PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form Is ta be filled out by the patfent and parent prior to seefng the physician. The physiclan shoufd keep this form in the chart)

Data of Exam
Name Date of birth
Sex Age Grade School Sport(s}

Medicines and Aflergies: Plaase list all of the prascription and over-the-counter medicines and supplements {herbat and nutritional) that you are currently taking

Do you hava any allergies? O Yes O No Hyes, please identify specific allergy below.
3 Medicines 1 Pollens O Food 1 Stinging Insacls

Explatn "Yes® answers below. Clrcle questions yoﬁ don’'t know the answers to.

1. Has a doctor ever denled or restricted your participation In sports for - 26. Do you cough, wheeze, or have difficulty breathing during or
any ieason? after exerclss?
2. Do you have any engelng medical conditions? If so, pleasa Identity 27, Hava you ever used an inhaler or taken asthna medicine?
betow: O Astima OO Anemia 3 Diabetes LI Infections 28. s there anyone In your family who has asthma?
Ottier: : 20, Were you bom without or are you missing & Kignay, an eye, 7 testicle
3. Have you ever spent the night In the hospital? (malas), your splean, or any other organ?
4. Have you ever had surgery? 30. Do you hava groin pain or a palnfil hulge or hemnla ln the groin arsa?
HEAI UESTIONS ABOUT YGU - i fes o] | 31. Have you had Infectious mononusieosls (mone) within the last moath?
5. Have you ever passed out or nearly passed oud DURING or 32. Do you hava any rashes, pressure sores, or other skin problems?
AFTER exerclse? 33, Have you had a herpes or MRSA skin Infection?
6. Hava you gver had discomfort, pain, tightness, or pressura ln your 34, Have you ever had a head injury ar concussion?
chost drkng exproiss? 35. Have you evsr had a hit or blow to the head that caused confusion,
7. Does your heart aver raca or skip beais {imegular beats) during exerciss? ’ prolonged headachs, or memory problems? '
8. Has a doctor ever lold you that you have any heart protiems? If so, lzure g
cheskcall trat 2ppiy: 36. Do you have g history ufsta Zure dason:er?
LT High blood pressure O Aheart mermur 37. Be you hava headaches with exercise?
[0 High ¢holesterol CF Aheartinfection 38, Have yau ever had numbaess, tingling, or weakness fn your ams or
] Kavrasald disease other legs after belng hit or falling? -
9. Has a doctor ever ordered a test for your heart? (For exarple, ECG/EKG, 39. Have you ever besa unable ta move your arms or legs after belng hit
echocardiogram) of falling?
10. G you get ightheaded or fee) more short of breath than expected 40. Hava you ever becoma Hl whits exerclslng In the heat?
diming exercise? 41, Do your get frequent muscls cramps when exercislng?
11. Have you ever had an unexplalned selzure? 42. Do you or semeone In your family have sickle cell trait or diseasa?
12. Do you get move tired or shiert of breath more quicky than your friends 43. Havg you had any preblems vith your eyes or vislon?
dunrzg exerc:ss” e g e 44, Have you had any eye injures?
f:n :T _EAII-T.H.,;:‘UESI_IE_GH.S__AB]!] gszﬂ:fdﬂl::ﬂl:l " — 32 N5 145, Do you wear plasses o contact kenses?
. Has any famy member ¢r refative died of heart problems or had an -
unexpected o unexpiained sudden death before aga 50 (including 46. Do you wear protectiva eyeviear, such as gogaies of aface shicld?
drowning, unexplained car accldent, or sudden infant death syndrome)? 47. Do you worry about your welght?
14. Does anyone [n your family have hypertrophic cardiomycpathy, Marfan 48. Ara you trylng to or has anyena recommendad that you gain or
syndrome, amhythmagerdc right ventricufar cardlomyopathy, long 0T fose weight?
syndroms, short E; ?ﬂgirh"ef Bgmgda syrdrome, of catecholzminergle 49, Are you on 2 spaclal diet or do you aveld certain types of foods?
- Dl ymorphic ";en ufar hycaf iieart o — 50. Have you ever had an eating cisorder?
’ "::fma{ewdm;:ﬁgé?;zﬂmnﬂy avea protiem, paceiaxe, or 51, Do you have any concerns that you would like o discuss with a doctor?
16. Has anyone in your famity had unexplalned fainting, unexplalned FE
selzures, of near drowning? 52, Have you ever had a menstrual peried?
ONEAN il 53. Hove old wera you when you had your first menstrual period?
54, How many periods have you had In the tast 12 months?

