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

# PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of birth

Name
PHTSICIAN HEMINDERS
1. Consider addilienal questions on more sansitive issues

* Do you feel stressed out or under a fot of prossure?

* Do you ever feel sad, hopeless, depressed, or anxious?

* Do you feel safe at your home or residence?

* Have you ever Iried cigareties, chewlIng tohacceo, snuff, or dip?

* During the past 30 days, did you use.chawing tobacco, snutf, 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 lose weight or improve your performance?

® Da you wear a seat bolt, use a helmat, and use condoms?
2. Consider reviawi tions on cardi far symploms (questions 5=14),

ExaminaTiIoN - Date of ExXam: =

Height Waight 0O Male 0O Female

BP / { / ) Pulse Vision R 20/ L 2of Corected O Y O N

MEDICAL -~ o mEeE T NoRMAL - [ _ ABNORMAL FINDINGS

Appearance

= Marfan sligmata (kyphoscolivsis, high-arched. paiate, peclus excavatum, arachnadactyly,
arm span > height, hyperkwity, myopia, MVP, aortic insufficiency)

Eyes/ears/ose/throat

* Pugils equal

* Hearing

Lyinph nedes

heart+

* Murmurs (auscuitation standing, supine, -+/- Valsalva)

s Lacation of point of maximal impulse (PMI)

Puises

* Simultangous femoral and radial pulses

Lungs

Abdomen

Genilourinary (mnales unlyl®

Skin .

» HSV. lesions suggestive of MRSA, linea corporis

Neurologic©

MUSCULOSKELETAL. .~ . ..~ .

Neck

Back

Shoulder/arm

Elbow/forearm

Wristhandfingers

Hipdthigh

Knee

Leg/ankie

Footfces

Functiona

* Duck-walk, singie leg hop

*Cansider ECG, echcearziogram, and ieferal to cardivlogy fer abnormal cardiac hislary or exant,

*Consider GU exam If in ptivale setling. Having third party present Is recummended.
“Consider cognitive fon or baselineg psy lesting if a histery of significant cancussion.

O Cleared for all sports without restiiction
O Cleared for all sparts wilhaut restriction with recommendations for further evaluation or trealment for

O Net cieared
O Pending further evauation
0 For any sports
0 For cerfain sports

Reason

n
Hecomi

I hm.m‘ examingd the above-named student and completed t’_"_-‘ i"éﬂanicip_aliun physical evaluation. The-alhiele does nol present apparent clinical conlraindications to practice ang
participate In Ine sport(s} as outlined above, A copy of the physical exam is on recard in my office and can be made availahle 1o e schoal af the request of the parents. |l conditions
arise after the athlefe has been cleared for participation, a physician may rescind the ¢learance until the problem is resolved and the polenlial consequences are complelely exjilaineﬁ
la the athlete (and parenis/quardians).

Name of physician, advanced practice nurse {APN), physician assistant (PA) (print/typs) : Daig

Address Phone

Signature of physician, AP}, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Cﬁ.‘fége of Spﬁrzs Medicing, American Medical Socie ' i i
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Sociely for Sports Medicine; and American Osteapathiv Academy of Sports Medicing. Permission is granled ta reprint for noncommercial, edticational purposes with arknuwled_ﬁménlpmm
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@l PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Sex OM OF Age = Date of birth

Name

O Cleared for aff sports without restriction
1 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports

1 For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewad on
(Date}
| Approved Not Approved _
Signature:

| have examined the ahove-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
elinical 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 be made avaiiabla to the school at the request of the parents. If conditions arise afer the athlete 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 athlate

(and parents/guardians).

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

Address : Phane.

Signature of piysician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010 American Academy of Famuly Physicians, American Academy of Pediatrics, Americon Cullege of Sports Medicin, Amarican Medical Sacioty for Sparts Medicing, American Orthopagdic
Sogiely for Sporls Medicine, and Amarican Ostegpathic Academy of Sperts Medicine. Pesmission is Granled lo réprint for noncommercial, educational purposes with acknowfbdgm ent
New Jersey Department of Education 2014; Pursiant o PL2013, .71



ATTENTION PARENT/GUARDIAN: The preparticiaption hhysical éth‘einﬂlion-{p‘age 3} must be.completed by a health care provider who has c_'o'_mple!ed
the Sludent-Athlete Cardiac Assessment Professional Development Module, ...~ -5 o A eI
i PREPARTICIPATION PHYSICAL EVALUATION

(Note: Tiis form is to be filled out by the patient and parent prior o seeing the physician. The physician should keeg copy of this form in the chart,)

