HISTORY FORM

{Note: This form Js to be filled out by the patient and parent prior to seeing the physiclan. The physician should keep this form In the chart,)

Date of Exam
Name Date of birth
Sex Age Grade School Sportis)

Medicines and Altergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional} that you are currently taking

Do you have any allergies? [1 Yes [0 No i yes, please identify spacific allergy below.
[J Medicines O Pollens O Food O Stinging Insects

Explain “Ves" answers helow Gircle queshons yau don’t know the answers to,

GENERAL QUESTIONS . : s 1N 1| | MEDICAL-QUESTIONS - : G - Yes | iilo
1. Has a doctor ever denied or res‘mcted your parﬂcipahcn in sports for 26. Do you cough, wheeze or have Glﬂ"mﬂty bfﬂaﬁ“ﬂg ¢Uﬂﬂ9 af
any reason? after exerclse?
2. Do you have any ongoing medica! conditions? If 50, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: [ Asttma 3 Anemia 3 Disbetes [3 Infections 2B, Is there anyone in your family wio has asthma?
Other: 29, Were yeu born without or are you missing a kidney, an eye, a testicle
3. Hava vou ever spent the night in the hospital? {males), your spleen, or any cther organ?
4. Hava you ever had surgery? 30. Do you have groin pain or a painful bulge or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUTYOU . SR Ves i Ne ] | 3%, Have you had Infectious mononucleosis (mono) within the last month?
5. Have yout ever passed otk or nearly passed out DUHING ar 32. Do you have any rashes, prassure sores, or other skin problems?
AFTER exercise? 33. Have you had a hemes or MASA skin infection?
B. Have you ever had discomfcrt, pain, tightness, o pressare i your 34. Have you ever had a head injury or concussion?
chest during exercise? -
- - - - 35. Have you ever had a hit or blow to the head that caused confusion,
7. Does your heart ever race or skip beats {iregular beats) during exercise? prolonged headache, or memary prablems?
8. sﬁ:cillc r;?‘cg;tegggltﬁid you that yoir have any heart problems? I so, 36. Do you have a history of seizure disorder?
[ High blood pfes.sure [ A heart munmar 37. Do you have headaches with exercise?
[J High cholesteral [1 Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[ Kawasaki disease Other: legs after heing hit or falfing?
9. Has a dector ever ordered a test for your heart? (For exampte, ECG/EKG, 39. Have you ever baon unable te move your arms of legs after being hit
echocardiogram) or taling?

10. Do you get ightheaded or feel more short of breath than expected 40, Have you ever become ilf while exercising in the heat?
duiring exercise? 41, Do you gst frequent muscle cramps wher exarcising?

11. Have you ever had an unexplained seizure? 42, Do you of someone in your family hava sickle cell tralt oy disease?

12. Do you get more tirsd or shert of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
during exerclse? - — 44, Have you had any aye injuries?

HEART HEALTH QUESTIONS ABOUT YOUR '::m;' “bl .h , ofYes 4 Mo 45, Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart problems or had an - m
ureapectad ar unexplained sudden death before age 50 {including 46, Bo you wear protective eyevf'ear. such as goggles or a face shiaid?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weigit?

14. Doas anyore in your family have hypertraphic cardiomyopathy, Marfan 48. Are you trylng to or has anyone recommended that you galn or
syndrome, arhythrmogenic right ventricalar cardiomyapathy, long QT lose weight?
syndrome, short OT syndrome, Srugada syndrome, or catechotaminergic 49. Ave you on a spacial diet or do you avold certain types of foods?
polymerphic ventrlcutar tachycardia? T

5D - i h Fo——— V 0. Have you ever had an eating disorder?

3 S ANYOne in li
in?;?la:tﬂyd d:ﬁbrlgll?:trur?m ¥ 1iave & iaarl prowiem, pacemaxer, or 51. Lo you have any ¢ancems that ynu wnuld ||ke 1;) dlscuss mm a ductor?

16. Has anyone in your family had unexplained fainting, unexplained (FEMALES ONLY S
sglzures, Or near druwning? 52, Have your ever imd & menstrual peﬂod'?

BONE AND JOINT QUESTIONS - oy lives NS | 53, How akd were your when you hag your first menstrual periog?

17. Have you ever had an Injury toa bune musgle, Ilgament of tendon 54, How many periods have you had in the last 12 months?

that caused you to miss a practice or a game?
18, Have you ever had any hroken or fractured bones or distocated joints?

18. Have you ever had an njury that required x-rays, MBI, CT scan,
Injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress frachire?

21. Have you ever been toid that you have or have you had an x-ray for neck
instability or atlantoaxial Instabillty? (Down syndrome or dwarfisi)

22. Do you reguiarly use a brace, orthotics, or other assistive device?

23. Do you have a bene, muscls, or jeint injury that bothers you?

24. Do any of your joints become pairful, swollen, feel warm, or look ted?
25. Do you have aay history of juvendle arthritis er cornagtive tissue diseasa?

Explain “yes” answers here

I herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athiste Sigratare of parentguardian Date
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Sport(s)

. Type of disability

. Date of disability

. Classification (if avaitable)

. Cause of dlsability (Dirth, diseasa, accldent/irauma, cther)

el e ] O |-

. List the sporls you are interested in playing
RSl RO B .YES N ™ :.

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

. Do you have any rashas, pressure sores, or any othiar skin problems?

