Preparticipation Physical Evaluation

HISTORY [
DATE OF EXAM
Name 7 Sex Age . Date of birth
Grade School . - Sgort(s)

Address Phane

Persanal physician

In cgse 0f emergencv, canmcr

2 Name

Relationsh{p Y Phone (Hy

Explain *Yes" answers below, oo L o . L ’.,Y'e_ls '.....NO
Circle questions you don‘l know the answers la. 10. Do yeu use any special protective or comrective AERR A |
R : equipment or devices thal aren't usually used for o

Yes Mo -
1. Have you had a medical illness or Injury since your o oo your sport of positian (far example, knee brace, R
last check up or sports physical? special neck roll, faot thotigs retamer on your o
lIness? g o teath, hearing aid)? i}
2 S :Vio;'l Oga:f efg::g‘:ggpi;ﬁ:;?fv; might? a o 11. Have you had any problems with your ayes or vision? .D a
hizve Yyou ever had surgery? ! o o .~ Do you wear glasses, contacts, or profective eyewear? | 0. O
3, Aré you currently taking éng; prescription or g g 12. Have zou ever had a spram strain, or swelling after .U_ ) a _
Inju P
ntl:tnprescsr;gtso:n(lcu.:arl-th:-counter) medications or Hja\?; you broken or fractured any bones ar dlsfucated g- g
ﬂ;’: ;Eu e?rer tarllen E:arny supplements ar vitaminsto 0 O any joints?
i ain of lose weight of improve vour Have: you had any other problems with Qa:n or [ B |
2:;03;:319@7 4 P ¥ swelfing In muscles, tendons, bones, or joints? e e
4. Do you have any allergies {for example, to poilen, - {fves, cireciﬁ appropriase box "fmd explain below - B
medicine, food, or stinging insects)? {3 Head . (J Elbow a Hip
Have you ever had a rash or hives develop during or O Neck (J Forearm _ O Thigh
after exercise? {0 Back 7 Wrist T O Knee
5. Have you ever passed out during or after exercisa? O Chest & Hand - O Shin/calf
Have you ever been dizzy during or after exercise? 0 Shoulder £ Finger 0 Ankle
Have you ever had chest pain during or after exercisa? O Upper arm ’ I Foot
Eiii;uei::é;;ii more quickly than your frignds do 13. Do you want to weigh more or less than you do now? [m] m]
) . . Do you lose weight regularly to meet weight o a4
Have you ever had racing of your heart or skipped \ ] ]
| f 1 et o e ot o o
::x: ;,gt: Zigrrl:g,;nhigl?jdyzfiz%f : ;2;?: ;?fr:::f;gi? 156. Record the dates of your most recent immunizations : '
Has any family member or relative died of heart {shats} for .
preblems-or of sudden death before age 507 Tetam.ssf Me:as!es n
Have you had a severe viral infaction {far example, Hepalitis B Chickenpox
FEMALES ONLY

myacardilis ‘or mononucleosis) within the fast mont 16. When was your first menstrual period?

Has a physician ever denied or restricted your :
? y When was your most recent menstrual period?

particlpation in sparts for any heart problems?

6. Do you have any current skin problems (for example, How much time do you usually have frem the start of ane

period to the start of another?

itching, rashes, acne, warls, fungus, or bisters)? . ;
9 g ) How many periods have you had in the last year*?

7. Have you ever had a head Injury or concussion?
Have you ever been knocked out, become -
unconscious, or lost your memory? .
Have you &ver had a seizure? A

What was the longest time between periads in the last year?
Explain "Yes" answers here:

Da you have fraquent or severe headaches?
Have you ever had numbness or tlnglmg in your arms,

hands, legs, or feet?
Have you ever had a stinger, burner, or pinched nerve?

. 5. Have you ever become ill fram exercising In the heat?
9. Do you cough, wheeze, or have trouble breathing

during or after activity?
Da you have asthma?

00 000 0o00 oo o o o OOoo o Cooo .o o
00 0OQNG 000 oo o 0O O Qoo O Qoo o o

Do you have seasonal allergles that require medical
treatment? :

[ hereby stata that to the beat of my knowledge my answers to the above questions are complete and correct.

Slgnature of athlete i Signature of parent/guardian Date-
Q 1997 Amernizan Acaden‘ry of Family Physicians, American Academy of Pedialrics, American Medlcal Saciely for Sports Medicine; American Orrht‘igaedfc Scciely for Sports Medicine, and

American Qstaap y of Sports i R
2
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Preparticipation Physical Evaluation

PHYSICAL EXAMINATION |

Name Date of birth
Height Welght % Body fat {optional) Puse " BP / { / ]
Vision R 20/ L20f Corrected: ¥ N -  Pupils: Equal Unequal

MEDICAL

.| Appearance

' Eyes/Ears/MNasefThroat =

Lymph Nades

Heart

Pulses

Lungs

Abdomen

Genitalia {males only)

Skin

MUSCULQSKELETAL

Neck

Back

Shoulderfarm

Elbow/farearm

R
ﬁ‘i}"(ﬁp

Wrist/hand

Hip (thigh)

Knee

Leg/ankle

Foot

*Stalion-based examination only

CLEARANCE

" O Cleared

O Cleared after completing evaluation/rehabititation for: -

J Not cleared for:

Recommendations:

Reasr‘m:

;\,‘;-

2%
'E :‘14'.;;

Name of physician {printtype)

Date

Address

Phone

Signature of physician

,MD. Do, PAC, RNP, or DG

@ 1997 American Academy aof Family Phy

American Qsteapathic Academy of Sparls Med?cfne

Academy of Pediatrics, American Medical Society for Sporis Madicine, American Qrthopaedic Society for Sporis Medicine, and

i
i,
1t
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