycarcia? 50. Have you ever hiad an ealing discrder?

15, Does anyone in your family have a heart preblem, pacemaker, or

Imgtanted defibritator? 51. Do you have any concerns that you would fike le discuss with a doctor?
16. Has anyone int your family had unexpfained fainting, unexplained FEMALES ONLY

seizures, or near drowning? 52. Have you aver had a menstruaf period?
BONE AND JOINT QUESTIOHS Yes | Ho 63, How old were you when you had yous first menstua] period?
17. Have you ever had an injusy toa bore, muscle, ligament, or tendon 54. How many periods have you had in the Jast 12 months?

that caused you to mniss a praciice or a game?
18. Have you ever had any broken or fractured bones or disfocaled joinis?

Explain "yes" answers here

9. Have you ever had an injury that required x-rays, MBI, CT scan,

injections, therapy, a brace, a cast, or crulches?

20. Have you ever had a sbress fracture?

—

21, Have you ever been to!d that you have of have vou had an x-ray for neck

instability or atiantoaxal instability? (Down syndrome or dwarfism)
22. Doyou requlariy use a brace, ortholics, or other assistive device?

23. Doyow have abone, muscle, of gbint injury 1hat bothess you?

24, o any of your joints become painful, swollen, feel warm, or fook red?
25, Doyou have any history of juvenile arthritis or conneclive lissue disease?

| hereby state thal, to the best of my knowledge, my answers to the above questions are complele and correct.

Signatirg of athlele Signature of parent/guardizn Date
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL. HISTORY FORM

Date of Exam

Name {ate of birth

Sex Age Grade Schaol ‘ Spori(s}

Type of disability

. Date of disabilily

. Classification (£ availablg)

. Cause of disability (virlh, disease, accidentirauma, other)

[P RN L

. Listthe sports you are intergsted in playing

Yes

Ko

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you have any rashes, pressure sores, or any other skin preblems?

[
7. Do you use any special brace or assistive device for sports?
8
9

. Do you have a hearing loss? Do you use a hearing ald?

9. Do you have a vistial impalrment?

11. Do you use any special devices for bowel or bladder function?

12. Do you have buraing or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you ever been diagnosed with a heat-related (hypertharmia) or cold-refaled (hypothermia) itness?

15, 00 you have muscle spasticity?

16. Bo you have frequent sefzures that cannot be controtfed by medication?

Explain "yes” answers hers

Piease intficate if you have ever had any of the fotlowing.

Yos

No

Attantoaxdal instability

X-ray evaluation for alfantoaxial instabiity

Distocated joints (more than one)

£asy bleeding

Enlarged spleen

Hepatitis

Dsteopenia or osteoporosis

Bifficulty coatrolling bowel

Gifficutty controtling bladder

Nombness or tirgling in arms of hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in feqs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain "yes” answers here

1 hereby state that, to the best of my knowledge, my answers to 1he above ques_ﬁons are complete and correct,

Signature of athlete Signatire of parent/quardian

Date
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1} is a licensed physician, advanced practician
nurse, or physfclan assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Hame Date of birth
PHYSICIAN REMINDERS

1. Gonsider additional questions on more sensitive issues
** Do you feel stressed out or.under-a fot of pressure?
“*"Do youe ayver fest sad, hopeless; depressed; or anklons?
* Do you feel safe at your home or residence?
* Have you ever tried cigareties, chewing tobacco, snulf, or dip?
* During the past 30 days, did you use chewing iobacco, snuff, or dip?
* Do you drink aleehot or use any other diugs?
* Hava you ever taken anabolic sterolds or used any other performance supplenieni?
* Have you ever iaken any supplements to help you gain or lose weight or improve your perfomiance?
* Do you wear a seat belt, use a helmat, and use condoms?
2. Gonsider revlewing quastions on cardiovascular symptoms {questions 5-14).

EXAMINATION - R

Helght Weight 0 Male (O Female

8P ! { / ) Pulss Viston R 20/ L 20/ Corected OY ON

MEDICAL : ) HORMAL ABNOGRMAL FINDINGS

Appearance

» Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > hefght, hyperiaxity, myopia, MVP, aortic insufficiency}

Eyesfearsinosefthroat

+ Pupits equal

* Hearing

Lymoh nodes

Heart®

+ Murmurs (auscultation standing, supine, +/- Valsalva)

+ location of polnt of madmal impulse (PM)

Pulses
» Simultanecus femoral and radial pulses

Lungs

Abdemen

Gepitourinary (males only}®
Skin

« HSY, lesions suggestive of MRSA, tinea cerporis
Neurologic®
MUSCULOSKELETAL

Neck

Back

Shoulder/arm
Elbow/forearm
Wristhandffingers

Hipfthigh

Knee

Leglankle

Foolftogs

Functional

* Buck-walk, singla leg hop

Lonsider ECH, echocardiogram, and refemal lo cardiotogy for abaotmat catdias history of exam.
*Consides GU exam if in private seiting. Having third party present s recommendad.
‘Consider cognitive evaluation of basefne neurepsychialris testing # a histery of slgnificant concussin,

O3 Cleared for alf sports withaut restriction
O Cleared for all sports without restriction with cecommendations for further evaluation or treatment for

3 Notcleared
O Pending furiher evaluation

O fos any sporls
B For certain sporis
Reason
Recommendations

| have examinad the above-named student and compleled the prepaticipalion physical evaluation. The alhtete does not present apparent clinical contraindications to praclice and
participata in the spori{s) as outlined above. A copy of ke physical exam Is on record in my oflice and ean be made available 1o the school af the request of (he parents. H conditions
asise after the athfete has been cleared for parlcipation, a physlelan may rescind the clearance until the problem s resolved and Lhe polenlial consequences are completely explaingd
1o the athiete (and parenis/puardians).

Name of physician, advanced practice nurse (APN], physician assistant (PA) (print/fiype) Date

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Physiclans, American Academy of Pediatrics, American Coftege of Sports Medicine, American Medical Sociely for Sports Medicing, American Onthopacdic
Socigly for Sports Medicing, and American Osteopalhic Academy of Sports Medicing. Permission Is granfed fo reprint for noncommercial, educational purposes with acknowledgment,
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" Recommendations

PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

[ Cleared for all sports without restriction

O Cleared for all sports without restriction with recommendations for further avaluation or treatment for

O Not cleared
B Pending further evaluation
3 For any sports
0 For certain sports

Reason

EMERGENCY INFORMATION
Allergies

Cther information

HCP OFFICE STAMP SCHOGL PHYSICIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

I have examined the ahove-named student ant completed the preparticipation physical evaluation. The athlete does net present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can he made avaitable to the school at the request of the parents. If conditions arise after the athfete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians}.

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Dale Signature
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