FREPARTICIFPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should kesp this form in the chart )

Date of Exam
Name : Date of birth
Sex Age Grade School Sport(s)

Medicines and Atlergies: Please list all of the preseription and over-the-counter medicines and supplements {herbal and nulritional) that you are cumently taking

Do you have any aflergles? 0 Yes [ No I yes, please identify specific altergy betow.

1 Medicines O Poltens O Food 0O stinging Insects
Explaln ‘Yes” answars beluw E:ircle questmns vuu don't know the answers to. .
GENERAL QUESTIONS SR s 0 yeg | Ne | | MEDIGAL QUESTEONS (ol na i e | N
1, Has & doctor ever denled or restricted your paﬂlcipallon in sports for 26, Do you cough, wheeze or have dlf"W"V bfﬂﬂm‘“@ d“""ﬂ ar
any reason? after exerclse?
2. Do you have any ongoing medical conditions? If so, please identify 27, Have you ever Used an inhaler or faken astima medicine?
balow: (1 Asthma [ Anemia [J Diabeles [0 infections 28, |3 there anyone In your family who has asthma?
Other: 29. Ware you horn witheut or are you missing a kidney, an eye, a testicle
3. Have you gver spent the night in the hospital? {males}, your spleen, or any cther organ?
4, Have you ever had surgery? 30. Do you have groin pain or a painful gulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUTYOU .0 soenn ] Yes | Mo 31, Have you had infectiows mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed aut DURING or 32, Do you have any raghes, pressure sozes, or other skin prablems?
AFTER exercise? 33. Hava you had a herpes or MRSA skin infection?
6. Have you gver had discomfort, paln, tighiness, or presstre in your 34, Have you ever had 2 head Injury o concussion?

chest during exercise?
Does your keart ever race or skip beats (iregular beats) during exercise?

3

o

Have you ever had a hit or blow to the head that caused confuston,
prelonged headache, or memory problems?

=

8 E::n?c iiulctt;;te:;; :yo-ld you that vou have any heart problems? If s, 36, Do you have 4 history of salzure disorder?
3 High blood pres.sure £ Ateart murmar 37. Do you have headaches with exercise?
O High cholesteral [ Aheart infaction 38. Hava you ever had numbngss, tingling, or weakness in your arms or
[ Kawasaki disease Other: legs after balng bit or falliag?
9, Has a doctor ever ordared a test for your heart? (For exampls, ECG/EKS, 39, Have you ever been unable to move your arms or legs after being hit
echocardiogram} or falling?
10. Do you get Hightheaded or feal mare short of breath than expected 40. Hava you ever become Il while exercising In the heat?
during exeroise_? 41, Do you get fesguent muscle cramps when exercising?
11. Have you ever had an unexplained sefaure? 42. Do ol o7 sameone in your family have sickle ceft tralt or disease?
12. Do yau get more tirad or short of breath more guickly than your friends 43. Have you kad any problems with your eyes or vislan?
duriag exarcise? e e 1 14 Have you tad any eye injuries?
HEART HEA:'TH :]UESTIONS ABﬂlt.:T \:de“ :’:Ml“ v —— h - ] Yes | No 45. Do you wear glasses or contact lenses?
13. Has any family membar or celative dled of heart problems of had an
unexpectad or ungxmlained sudden death befare age 50 fncluding 46. B'o you wear protective eyewsar, such as gogales or a face shield?
drowning, unexplalned car aceident, or sudden infant death syndrome)? 47, Do you worry about your welght?
14, Boss anyone in your family have hypertraphic cardiamyepathy, Marfan 48, Are you trying to or has anyone recommended that you gam or
syndrome, arrhythmogenlc rght ventricular cardlorayopathy, long QT lose welght?
syndrome, short OT syndrame, Brugada syndroma, o catecholaminergia 49. Are you on a speclal diet or do yau avold certaln types of foods?

polymorphic ventricular tachycardia?
15, Does anyone in your family have a heart probiem, pacemaker, or

50, Have you ever had an ealing disorder?

irmglanted defibrillator? 51, Do you have any concems that you wuuld Ilke to dlscuss wﬂh a ductur?
16. Has anyona in your family had unexplained fanting, unexplalred FEMALES ONLY - KRN R
seizurgs, or near drowning? §2. Have you everhad a manstrua] periad?
BONE AND JOINT QUESTIONS .-~ 70 0 s 0 ) Yes | Na 53, How old were you when your had your first menstrual perlod?
17. Have you ever had an injury (o a bone, muscle, ligaraent, o tendor 54, How many pertods have you had In the last 12 months?

that caused you to miss a practice or a game?
18. Have you ever had any broken or fractred bones or distecated joinis?

