(Nate: This form is fo be filled out by the patient and parent'prior 10 seeing the physician. The physician should keep this form in the chart)

Date of Exam
MName Daie of birth
Sex Age Grade School Spori(s)

Medicines and Allergies: Please list all of the prescription and over-the-countar medicings and supplerments (herbal and nutritionas) that you are currertly taking

Do you have any allergies? 1 Yes 3 No I yes, please identify specific allergy below.

£1 Medicines O Pollens I Food I Stinging Insecls
Explain “Yes" answers below, Dircle guastions you don't know the answais fo. -
GENERAL QUESTIONS Yes | o MEDICAL QUESTIONS Yes | ho
1. Hes a doctor ever deniad or restricted your participation in sporis for 26. Do you cough, whaeze, or have difficuity breathing during or
any reason? aftor exercige? ,
2. Do you have any engeing medical conditions? i so, please identify 27. Have you sver ussd an inkaler or taken asthma magicing?
balow: C1 Asthma [ Anemia L1 Diabetes [ infections 28. I there anyone in vour family who has astima?
Other: 28, Wars vou o without o7 ars you missing 2 Kidnay, an eve, a iasticls
3. Heve you ever spent the night in the hospital? {males), your spleen, or any ether ergan?
4. Have you sver had surgery? 30. Do you have groin pain or a palnful bulge or hernia in the groin area?
HEART HEALTH GUESTIONS ABGUT YOU Yes | Ne 31. Have you had infectious mononucieosis {mone) within the last month?

5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, of other skin problems?
vl e MR ; 33, Have you had 8 harpes or MASA siin infacion?
6. cH!x;Zset?uu ﬁen;e;;igiggem(cm pain, tightness, or prassure in your 34. Have you ever had 2 hfzad injury or concussion? :
7. Doss your heart ever race or skip beats (imegular bsats) during exercise? - }p{g;gny;:det’{mh:,% zebrr::yt;:‘:&:;g RNl S,
8. ga: & mte::; ézld you that you have any heart problems? if so, 35. Do you have & istory of s?izure m?order?
3 High bload pressure 1 A hsart murmuy 37. Do you have headaches with exgrcise?
3 High cholesterol 3 Aheart infection 4 38. Héve you ever had numbnass, tingling, or weakness in your arms or
£ Kewasak disease Others tags aiter being hii or falling?
9. Has a doctor ever orderad & test for your heart? (For example, ECB/EKG, 2. Have you ever besn unabls to move your ams or leus after baing it
achocardiogram) o falling?
10. Do yau get lightheaded or fee! more short of breath fhan expectsd ) 40. Have you sver become ill whils exercising in the heal?
during exercise? 41, Do you gat frequent muscle cramps when xereising?
11, Have you ever had an unauplained seizure? . 42, Do you or semeone in your family fave sickle call trait or dissase?
i2. Bo you get rore tred or short of breath more guickly ihan your friends 43, Have you had any problems with your eyes or vision?
duanng exgreise? 44, Have you had any aye injuries?
HEART HERLTH QUESTIONS ABOUT YOUR PAMILY Vou No 45, D0 you wear glasses of comact lanses?
13. Has any family member or relative died of hoart problems or fad an 46. Do you wear proleciive eyewsear, such as goggies or a fae shicld?

unexpested or unexplained sudden death before age 50 (ncluding

drowning, unexpiained car aceident, or sudden infant dsath syndrome)? 47. D you worry about your weight?

14. Does anyons in your family have hyperirophis cardiomyopathy, Marfan 48, Are you irying to or has anyone recoramsndad that you gain or
syndrome, arrhytiunegenic tight ventrsular cardiomyopathy, long & iose weight?
syndroma, short QT syndrome, Brugada syndrome, or catecholaminergic 48. Are you on a special diet or do you avoid certain types of fosds?
polymorphic vertricular mchycardia? oy ! b

50, Have you evsr had an sating disordsr?

15. Does anyone in your family have & heart problem, pacemaker, or

implanted defibrillator? 51. Do you have any concerns that you would ike to discuss with a doctor?
16. Has anyona in your family had unevplained faining, unexplained ki

seizures, or near drowning? 52. Have you ever had & menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53. How old were you when you had your first menstrual perind?
17. Have you ever had an injury to 2 bone, muscls, ligament, or fendon | 54. How many periods have you had in ffia tast 12 montiis?

that causad you 10 miss a practice or a game?
18. Have you ever had any broksn or fractured bones or disiocated joints?

18. Have you ever had an injury that required x-rays, MRY, CT sean,
injgctions, tharapy, a bracs, a caat, or cruiches?

26, Have you ever had a stress fracture?

21. Have you ever bsen told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? {Down syndrome or dwarfism)

22. Do you regularly use a brace, orihotics, or olher assistive device?

23. Do you have 2 bone, muscls, or joint injury that bothers vou?

24, Do any of your joints bacome painful, swollen, feel warm, or fook red?
25. Do you hava any histary of juvenile arthritis or connective tissus dissese?