that caused you to miss 2 practice or a game?
18. Have you ever had any hroken or fractured bones or dislocated jolnts?

19, Have you ever had an Injury that required x-rays, MRE, €T sean,
Injections, therapy, & brace, a cast, of cruiches? |

20. Have you ever had a stress fracture?

21. Have yott ever baen fold that you have or have you had an x-ray for nack
Instability or attanfoaxial Instabifty? {Govm syndroms or dwarfism)

22. Do you regulary Use a bracs, orthotics, or other asslstive device?

23. Do you have a bons, musclo, or Joint Injusy that bothers you?

24, Do any of your joints becoms palnful, swollen, feel warm, or look red?
25. Do you have any history of Juvenile arthritis or connectiva tissue digeass?
T herehy stata that, to the best of my knowledge, my angiwers 1o the abova questions are complets and torrect.

Signatura of athlste Signature of parent/puardizn Dato
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Explalt “yes™ answrers hare




Bl PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of birth

Name

PHYSICIAN REMINGERS

1. Consider additiona! questions on mors sensifive issues
* Do you feel stressed out or under & tot of pressure?
« De you ever feel sad, hopeless, depressad, or amdous?
» D¢ you feel safa at your homa or residence?
* Hava you ever tried tlgareties, chewing fobacco, snuff, or dip?
* During the past 30 days, did you 1182 chawing fobaceo, sneff, of dip?
+ Do you drink alcohol o Use any other drugs?
+ Have you ever taken anabofic sterolds or used any other performance supplement?
« Have you ever taken any supplemeats fo help you gain or lse welght of Improve your perfermanca?
« D0 you viear a seat belt, use a helmet, and use condoms?

2, Censlder reviewing questions on cardiovascufar symptoms {guestions 5-14).

Helght Welght O Mas 0 Female
B / (7 ) Pue Viston R 20/ Loor Conected Y £1 1

Appeatence
+ Marfan stigmata {kyphoscotiosfs, high-arched palats, pectus excavatum, arachnodactyfy

&m 5pan > helght, hypertaxity, myopla, MVF, gortic insufficdency)
Eyes/ears/nosesthroat
+ Pupils equal
¢ Hearing
Lymph nodes
Heart? : ‘
¢ Murmnurs (guscuftation standing, suping, +/- Valsai)
» Location of polnt of maximal fropulss PA)
FPulses
» Simultaneous famoral and radial pulsss
Lungs
Abdomen
Genifournary (males only)®

Skdn
* HSV. feslons suggestiva of MRSA, Hnea corporis

Neurologic®
HUSCULOSKELETAL
Heck

Back

Shovider/arm
Hhow/forearm
Wristhandffirgers
Hipfihigh

Knee

Leg/ankie

Fostftoes

Functional

s Duck-walk, single leg hop

*Cansidar ECG, echotardiogram, and relerral to cardiology for aenomal cardiat history or exam,
H0onsider GU exam H In private seffng, Having third parly present Is recommendad.
Consider cognitive evahution or basefine neunsgsyehiatic teelng if a history of significant concussian.

3 Cleared for all sports without restriction
O Gleared for all sports without resteiction with recommendations for further evaiuation or treatment for

E1 Not cleared
O Pending further evaivation

0 For any sporis
3 For certaln sporis
Reason
Recommendations

| have examined the above-named student and completed the preparticination physical evatuation, The athiete does not present apparent clinfeal contraindications 1o practics and
parhctpata In the spart{s} as outlined ahove, A copy of the physical exam is on record in my office and can be made avaitable to the school at the request of the parents. if condi-
tions arise atter the athlste has been cleared for participation, the physician may rescind the clezrance untit the problem Is resolved and the potential consequences are completely

explained 1o tha athlete {and parents/guardians).