19, Have you ever had an Injury that required X-rays, MR, GT scan,
Injections, therapy, & brace, a cast, or erutches?

Have you ever liad a stress fracture?

Have you ever been told that you have or have yau hat an x-ay for neck
instabifity or atlantoaxia insiability? (Down syndrome or dwarfism)

22, Do you regularly use a brace, erthotics, er other assistive davice?

23. Do you have a bone, muscla, or joint injury that bothers you?

24, Do any of your joints become painful, swollen, feel warm, or look red?
25. Do you have any history of juvenite arthritis or conneclive tissue disease?

Explain "yas” answets hore

20,
21

=]

—-

] hereby state that, te the best of my knowledge, my answers to the above questions are complete and correct,

of athlete Signature of parent/guargian Date

@ 2010 American Academy of Family Physicians, American Academy of Pedlatrics, Ametican Cuffage of Sparts Madicine, Ametican Medical Sociely for Sporfs Medicine, American Orthopasdic
Socigty for Sporis Medicine, and American Osteopaitic Academy of Sperts Medicine, Permission is granted to reprint for noncommercial, educational puiposes with acknovdedgment.
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Datg of Exam

Name Date of birth

Sex Age Grade School Sport{s)

Type of diszhilily

Date of disabltey

Classification {if available)

Gause of disgbility {birih, disease, acoident/rauma, other)

LA Eaf Bl bt

List the sports you are interested in playing

™ -

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

. Do you have any rashas, pressure sotes, o7 any ather skin problems?

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

. Do yeu have a hearing [oss? Do You use a hearing afd?

10. Da you have a visual impalrment?

11, Do you uge any special devices for bowel or bladder function?

12. Do you have burning or discamfort when Wwinating?

13. Have yous had autonomic dysreflexia?

14, Have you ever been dlagnesed with a heat-related (hyperthermia) or cold-related Gvpathermia) Hness?

15. Do you have muscle spasticity?

16. Do you hava frequent seizures that cannct e controlled by madicalion?

Explain “yes” answers hers

Please indicate If you have ever had any of the following,

"Yas

Atlantoaxial instability

X-ray evaluation for allantoaxial instability

Blslocated [olnts (more than one)

Fasy bleeding

Enlazged spleen

Hepatitis

Osteopenia or esteoporosls

Ditftculty controlling bowel

Ditficulty controlling bladder

Numbhess or tingling in arms or hands

Numbness or tingling In lags or fest

Weakness in arms of hands

Weakness in legs or feel

Recent change in coordination

Regont change in ability to walk

Spina bifida

Laiex altergy

Explaln “yes" answers here

1 herchy state that, to the best of my knewledge, my answers to the above questinns are complete and corract,

ig of athlste Signature of parentguardian Date

@2010 American Academy of Family Physicians,-;meﬂcanﬁcadam iy of Pedlalrics, American College of Sports Medicing, Amsr[c;}i"ﬁéﬁf&;f Eacfeiy for Sporis Medicing, American O.d.hapaed;'a
Society for Sports Medicing, and American Osteapatiic Academy of Sports Madiclne. Permission is granted to reprint for noncommercial, educational purpeses With acknowiedgment.
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PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Gonsider additional questions on more sensitive issues
» Do you fes] stressed out or under a lot of pressure?
« Do you ever feel sad, hopeless, depressed, or anxlous?
» Do you fect safe at your home or residance?
« Have you sver tried cigarettes, chewing tobacce, snuff, or dip?
» During the past 30 days, did you use chewing tobacce, snuff, or dip?
» Do you drink alcohol or use any other drugs?
« Have you ever taken anabolic steroids or used any other performance supplement?
= Have you ever taken any supplements to help you gain or [ose weight or improve your performante?
» Do you wear a seat belf, use & helmet, and use condoms?
2. Gonsider reviewing guestions on cardiovascutar symptoms (questions 5-14).

EXAMINATION TR S
Height Weight O Male [0 Female

BP i [ ) } Pulse Vislon R 20/
MEBICAL T L L T UNORMAL

Appearance
» Marfan sligmata (kyphascoliosls, high-arched palate, pectus excavatum, arachnodactyly,
arm span > helght, hyperlaxity, myopia, MVP, zortic insufficiency)

Eyesfearsinose/thoat
= Puplls equal

+ Hearing

Lymph nodes

Heart®
* Murmurs (auscuitation standing, supine, +/- Valsalva)
» Location of point of maximal impulse (PM))

Pulses
» Simultaneaus femoral and radial pulses

Lungs

Abdomen

Genitourinary {males only)®
Skin

« H5V, lesions suggestive of MRSA, tinea corporls
Neurologic®
MUSCULOSKELETAL
Nack

Back

Shoulderfarm
Ethow/forearm |
Wrist/handfingers
Hip/thigh

Knes

Leglankle

Foot/tors

Functionat
» Duck-walk, single Jeg fiop

L 20/ Comested OOV O W
IR .- ABNORMAL FINDINGS -~ 00

“Consider £C6, echocardiogram, and refemal to cardialogy for sbnormmal cardlac history or exam.

tConsider GU exams if in private setting. Having third party ptesent Is recommendad.

