MOTE: The preparticlaption physical examination must be conducted by a health care provider whe 1) is a ficensed physician, advanced practician
nurse, or physician assistant; and 2) completed the Student-Alhlete Cardiac Assessment Prolessional Development Module.

i PREPARTIGIPATION PHYSICAL FVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHRYSISIAN REMINDERS

. Consider additional questions an more sensitive issues
* Da you feel stressed out ar under a lot of pressure?
* Do you ever feel sad, bopeless, depressed, ar anxisus?
" Do you feel safe at your home or residence?
* Haue you ever fiied clgareites, chewing tohacco, snuff, or din?
“ During the past 30 days, did yoir vse chewing tebacso, snuff, or dip?
* Do you drink alcehok or use any other drugs?
* Have you ever faken anaholic steroids or ssed any other perfarmance supplement?
* Have you ever Takan any supplernents bo kedp you main or Fose welght ar improve your performanca?
* Dayau wear a seat belt, use a helmel, and use condoms?
2. Gonsider reviewing gu on cardig iar symptoms (guestians 5-14).
EXAMINATION )
Helght Welght [0 Male 0O Femala
BP ! { ! ) Pulse Viston B 20/ Lz2o/ Comecled O Y EIH
MEDICAL NORMAL ABNOAMAL FINBIRGS
Appearance .
* Marfan stigmala (kyphoscaliosls, high-arched palate, peciss excavatum, arachnodactyly,
anm span > helghi, hypaifaxity, myapla, MVP, aortic lnsufficlancy)
Eyas/ears/nose/throat )
= Pupils equal
= Hearing
Lymph nodes
Heart*
= .Murmurs {atscultation standing, supine, +- Valsalva)
= lLagation of polrt of maxima! impulse {PM1)
Pulses
» Simultansous femoral and radial putes
Lungs
Abdomen
Genftoorinary (maes onlyl
Skin
= H&V, leslons suggestivs of MRSA, tinaa carpars
Nedrologle®
MUSCULOSKELEIAL
Neck
Back
shaulderfarm
Elbawffoream
Wristhand/fingers
Hipfthlgh
Knea
Leg/ankie
Footfloss
Functional
» Duck-walk, single %ag hop

*Gansiter EGG, echocerdiagram, and referral to cardlolagy for shnarmal cardiag history or exam.
3Cansider GU sxam If b privale cetting. Having third party present s rcsmmended.
=Conslder cagnitive evikiatian or baseling psychiatric testing If 2 history of stgnificant soncusslen.

—

O Cleared for all sports without restriction
O Cleared for all sports witheut restriction with recammendations for further evatuation or freatment for

O Hot cleared
O Pending further evaluation
T Forany sporis
O For certaln sports
Feasan

Recommendations

L have examined fhe aheve-named studen! and campleted the prepariicipation physical evalualion. The athiste does net present apparanl chinical contraindicalions to practice and
pariicipale in lke spari{s) zs outlined ahove. A copy of fhe physical exam is on recard in my office and can be made available to the schoat af the requsst of te parents. If candifions
atise aiter he alitlela has beea cleared {or participation, a physician may rescind the eteazance untit the probilem is resolved and the polentlal cansequences are comgleleiy explained
1o the aihlete (2nd parents/guardians).

Name of physlclan, advanced practica nurse (APN), physiclan asslstant (PA) (orintftype), Date

Address Phane

Slgnature of physkeian, APN, PA '

©2010 American Academy of Family Physlolans, American Acadsrmy of Pedidirics, American Gollege of Sports Medloing, American Medical Soctety for Sports Medising, Amecican Drthapasdic
Socigly for Sports Medising, and American Dsteapathlc Academy of Sparts Mediche. Permisslon Is granted to reprint for noncormmercial, edcational prposes with acknowledgment. .
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il PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

MName Sex I M OOF Age Date of hirth

[ Cleared for all sports without restriction

[0 Cleared for all sporis without restriction with recommendations for futther evaluation or treatment for

O Netcleared _
[ Pending further avaluation
1 for any sports
OO0 Fur ertain sporls

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Other infarmation

HCP OFFICE STAMP SGHOOL PHYSIGIAN:

Reviewed on .

