the Studsnt-Athlete Cardiac Assessment Professional Development Module,

ATTENTION PARENT/GUARDIAN: Tha preparticipation physical examination (page 3) must be completed by a health care provider who has completed

@ Preparticipation Physical Evaluation

HISTORY FORM

(Note: This form Is to be filled out by the patisnt and parent prior to seeing the physician. The physician should keepa copy of this form In the chart.)

Date of Exam el
Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please listall of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Doyou haveanyallergles?
below.

L Yes 1) No Ifyes,pleaseidentilyspeciiic allsrgy

3 Stinging Insects

Explain "Yes® answers below. Circie questions you den't know the answers to.

GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS Yes | No
1. Has a doctor aver denied of restricted your pasticipaticn insports for 28. Doyou cough, wheeze, or have dificulty breathing during or
any reason? after exercise?
2. Do you havo any cngoing medical conditions? If so, please idantily 27. Have you ever used an inhaler of taken asthma medicing?
below: 3 Asthma T Ansmia ] Diabeles {1 Infections 28. Is there anycne in your family who has asthma?
Ower. 29. Were you born without or a7e you missing a kidney, an eye, atestcle
3. Have you evar apont the night in the hospital? (malas), your spieen,or anyctherorgan?
4. Have you over had surgory? 30. Doyouhavegroinpainorapainfulbulgoor hernlainthegroinarea?
HEART HEALTH QUESTIONS ABOUT YOU Yos | No 31, Have you had infectious mononucieosis (mona) within the last month?
5. Haveyouever passed oul or nearly passed out DURING or 32. Do you have any rashes, pressure s0res, of other skin problems?
AFTER excroise? — 33, Have you had a herpes or MRSA skin infaction?
8. 2:;;5;3:':;";::;;’;“'“'“ pain, tighiness, of pressure in your 34, Have you ever had a hoad injury or concussion?
7. Does your haart ever raco of skip beats (irregular beats) during exercise? 3. b;'am m;’::,:_ ﬂt?;:moggb'g;:;m causedcontusion,
8. :i:;: i iil”tt; g:;?ldyou that you have any hearn problema? Il so, 36. Do you hava a history of seizure disordar?
O Highbiood pxes.sure €1 Ahear murmur 37. Do you have headaches with exercise?
O Highcholesterol O Aheartinfection 38. Have you ever had aumbness, tingling, or weakness in your arms or
O Kawasaki disease Other: tegs efter being hit o falling?
9. Has adoctor aver ordered olestior yourheart? (Forexamplo, ECG/EKG, 38. Have you ever been unablo 1o movo your arms or legs atter being hit
echocardiogram) orfalling?
10. Do you get Gghtneaded of fea! more short of bresth than expacted 40. Have you ever become ill while excrcising in the heat?
curng exercise? 41, Do you get frequent muscle cramps when aéxerciging?
11. Have you ever had an unexplained seizure? 42. Do you or scmeona In your famly have sickie cell tralt or dsease?
12. Doyoug shortofbreathmoreGuicklythanyour frionds 43. Have you had any prebiems with your yos or vision?
gurng oxgreise? 44. Have you had any eye injurias?
'HEART HEALTH QUESTIONS ABOUT Y(:UR FAMILY Yas | No 25, Do you wear glassos or Conlact lenses?
e e e e e g e 45D o wer v e, 5 g s o
drowning, unexplainad car accidant, or suddeninfent deathsyndrome)? 47. Do you worry about your weight?
14. Does anyona In your family have hypenrophic cardiomyopathy, Marfan 48. Are you trying to or has anyens recommended that you gain of
syndreme, arrhythmogenic right ventricular carciomyopathy, long QT losoweight?
2?":3%:"3:& &gl“'m. Eﬂf‘:ﬁ syndroma, or catecholaminergic 48. Are you on a special diot o do you aveid cerlain types of loods?
15. Do:a anyone In your famity have a heart problem, pacemaker, or 50. Hava you aver had an onling disorder?
implantcd defibrillator? ' ' 51. Do you have any concerns that you would like to discuss with a doctor?
16. Has anyone In your family hed unexpiained faintng, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had 8 mengrual pericd?
BONE AND JOINT QUESTIONS Yes | No 3. How old wera you when you had your firgt menstrual period?

17. Have you ever had an injury to a bone, muscle, ligament, or tendon
that caused you to miss a practico or agame?

18. Have you cver had any broken or frectured bones or distocated joinis?

54. How many periods hava you had In he last 12 months?

Explain "yes” answers here

19. Have you ever had aninjury thatrequired x-rays, MR, CT scan,
injections, therapy, abrace, a¢ast,or crutches?

20. Havo you over had a stress fracture?

21. Havoyou evorbeentoldthatycuhaveorhave you had anx-raylorneck
instability or atantoaxial instability ? (Down syndrome or dwarfism)

22. Do you regularly usa a braca, orthotics, or other assistive device?

23. Do you have a bone, muscle, of joint injury that bothers you?

24. Do any of your joints bacoma painful, swoilen, foel warm, of look red?

25. Do you havo any history of juvenile arthritis or connectiva tissua digaaso?

| heraby state that, 1o the best of my knowledge, my answers to the above questions are complete and correct.

Signaturo of athtoto......

Signature of p

$2010AmericanAcademy of Family Ph}siéiah& American AcadamonPsdim;l‘cs, Ammead Coﬂago olSpohs Eﬁ&@.m@ﬂﬁm&sﬁmﬂa&om Modicine, Amorican Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Modicing. Permissionis grantedtorepnnt for noncommercial, educational purposos with acknowledgmont.