Consider cognitive evalyation or baseline neuropsychiatric testing i a history of signifivant coacusslen.

O Glearad for all sporls without restriction

I Cleared for ali sports without restriction with recemmendations for firther evaluation or treatment for

OO Hot cleared
T Perding further evaluation
O For any sperts
B Foz cartain sports
Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athiele daes no! present apparent elinical contraindizations to practice and
participate ir the sport(s) as outlined ahove. A copy of the physical exam is on record in my effice and can ha made avallahle to the school at the request of the parents. If canditions
arise sferthe athlele has heen cleared for participalian, a physicizn may reseind the clearance until the problam Is resolved and the patential consequencas are completely explained
to the athlele (and parents/guardians).

Nante of physfclan {printiype) Data

Address Phone
Slgnalure of physiclan MD or DO/PA/APNP

@2010 American Acan'erﬁ wyof F;s-rﬁ.w Phpsiclans, American Acadsmy of Pediatrics, American Collage of Sports iedicine, Amarican Medical Soclety for Sports Medicine, Amsrican Orthopaegic B
Sociely for Sporis Medicine, and American Osteopathic Academy of Sports Medicing. Permission is granted o reprinl for noncommercial, educational purposes with ackrowledgment.
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSOCIATION — ATHLETIC PERMIT CARD
{Print or Type)

ALL STUDENTS PARTICIPATING IN INTERSCHOLASTIC ATHLETICS MUST HAVE THIS CARD ON FILE AT THEIR SCHOOL PRIGR TO_PRAGTICE OR_PARTICIPATION

Phystcal examination taken April t and thereafler is valid for the following fwo schoo! years; physical examination taken before Aprit 1 is valid only for the remaindar of ihat school
year amd the foflowing schoat year.

NAME (Last) {Flrsty {Middle Initlal) Date of Birth

Age Sex . Grade _____ Schoot Gity

Present Address Telephone

Q {ieared without raslriclion 0 Gleared, with the folfowisg qualifications:

{1 Kot claared Q Pending further evatuation 2 For all sporls U For eerlain spons:

Reason:

Recommandations:

t have examinad the ahove-namad siudant and campleted the preparlicipation physical avaluation. The athiete does not present apparant clinical contraindigations to practice and participate
In the sporl{s) as oullined above. A copy of the physical exam is on recard in my office and can be made avatlable to the schoo! at the reguest of the parents, If conditions arlse after the ath-
{efe has been cigared far participafion, a ghysician may resciwd the clearance until the proklem is resolved and the polential consequences are completely explained to the alhlele (and par-
entsfguardians}.

Name of Physician {Print/Type}

SIGNATURE OF LIGENSED PHYSIGIAN (MD GR DO)/PA/APNP*:

Glinic Name

fddrass/Clinic City State Zip Code

Telephone Date of Examlnation

* Physicians may authorize Nurse Practitioners o stamp this card with the physician’s signature or the name of the clinic with which the physician Is affillated.

Parents’ Place of Employment

Family Physigian Family Dentist

Name of Private Insurance Carrier Telephone

Subsciiber Member Name (Primary Insured)

Energenc ormatio

Allergies

Other Information {medication, etc.}

Immunizations O Up to date (see attached documentation) 1 Not up to date - specify
{e.g., tetanus/diphiheria; measles, memps, rubella; hepatitis A, B; influenza; poliomyefitis; pneumococeal; meningococcal; varicella)

1. 1 hereby give my permission for the above named student {o practice and compste and reprasent the school in WIAA approved Interscholastic sports ex-
cept those restricled on this card.

2. Pursuant to the requirements of the Health Insurance Portability and Accountability Act of 1996 and the regulations promulgated thereunder {colleclively known
as "HIPAA"), | authorize health care providers of the student ramed above, including emergercy medical personnel and other similatly trained professicnals that
may be attending an Interscholastic svent or practice, to disclese/exchange essenflal medical information regarding the injury and treatment of this student to
appropriate schoof district personnel such as but notlimited to: Principal, Athletlc Director, Athletle Trainer, Team Physician, Tearm Coach, Administrative Assis-
tant 1o the Afhlatic Diractor andfor other professional heaith care providers, far purposes of treatment, emergency care and injury record-keeping.

SIGNATURE OF PARENT/GUARDIAN DATE