Date of Exam
Name Date of birth
Sex Age Grade School Spodi(s)
Medicines and Allergies: Please list all of the prescripticn and over-the-counter medicines and supplements therbal and nutritional) that you are currently taking
Do you have any allergies? O Yes O Mo Ifyes, please identify specific allergy below, _
O Medicines 0 Pallens O Feod [ Stinging insecls
Explain “Yos" answers below, Circle questions. you don't knaw the answers to.
GEHERAL QUESTIONS 2F _ Yos | Mo | [MEDICAL QuESTIONS : = Yes | No
1. Has a doctor ever deniad or restricied your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? aller exarcise?
2. Do you have any unguing medical conditions? If so, please identity 27. ave you ever used an inhaler or taken asthma medicine?
below: 00 Asthma [0 Anemia 3 Disbetes [J Infections 28. is there anyone in your family who has asthma?
Otier: 29. Were you barn withiou! or are you missing a kidney, an eye, a testicle
3. Hava you.aver spent the night in the hospital? {males), your spleen, or any alher organ?
4. Have you ever had surgary? 30. Do you have groin pain or a painful bulge or hemia in the Qroin area?
HEART HEALTH QUESTIONS ABOUT Yol .. i ~|.Yes | Ma | |31. Have you had infectious monenicieosis {mana) vilhin the fast manth?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or olher skin problems?
AFTER exarcise? 33. Have you had a hermes or MRSA skin infection?
8. Hga;et'auuVﬁve;;::gi:;commst, pain, tightness, or pressure in your 34. Have you evar had a head injury o concussion?
ChESL durm: - 5
il z : = . 35. Have Jou aver had a hit or blow to the head thal caused confusion,
7. Does your heart sver race or skip beats (irregular heats). durmg.exen.:lse. prolonged headachio, or meniory problems?
8. ?I?:c?((;ﬁhu; [e:;;[;sld ¥au that you have any heart problems? f so, 36. Do you have a history of seizure disorder?
3 High blood prEs-sure O Ahear! murmur 37. o you have headsichs with exercise?
O High cholesterol [0 Aheart infecticn 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disaase Gther: legs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EXG, 39. Have you ever been unable 1o mave your arms or fegs after baing hit
echocardiogram) or falling?
10. e you get lightheaded of feel more short of breath than expected 40. Hava you ever become ill while exercising in the heat?
during exercise? 41. Do you gel fraquent muscla cramps when exarcising?
11, Have you ever had an unexplaincd seizure? 42. Do you or someone in your family have sickie cell trait or disease?
12. 0o you get mere tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
during exercise? T
EART T — e - . - 44. Have you had any eye injuries?
3 ?:AH HEAI;THIKI ﬂ:ﬂs AB:IW\;GLLR?:MI:‘.Y o ' 5 —~ cYes | Mo 45, Do you wear {lasses or contac lenses?

. Has any family member or relative died of hiearl problems or had an ’ 5 5 :
unexpected or unexplained sudden death before age 50 (including 46, Do you wear pmle\.t.;ve SYevear, such as yeggles of a face shisid?
drowning, unexplained car accident, of suilden infant dealh syndrome)? 47. Da you worry about your weight?

14. Does anyona in your family have hygertraphic cardiomyopathy, Marfan 48. Are yau lrying o or as anyone recammandad that you gain or
syndrome, arthythmogenic right ventricular cardicmyopathy, long QT lose weight? .
syndrome, short OT syndrome, Brugada syndroms, or catecholaminergic 49. Ar you on a special diet or d id certain type
Pelymorphic ventricular tachycardia? ; L ped - o - i yag Avoid cartain lypes of foads?
; “ ; 5 50. Have you ever had an eating disordar?
15. Daes anyone in your family have a heart problem, pacemaker, or - S -
implanted defibrilator?. 51. Da you have any concerns that you would like ta discuss with a doctor?.
16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY & S : i L
selzures, or nigar drowning? .52. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS .+ i ~Yas'| Mo 53, How old were you when you had your first menstrual pariod?
17. Have yuu ever had an injury to a boie, muscle, ligament, or tendon 54. How many pericds hava yau had in'the last 12 months?
thal caused you to miss a practice or a game? o g :
— - - - Explain'yes" answers here
18. Have you ever had any broken or fractured banes or disiocated joints?
19. Have you ever had an injury that required x-rays, MAl, GT scan,
injections, therapy, a brace, a cast, ar crulches?
20; Have you ever had a stress fracture?
21, Have you ever been tald that you'have or have you had an x-ray for neck
instability er allantoaxial inslabilily? (Down syndrome or dwarfism)
22. Do you regularly use a brace, arthotics, or other assistive device?
23. Do you have 2 bane, muscle, or joint injury that bothers you?
24. Do any of your joinls hecome painful, swallen, feel warm, or lcok red? ]
25. Do.yuu hava any history of juvenile arthritis of co;:macljve tissue diseasa? )
1 hereby state that, to the best of my knawledg_e, my answers to the above questions are completa and correct,
Sigralure of athiete Signatire of paren¥guardian Date s
. ——
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FREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Data of Exam
Mame Date of birth
Sex Age Grade Scheol Spart(s)

1. Type of disability

2. Date of disabiiity

3. Classification (if avaslable)

. Cause of disability (birth, disease, accident/lrauma, athar)

@«

. List the sporls you are inlarested in piaying

“Yes

Do you regulariy use a brace, assistive device, or prosthetic?

Do you use any special brace or assistive device lor sports?

Da yau have any rashes, pressure soras, or any other skin problems?

@iwf~lo|

Do you have a hearing loss? Do you use a hearing aid?

. Da you have a visual impairment?

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

- Bo you have guming or discomfurt when urinating?

Have you had autonomic dysreflexia?

Have you ever been diagnosad will a heat-related (hyperthermia) or cold-related (hypothermia) iliness?

. Do you have mugcle spasficity?

. Do you have frequent seizures that cannot be controlled by medication?

Explain “yes™ answers here

Please indicate if you have ever had any of Ibe fallowing,

‘Yes

No j

Allarsicaxial instability

X-ay evaluation for atiantoaxiaf instability

Dislocated joints {mere than ona)

Easy bleeding

Entarged spleen

Hepatitis

Osleapenia or osteoporosis

Difficulty controlling bowel

Difficully contrafling bladder

Humbness or tingling in arms or hands

Humbness or tingling in legs or feet

‘Weakness In arms or hands

Weakness in lags or feet

Recent change ia caordination

Recent change in ability to watk

Spina bifida

Latex allergy

Explain-“yes" answers here

I herehy state that, la the best of my knowledge,

Signature of alnlets Signature of parantiguardian

my answers to the ahove questions are compete and correct.
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