B.
7. Do you use any special brace or assistive device for sports?
8
9,

. Do you have a hearing loss? Do you use a hearing ald?

10. Do you have a visua) Impalmment?

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

12. Do you have burning or discomfort when urinating?

13, Hava you had autonomic dysrafiexia?

4. Have you ever been diagnosed with & heat-related fhyperthermia) or cold-refated {hypothermia) illness?

15, Do you have muscle spasticiy?

16. Do you have frequent seizures that cannot be controfled by medisation?

Explain “yes” answers hore

Ploase indicate if you have aver had any of the following.
e Yes e

i

Atlantoanial instabiliy

X-ray ovaluation for atiantoaxtal ingtabiiity

Distoeated joints {more than one)

Easy bleeding

Enfarged spieen

Hepatitis

Osfeopenia o7 osteoporosis

Difficulty controlling bowel

Difficuity controling bladder

Numaness or tingling in amns or hands

Numbness or tingfing in legs or faet

Weaknass In arms or hands

Weakaess in legs or feet

Recent change In coordination

Recent changa in abilfty Yo walk

Spina bifida

Latex allergy

Explain “yes" answers herp

| herehy state that, to ihe hest of my knowledge, my answers to the above questions are complete and correst

Slgnatura of athlets Signature of paren¥/guardian Date

©2010 American Academy of Family Physiclans, Amencan Aca&emy of Pediatrics, Ameritan E&)}ege of Sports Madicine, American Medmaf Saciely for Sports Medicing, American Orthopaedic
Sociely far Sports Medicing, and Amevican Osteopathic Academy of Sports Medicing, Permission is granted to reprint for noncommercial, educational purposes with acknowiedgment.
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. CLEARANCE FORM

Name Sex OM DOOF Age Date of birth

L1 Cleared for ali sports without restriction
1 Cleared for alt sporis without restriction with recommendations for further evatuation or treatment for

0 Not cieared
[1 Pending further avaluation
{1 For any sporis
3 For certain sports

Reason

Recommendations

{ have examined the above-named student and completed the preparticipation physical evaluaiion. The athlete 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 ean 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 until the problem is resoived and the potential consequences are compleiely explained te the athlete

{(and parents/guardians).

Data

Name of physician (print/type)

Address Phone

Sigrature of physician , MD or D0

EMERGENCY INFORMATION
Allergies

Other Information

@ 2018 American Acadamy of Family Physicians, American Academy f Peclatrics, Amerlcan Colege of Sports Medicine, Amerizan Medical Soclely for Spurts Medicine, Amierican Orthopaedic
Saciely for Sports Medicing, and American Osteopathic Academy of Sperts Medicing. Permission is granted to reprint for roncommercial, educational purposes with acknowledgment:



Date of birth

1. Consider additicnat questions on more sensitive issues
= Do you feel stressed out or under a iof of pressure?
< Do you ever feel sad, hopeless, depressed, or anxious?
= Do you feel safe af your home or residenca?
o Have you ever tried cigarottes, chawing tobacco, snuff, or dip?
e During the past 30 days, 6i6 you use chewing tobacco, snuft, or dip?
» Do yau trink acohiof or use any other drugs?
= Hava you ever taken enabolic steroids or used any other performance supplement?
+ Hava you ever taken any supplements to help you gain or fose welight or imprave your petformance?
= Do you wear a seat belt, use a kelmet, and use condoms?
2. Censider reviewing questions an cardiovascutar symptoms (questions 5-14),

EXAMINATION | -

Height

BP ! { !

Appearance

» Marfan stigmata (kyphoscoliosis, high-arched pelate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, mycpia, MVP, aortic insufficiency)

Eyes/ears/nese/throat

» Puplls equal

« Hearing

Lymph nodes

Heart?

o Murmurs (auscultation standing, supine, +/- Valsalva)

« Location of point of maximat impulse (PMI}

Pulses

= Simultaneous femorat and radial putses

Lungs

Abdomen

Genitourinary (males onfyy®

Skin

» HSV, lesions stggestive of MASA, nea corporis
Neurolegic®
MUSCULDSKELETAL
Neck

Back

Shouldar/arm
Eibow/foreamm
Wristfhand/fingers
HipAhigh

Knee

|.egfankle

Footftaes

Functional
» Dugk-walk, single feg hop

O Male [ Female
Visien & 20/

Comected COY LI N
T ABNORMAL RNDINGS

*Consiger ECG, echocardiogram, and refesral to cardiofogy for abnormal cardiac history or exam.
tConslder GU exam if in private setting. Havirg third party present Is recommended.
<Gansider cogiti {uation or baseline neurnpsychiatsic testing If 2 history of significant concussion,

3 Cleared for all sports without restriction
O Glearad for all sports without restriction with recommendations for further evafuatian or treatment for

L3 Rot cleared
OO Pending further evaluation
1 Forany sporls
£ For certain sporis
fieason

Recormmendations

{ have examined the above-named student and completed the preparticipation physical evaluation. The athiste 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 made available to the schao! at the request of the parents. If condi-
tions arise afler the alhlete has been cleared for participation, the physician may rescind the ciearance until the problem Is resolved and the potential consequences are completely
explained to tha athlete (and parents/quardians).

Name of physician {print/type) Date

Address Phene

Signature of physiclan , MD or OO

©2010 American Academy of Family Physiclans, Amerlcan Acatermy of Peclatrics, Amerizan College of Sparts Medicing, Ameriean Medlcal Society for Sports Medicing, American Orthopaedic
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