{Date)
Approved Net Approved _.
Signature:

} have examined the ahove-named sindant and completed the preparticipation physical evaluation. The athlele doas not present apparent
clinical contraindications to practice and participate in the spori(s) as outlined above, A copy of the physical exam Is on tecord In my ofiice
and can he made zvailaile to the school at the request of the parents. If conditions atise after the athlete has been cleared for participafian,
the physician may rescind the clearance until the problem is resolved and the potenifal consequences are completely explained fo the athlete
(and parents/puardians).

Name of physicien, advanced practice nurse {APN), physician assistant {PA) Date
Address ' Phone

Signature of physlcian, APN, PA'

Completed Gardiac Assessment Professional Bevalapment Medule

Date Signature

@2010 Amerlcan Academy of Faitly Physlcians, American Academy of Pediatics, American College of Sporis Medicins, Amarican Martcal Sockely for Sports Medlcins, American Oriopaedic
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ATTENTION PARENT/GUARDIAN: The preparticiaption physical examination {page 3) must be completed by & heaith care provider who has completed
the Sludenl-Athlete Cardiac Assessment Professional Davelopment Madule.

(% PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Nate: This form is o be fifed out by the patient and parent prior Io seeing the physician. The physician shoold keegz copy of ififs form in the chart)
Date of Exam

Name Date of hirth
Sex Age Grade ] Schoal Sport(s)

Medicines and Alfergies: Fleasa st all of ihe prescripfion and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do yout have any allergies? [ Yes O No it yes, please [dentify specific alleray below.

O Medicines O Follens O Food O stinging tnseets
Explain "Yes” answers bhelow. Circle guestions you dexw*t know the answers to.
GENERAL QUESTIONS Yes ¥a MERICAL QUESTIDNS Yes Na
1. Hasa dolor ever denled or resiricted your pariicipation |n sporis for . 26. Do yau cough, wheeze, or have difficuity breathing during or
. any reasen? after exercise?
2. Do you kave any ongelng madical conditians? If sa, please identify 27. Have you ever used an Inbaler or taken asthma medicine?
below: T Astima [ Anemia [l Diabeles [I Infections 28, Is there anyone In your Tamily who has asthma? )
Other: 29, Were you horn wihout or are you tiisslng a kidney, an ey, 2 testicle
3. Have you everspent the night In the hospitai? {mates), your splzen, or any other argan?
4, Have you ever had surgery? ) 30. Ba you have greln pain or a painful bulae o hernfa in e groin area?
HEART HEALTH QUESTIONS ABOUT Yau Yes | Ho 31 Yave you had Infectious monontielsasts (mono) within the last menth?
§. Hava yau everpassed oift or nearly passed oit DURING or 32. Ba you have any rashes, pressura sores, or other skin probiems?
AFTER axercie? 33. Have you had 2 hepes er MRSA sk Infestion?
6. Have ynu.eve{had discomfort, paln, ighiness, e pressura in your 34, Vv yatl ever ad a head Injury or concussian?
chest during exerclse? .
38, Have you ever had a hit or blow fo the head that causad confusten,

-~

. Daes your heart ever race or skip bezts (imegular beals) during exerclse?

prolenged headache, or mernary preblems?

8. I:;:;{ :.Tldug;;i s:erltulld you that you have any heaet problems? If so, 36. Do you have a history of setzura disarder?
1 High bood 2?::5“[& 3 &heart murmur 57, Do you Frava headaches with exerclas?
O High tholestarel O Aheart Infecion ‘ 38. Have you ever had nurhniess, Hngling, or weakness In your ams or
O Kawasalddisease Qther: legs after helng hit ar falling?
9, Hes a doctor evar orderad a test for your heart? (Far example, ECB/EKS, 39. Have you ever bzen unable fo mova your amms or lags after belng hit
echacardiagram) of falling?
4b. Da you gt Hightheaded or feef more short of breath than expected 40, Have youl ever hecomie I whila axerclsing in $hs heat?
during exercie? T 41, Do you get frequent milscle cramps when sxercisig?
1. Have you everhad an unexplained selzure? : 42. Do you of sameone In your famly have sickle cell traft of disease?
12, Do you get e fired or short af breath more qulckly than your friends 43. Have you hiad any problerns with yaur eyes or vision?

during exercise?
HEART HEALTH UESTIONS ABSUT Yallk FAMILY Yes Na

1a. Has any family member or relative died of heart problems or had an
unexpected of unexplained sudden death befers aga S0 {including