1 hereby state that, te the best of my knowledge, my answers io (e above questons are compleie and comect.
Signature of athlets i i

Explain “yes” answers here

anaturs of parent/guard : Date
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—— PHYSICAL EXAMINATION FORM—

Name Date of birth

1. Consider additional questions on more sensiiive issues
* Do you feel stressed out or under a lot of prassure?
e Do you sver feel sag, hopeless, depressed, of anxious?
= Do you fes! safe at your home or residence?
= Have you ever tried cigareties, chewing fobacco, snuff, or dip?
« During the past 30 days, did vou use chewing tobacco, snuff, or dip?
= 0o you drink alcohol or use any otiier drugs?
© Have you ever taken anabolic steroids or used any other performance supplement?
© Have you evar taken any supplemenis to help you gain or lose weight or improve your performance?
@ Do you wear 2 seat belt, us? 2 helmet, and uss condoms?
2, Consider reviewing questions on caroiovascular symptoms (quastions 514},

EXANUNATION

Height Waight 1 Male [ Female

B8P / { i } Puise Yisten R 20/ i 20/ Comgelod IV O N

MEDICAL RoRMAL ADNORMAL FINDIN

Aopearance

o Warfan stigmata (kyphoscoliesis, high-arched palate, psclus excavatum, arachnodactyly,
arm span > haight, yperlaxity, myopia, MVP, aortic insufficiency)

Eves/ears/noss/throat

o Pupils equai

» Hearing

Lymph nodes

Heart®

o Murmurs (ausculiation standing, supine, -/~ Valsalva)

 Lgcation of point of madimal Impulss (P

Pulses

e Simuiiangous femoral and radial pulses

Lungs

Apdomen

Genitourinary {males only)

Skin

@ H8Y, lesions suggestive of MRSA, tinea corporis

Neurologic®

MUSCULOSKELETAL o

Neck

Back

Shouldeifarm

Elbowiiorearm

Wrist/hand/fingers

Hip/Attigh

fnee

Leg/anide

Foot/tocs

Functional

o Duck-walk, single leg hop

“Gensider ECG, echocardiogram, and referval to cardislogy for abrormal cardiac histoty or éxam,
Conaider GU exam if in private ssiling, Having third party present is recommiendad.
<Congider cognith fuation or bessling iatric tasting if & histary of significant concuasion.

1 Cleared for 2l sports without restriction
3 Cleared for all sports weilthout restriction with recommendations for further evaluation or ireatment for

1 Mot cleared
3 Pending further evaluation

1 For any sporis
I For ceriain sports
Raason
Recommendations

i have examined the above-named student and compleled the preparticipation physical evaluation, The athlele doess not present spparent clinical contraintications to prastice and
participate in the spori(s) as oullined above, A copy of the physical exam is on rzcord in my offics and can be made available to the school at the request of the parents, I congi-
tions arise after the alhicte has been cleared for participation, the physician may rescind the clearance until the problem Is resoived and the potential conssquences ars completely
explained to the athiete (and parents/guardians).

Name of physician (rintiype) ) Daie
Address _ Phone
Signature of physician MDorDO
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—— CLEARANCEFORM TMsfermfsferummaryuselnlteu of the-physical-exam form-and health-

history form and may be used when HIPAA concerns are prasent.
MName Sex OM OF Age Date of birth

I Cleared for alf sporis without restriction
3 Cleared for ail sports without restriction with recommendatisns for further evaluaiion or freatment for

1 Not cleared
[ Pending further evaluation
I3 For any sports
I3 For certain sports

Reason

Recommendations

I have examined the above-named student and complsted the prepariicipation physical evaluaiion. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as eutiined above. A copy of the physical exam is on record in my office
and can be made available to the schooi at the request of the parents. i conditions arise after the athlete has been cleared for participation,
ihe physician may rescind the clearance until the probiem is resolved and the potential consequences are completely explainad to the athlele
{and parenis/guardians).

Name of physician {print/type) . Daie

Address Phone

Signature of physician MDor DO

EMERGENCY INFORMATION
Allergies

Other information

©2019 American Academy of Family Physicians, Amarican Acasiamy of Peciatrics, American College of Sporis Medioing, American Msdival Sacisty for Sporis Medicine, fmerican Griopaedic
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CONSENT FOR ATHLETIC PARTICIPATION & MEDICAL CARE

- *Entire Page Completed By Patient

Athiete Information

Last Name First Name Mi
Sex: [ ] Male | ] Female Grade Age DOB / /
Allergies

Medications

insurance : Policy Number

Group Number Insurance Phone Number

Emergency Contact information

Home Address (City} (Ziny
Home Phone Mother's Cell Father's Cell

Mother's Name Work Phone

Fathers Name Work Phone

Another Person to Contact

Phone Number Relationship

Legal/Parent Consent

I/We hereby give consent for (athlete’s name) to represent
{name of school) in athletics realizing that such activity involves
potential for injury. IWe acknowledge that even with the best coaching, the most advanced equipment, and
strict observation of the rules, injuries are still possible. On rare occasions these injuries are severe and
resuit in disability, paralysis, and even death. l/We further grant permission to the school and TSSAA,
its physicians, athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed
reasonably necessary to the health and well being of the student athlete named above during or
resulting from participation in athletics. By the execution of this consent, the student athlete named above
and his/her parent/guardian(s) do hereby consent to screening, examination, and testing of the student athlete
during the course of the pre-participation examination by those performing the evaluation, and to the taking of
medicai history information and the recording of that history and the findings and commenis pertaining to the
student athlete on the forms attached hereto by those practitioners performing the examination. As parent or
legal Guardian, /e remain fully responsible for any legal responsibility which may result from any
personal actions taken by the above named student athlete.

Signature of Athlete Signature of Parent/Guardian Date




