High School Athletic Association

Preparticipation Physical Examination Form

| [Please type or print}
Student's Name Birth Date Sex Grace
Lasgl First Middie

City School Place of Birth
Student’s Address

Siroot City Zip Telephane
Parent(s) or Guardian(s) Name
Address (if different than student)

Straat City Zip Telephaone

Family Physician's Name, Address, Telephone

History

This aection is to be carefu lly completed by the student and hisfher parent{s) or legal guardian{s} before participation In Interscholastic athletics

in order to help detect possible riaks.

Explain "YES" answers below. Circle guestions
you don't know the answer to.

M Have you had a medical liness or injury sings your
last chechup or spors physecal?
D yéu have an angoing or chronic liness?
M Have you ever been hospitalized evernight?
Have you ever had surgery?
M Ave you cumently tsking any prescription or nonprescription
[owar-the-counter) medications or pills or using an inhaler?
Have you ever taken any supplameants or vitamins to help
You gain of lose weight or improva your performanca?
BN Co you think you ane in good headih?
L Do you have any allergies {for example, to pollen, medicing,
focd, or stinging msect)¥
EHB'-'E you ever had a rash or hives develop dunng of after
exercise?
Have you ever pagsed out during or afier exercise?
Have you ever bean dizzy during or after exercise?
Hawe you ever had chest pain during or efier exsrcise?
Do yow get tired mara quickly than your friends do during
ExerciseT
Have yvou evér had racing of your hean or skipped
hearibaats ?
Have you had high blood pressune or high cholsstercl?
Have viou ever been old you have a hear murmur?
Has any family member or relative died of heart problems or
of sudden death bedore age 507
Is there a family history of heart problems in a close relative
younger then age 50 (sxamples are entarged heart,
cardiomyapathy, long QT intenval, abaormal EKG,
abnarmal heart rhythm)?
Hawe you had a severa heart infaclon (for example,
myocarddis or paricardits] T
|5 thare a family history of Marfan's Syndromey
Has a physician ever denbed of restricted your pariicipation in
sparts forany heart preblem?
Al Have you ever had a severe viral infechon within the
lzat month (for example, mononucleasis)?
M D vou have any current skin problems (for example,
liching, rashes, acne, warls, fungus or blisters)?
EMlHave you ever had a head injury o concussion?
Have you ever been knocked oul, become uncanscious or fost
your memaory 7
Hewe you ever had & selzure?
Do you hawe frequent or severe headaches?
Hawe you ever had numbness or timgling in your arms. hands,
legs or feat?
Have you ever had & stinger, Bumer or pinched nenve?
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Have you ever become ill from exerclsing In the heat?

D you eough, wheseze or have froubla braathing during
of after actvity 7

Do you have asthma’?

Do you have seasonal allergies thal require medical
treatment?

ED{:I oul Lese any special protective or comective equiprment
or devices that aren't usually used for your spoit or posi-
tion {for example, knee brace, special neck moll, oot
orthobica, retainar on your feeth, hearng aid) 7

Ha'.re you had any problems with your eyes or wision?

Do you wear glasses, confacts or profective eyewear?

Have yau'ever had a sprain, strain or swelling after injury?

Hawve you brokan or fraciured any bones or dislocated any
Joints?

Have you had any other problems with pain or swelling
In muscles, tendons, bones or jointa?

If yes, check the appropriste box -and explain hedow

CiHead OUpper Amm [ Hand Oknee
COMNeck [ Elbow CFinger [JShinicall
ClBack [ Forearm G Hip [Ankle
CIChast [ Wrist OThigh OFoot

O shouidar

ERA Do you wanl to weigh more or 18535 tham you 0o noe?
Do wou lose weight regularky to mesl welght requilrements
for your spori?
Dn vou feel strasged out?
1

A Record the dates of your most recent immaenizations (shiots) for

Measles
Chickan

Tetanus
Hapatitis B

When was your firsd mensireal pencd?
Wien was your maost recent menstrual perigd?
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Henw rriuch lime do you usually have from the start of oné periad o

the start of another?

Howd manmy periods have you had in the last yaar?

\what was Ehe longest ime batwaen pariods in the kast yvaar?
18, ALL PARTICIPANTS

Expiain "Yes" answers herg

Ve consent 1o the parlicipation of e abave-namen Sudent m the inlerecholastic program of his/nar school including pracice sessions and
(ravel 1o and from athlatic contasts, We also agres 1o emergency medicgl ireatment as deemed necassary by the physician(s) designatled
school authorities, We have read and understand the HSAA Athletlc Eligibility Information Bulletin,

Student Sigralure

Parant or Guardian Signatura

The student has family insurance _ Yes _ Mo If yas, family insurance oo, namae, palicy #
MOTE: History and Consent Must be Completed Prior to Physical Examination

Dl

Medified from the form approved by the American Academy of Family Physiclans, tha Amercan Academy of Pediatrics, the American Medical Society
for Sports Madlcing, the Amaerlcan Orthopasdic Sociely for Sports Medicineg and the American Ostecpathic Academy of Sports Medicine.




lease type or print

Studant's Name

Birth Date

Last

Vision R 20/

First Middle

Height Weight % Body Fat (optional) Pulse BP /

L 20/ Corrocted: Y N Pupils: Equal Unequal

MEDICAL

Normal Abnormal Findings Initials*

|| Eyes/Ears/Nose/Throat

Lyrmph Modes

Heart

\Pulses

Lungs

Abdomen

Genitalia (males only)
Skin

MUSCULOSKELETAL

INeck !

Back

Shoulder/Arm

Elbow/Farsamm

Wrist/Hand

HigThigh

Knes

LagiAnkla

| |Fenat

[l Cleared

U cleared after completing evaluation/rehabllitation for:

*Station-based examinalion onl
Clearance X

. Mot cleared for:

Reasan:

Recommendatio

ns:

-

I eartily that | have on this date
as furmnished 1o e, 1 have foun
(Mote exceptions above).

examined (s student and 1hat, on (he basls of the examinabion requesied by he school authonies and 1he student & medical story
d no reason which would make i medically inadvisable for this student o cormpete in suparvised athletic acthilles

Physician's Mame and Add

If the Physlcian's Assigtant (P.A.) or Acvanced Nurse Practilioner (6. NP per-
tormed the exam, name and address of collaborating physician or physician group:

ress (stamp or print} Examiner's Signature Date ‘:

Examiner's Tefephone Mumber

______MNOTE: History and Consent Must be Completed Prior to Physical Examination