HEOX)
New Jersey Department of Education 2014; Pursuantto P.L.2013, ¢.71

9361080




@ Preparticipation Physical Evaluation
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name _ _ Date of birth
Sex_ _ _..Age_._ Grade Schoo! Sponi(s)

1. Typa of disability

2. Dato of digabllity

3. Classlfication (if available)

4, Cause of disability (bith, disease, accident/rauma, cther)

§. Uist tho sports you are interested in playing

Yos No

8. Do you regularly use a brace, assistive device, or prosthetic?

7. Do you use any special brace or assistive device for sports?

8. Do you have any rashes, pressure scres, or any other skin problems?

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

vl 0. Do you havo a visual impairment?

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

12. Do you have buming or discomfont when urinating?

13. Have you had autonomic dysrefioxia?

14. Have you ever been dagnosed with a heat-related (hyperthermia) o cold-related (hypotharmia) ilinass?

15. Do you have musclo spasticity?

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

Explain “yes® answers here

Plaaso indicate It you have ever had any of the following.

Yes No

Atlantoaxial instabd ty

X-1ay ovaluation for atantoaxial instability

Dislocated joants (mora than one)

Easy b'eeding

Entarged spieen

Hepatitis

Osleoponia or 0S160pONos's

Ditficutty controlling bowe! e ~-1-

Dilfieutty controlling bladder

Numbnaess or tingling In arms or hands

Numbness or tingling in legs or leet

Waakness in armg or hands

Waakneas In logs or fael

Recent change in coorcination

Recant change in ability lo walk

Spina bifica

Lotox allergy

Expiain "yog” answors hero

| heraby stato thal, to tho best of my knowledge, my answars to tho above questions are complote and corect.

Signature of athlete e e e oo, BEGNAID OF D guargian e DAMO
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nurse, or physlclan assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

NDTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practiclan

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS

1. Gonslder additlonal questions on more sensitive lssues . : ol
* Do you leel siressed oul or under a lol of pressure? Note that if you decline your child's visual
* Do you ever leel sad, hopeless, depressed, or anxious? exam by the examining provider, you must

* Dn you feel sale at your home or residence?

* Have you ever tried cigarettes, chewlng tobacco, snutf, or dip? attach their visual acuity from their eye doctor!

* During the past 30 days, did you use chewing tobacco, snulf, or dip?

* Do you drink alcahiol or use any other drugs?

* Have you ever taken anabolic sterolds or used any other performance supplement?

* Have you ever taken any supplements to help you galn or lose welght or Improve your performance?
* Do you wear a seat bell, use a helmet, and use condoms?

2, reviewling questions on cardl lar symp (questions 5-14),

EXAMINATION i e i o T

Height Weight O Male DO Female

o { { ! ) P'ulse Vision 11 20/ L 20/ Correcled O Y O N

| MEDIDAL i T L i | CCRLNDAMAG. e i ABNORMALFINDINOS . 3
Appaarance

» Naran sligmala (kyphoscoliosis, high-arched palale, pectus excavatum, arachnodaciyly,
arm span > height, hyparlasity, myopia, MVP aortic insutficiency)

Eyes/ears/rogeithroal
* Pupils equal
» llearing

Lymph nodes

Heart*
» Murmurs (auscullation standing, suplne, +/- Valsalvay
» Location of point of maximal Impulse (FVI)

Pulses
+ Simuitanecus femoral and radial pulsas

Lunns

AhA

Genllourinary (males only)*

Skin
+ HSV, leslons suggestive of MASA, linea coeporis

Newrologlc®

T 7 N S i N O R e | i e . R

G

Neck

WrisUmandfingers

Hipfhigh

Knee

Legpfankle

Foulftoes

Functional
* Duck-walk, single lag hop

‘Conslder ECO, echocardiogram, and referral to cardiclogy for ehneemal cardiac history of exam.
*Conaider Gl exam i in privals seliing. Having third pasty present i recommended.
*Conzider cagnitive evaluation or basefine halric testing  a history of significant concussion.

Date of Exam

O Cleared for all sports withoul restriction
O Cleared for all spants without restriction with rec d for further evatuation or lrealment fer

O Mol cleared
3 Panding lurther evaluation
O for any sporls
[ Fer eertain sparts

Repson

Recommendalions

participale In the sport(s) as oullined above. A capy of the physical exam Is on record in my office and can be made avallable lo the schaol at the request of the parents. Il condilions
arise aller the athlelo has been cleared lor pariicipalion, a physician may rescind the clearante until the problem Is resolved and the polential cansequences are completely explained

1o the alhiele (and parenis/guardians),
Name of physiclan, advanced practice nurse (APN), physician assistant (PA) (print/type) Date

AMddress - = s i Phone

Signature of physiclan, APN, PA

©2010 American Academy of Family Physicians, Amesican Acadeny of Pediatrcs, American Collge of Sports Medicine, American Medical Soclely for Sparts Medicine, American Or
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sax OM OF Age Data of birih
O Cleared for afl sparis without restriction
O Cleared for all sports without restriclion with recommendalons for further evaluation of treatment for

03 Not cleared
3 Pending further evaluation
Q For any sports
O For certain sports

Reason

Recominendations

EMERGENCY INFORMATION
Alergles

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

| have examined the above-named stutent and completed the praparticipation physical evaluation. The athlete daes not present apparent
clinical contraindications to practice and participate In the spori(s) as outlined abiove, A copy of the physical exam is an record in my office
and can be made available to the school at the request of the parents. if conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance untll the problem is resolved and the potential consequences are completely explained to the athlete

(and parents/guardians). . of Exam

Name of physician, advanced praclice nusse (APN), physician assistant (PA) Date

Address Phone

Stgnature of physician, APN, PA

GCompteted Cardiac Assessment Professlonal Davelopment Moduls

Dalo Signature,
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