44, Hava you had any eys injuries?
45, Do you wear glasses of coitact [enses?
48. Da 'yau wear protective eyewear, stich as goggles of a Tace shield?

drawning, Unexplalned car accldan, or sudden Infant death syndrome)? 47. Da you worry about your welghi?
14. Does anyonen your family have hypertraphlc cardismyopathy, Marfan 48. Are you Irying to or has anyons reccromended that you gain or
* syndrome, anythmogenta right ventricular cardiamyopathy, lang GT fose weight?
syndrome, shart 0T syndrome, Brugada syndrome, ar catechalaminergle 49, Ave You on 2 speclal diet or da you avald certaln types of faods?

d
polymorphlg venioufar tachycerdia? 50, Have you ever had an ealing disorder?

it prob| ker,
1 E:;fmajtg;) r&i&gﬁ:tggmlly biave 2 hwart problem, pacemaker, or 51, Da you have any concerns that you would fike to discuss with a doctar?
15, Has anyone [ your family had unexplalned fainting, unexplalzed FEMALES BRLY
seizuras, or near drowning? 52, Have you sver had a menstrual perdod?
BONE AND JOIRI QBESTIONS Yes | HNo 53. How old warea you when you had your first menstual period?
17.. Have yau ever had an Injury fo a hone, muscte, ligament, or tandan 54. How many pedods have you trad in the last 12 months?

that catised you to emiss a prachice or a game?
. Kava you ever had any broken or fraclured bones er dislacated joints?

, Have you ever had an |njury that required ¥-rays, MR, CT scan,
injsclions, therapy, 2 brace, a cast, or crutches?

20, Have you everhad a stress fracters?

21, Have yout sver been told that you have or have yau had an x-ray fer neck
instahility nr allantoaxial Instahiity? {Bown syndrome or dwarfism)

22, Doyou regolaly use a brace, orihalics, or alher assistive davice?

23. Do you have 2 bone, muscle, or Joint Injury that bothers you?

24, Da any of yolr joints hecome peinful, swollen, fesl warm, or look red?

25. Da you have any tistory of juvenlle arthrilis or contestive tlssue disease?

Explain “yes" answers here

1
i

o

w

Ead

b

1 herehy state fiat, to the best of my knowledge, Ty answers to the above questions are complete and correct.

Slenalure of athlete Signature of parent/guard| als
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HE0501 s2EIR40
NewJarsey Dapartment of Education 2014; Pursuant to P.L2013, c.71




17 PREPARTICIPATION FHYSICAL EVALUATION
THE ATHLETE WITH SFECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Fxam

Nama Date of hirth

Sex Age Grads Schaal Sportls)

Type of disability

Date of disabllity

Classification {if avallable)

Gause of disability (birth, disesss, accldentfrauma, oiner)

o] go [pim

Llst $he sports you are interested in playlng

Yes No

Do you regulary use a hrace, assistive device, or prsthetc?

Da you use any spacial brace or asslstive device for sporis?

Ta you hava any rashes, pressure sores, of any other skin probtems?

olm||m

Da you have a hearing less? Do you use a hearing ald?

10. Do you havaa visual Impalrment?

11. Do you vse any special davices for bowsel or hiadder function?

12, Do you have burning or discomiast when urinating?

3. Have you had autonomis dysreflexia?

[ 14. Havs yau aver been diagaosed with 2 heat-rafated {hypertherela) or cold-selaied (hypotfenmifa) lness?

15. Do yol have muscle spasfofy? .

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

Explain “yes" answers hers

Please indicate il you have ever had any of the followizg.

Yes Ho

Allantoaxlal Instabllity

X-ray evaluation for atlantoaxial Instability -

Distocated Jolnts (more than one}

Easy bleeding

Enlerged splesn

Hepatitls

Ostenpenla or oslenporosls

Dificulty contraling bowel

Difficully controling bladder

Numbness orfirgling n arms or hands

bumbness or tinging T leds or feet

Weakness In arms or hands

Weakness In lsgs or feet

Recent change In coordination

Recent change in ability to walk

Spina bifida

\atex allergy

Explain "yas" answers here

I hereby state that, to the best of my fmowledge, my answers 1o the above questions are complete and carrech,

Signatice afathlete Stareaturs of parentfguerds Dals
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