Name of physician (print/iype)
Address
Slgnature of phiysician

Data

Phone

MD or DO
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Dates of birth

0O Cleared for all sports without restriction
0 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

I3 Not cleared
O Pending further evajvation
O For any sposts
O For certain sports

Reason

Recammendatians

| have examined the above-named student and completed the preparicipation physical evaluation, The athlste does not present apparent
clinical 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 matle available to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physiclan may resclnd the clearance until the problent is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians).

Name of physiclan (print/type) : . : Date
Addsess Phone
Stanature of physiclan ,MDor DO

EMERGENCY INFORMATION
Allergies

Other Information
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ACKNOWLEDGEMENT OF RISK AND INSURANCE STATEMENT
(To be completed and signed by parent/guardian)

I give permission for (name of child/ward) to participate in any of the following sports that are not
crossed out; baseball, basketball, cheerleading, cross country, football, golf, soccer, softball, tennis, track, volleyball, wrestling, other (identify
sports).

T have reviewed the individual eligibility rules and I am aware that with the participation in sports comes the risk of injury to my
child/ward. I understand that the degtee of danger and the seriousness of the risk varies significantly from one sport to another with contact
sports carrying the higher risk. I have had an opportunity to understand the risk inherent in sports through meetings, written handouts, or some
other means. He/she has student accident insurance available through the school (yes no ); has athletic participation insurance coverage through
the school (yes no ); is insured by our family policy with:

Name of Company:

Policy Number; Name of Policy Holder:

I am aware that participating in sports will involve travel with the team. I acknowledge and accept the risks inherent in the
sport and with the travel involved and with this knowledge in mind, grant permission for my child/ward to participate in the sport
and travel with the team.

By this signature, I hereby consent to allow the physician(s) and other health care provider(s) selected by myself or the
school to perform a pre-participation examination on my child and to provide treatment for any injury or condition resulting from
participating in athletics/activities for his/her school during the school year covered by this form. I further consent to allow said
physi¢ian(s) or heath care provider(s) to share appropriate information concerning my child that is relevant to participation in
athletics and activities with coaches and other school personnel as deemed necessary,

Additionally I give my consent and approval for the above named student's picture and name to be printed in any high
school or GHSA athletic program, publication or video.

EMERGENCY PERMISSION FORM
(To be completed and signed by parent/guardian)

STUDENT'S NAME GRADE AGE

Please list any significant health problems that might be significant to a physician evaluating your child in case of an emergency

Please list any allergies to medications, ete.

Has student been prescribed an inhaler or epipen?
Is student presently taking medication? If so, what type?
Does student wear contact lenses? Please list date of last tetanus shot

As the parent/guardian of the student-athlete named in this document, I/we hereby grant permission and consent to the SRCS Head
Athletic Trainer and Coaching Staff for the following to be given to my child in the event of sudden illness/injury and for the
immediate relief of pain/illness:

Pepto-Bismol or similar antispasmodic Yes No
Advil or Motrin Yes No
Tylenol Yes No
Tums or similar antacids Yes No
Cough Drops Yes No

EMERGENCY AUTHORIZATION: In the event I cannot be reached in an emergency, I hereby give permission to physicians selected
by the coaches and staff of SRCS to hospitalize, secure proper treatment for and to order injection and/or anesthesia and/or surgery for the
person named above, '

Daytime phone number (where to reach you in emergency)

Evening time phone number (where to reach you in emergency)

Signature of parent or guardian Date

Relationship to student

*Emergency Permission Form may be reproduced to travel with respective teams and is acceptable for emergency treatment if needed.

I certify all the above information is correct

Parent/Guardian Signature




