B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Note: This form is o be filled out by the patient and parent prior to seeing the physician. The physician shouid keep this form in the chart }

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

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbat and nutritional) that you are curently taking

Do you have any alfergies? O Yes [J No I yes, please identify specific allergy below.

O Medicings O Pollens 0O Feod O Stinging Insects

Explain “Yes" answers below. Gircle questions you don't know the answers to.
GENERAL/QUESTIONS | g o | Yes | Wo | | MEDICAL QUESTIONS : Ko
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you caugh, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma mediciae?
below: O Asthma [ Anemia [ Diabetes [ Infections 28. |5 there anyone in your family who has asthma?
Other: 29, Were you born withoit or are you missing a kidney, an eye, a {esticle
3. Have you ever spent the night in the hospital? {males), your spleen, or any other grgan?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH GUESTIONS ABOUT You Yes | No | | 31. Have you had infectious mononucleosis (mono) within ths last morth?
5. Have you ever passed out or neatly passed out DUBING or 32. Do you have any rashes, pressure sores, or other skin problems?
ATER exercise? _ 33. Have you had a herpes or MASA skin infection?
8. Have you ever had discomfort, pain, tightness, or pressure in your 34, Have you ever had a head injury or concassion?
chest during exercise? =R a3 bl o biow & the head that e
7 . - - . Have you ever had a hit or blow to the hea caused confusion,
7. Does your heart ever race or skip beats (irregular beats) during exercise? prulu:ged headachs, or memary problems?
8. IC-I::;‘ t;;cg;ts:;; :;Id you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
D) High blupd pressure O Aheart murmur 37. Do you have headaches with exercise?
{1 High cholesterol O Anheartinfection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been Linable to move your arms o legs after being hit
echocardiogram) or fafling?

16. Do you get lightheaded or feel more short of breath than expected 40. Have you ever become ill while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?

11. Have you ever had an unexplained seizure? 42. Do you or someane in your family have sickle call trait or disease?

2. Do you get more tired or short of breath more guickly than your friends 43, Have you had any problems with your eyes or vision?

; o
- dupqg_ ?KFICISF. — - 44. Have you had any eye injuries?

HEAIII'HEAL!‘I!::IIESTI:HS ‘:‘:ﬂ ?“: m""u : : Yar | Mo | 5 o vou wear (iasses or comact lenses?

13. Has any family member or relative died of hear} problems or had an n =
unexpected or unexplained sudden death before age 50 (ingluding 46. Do you wear protective eys\n.lear. such as goggles or a face shield?
drawning, unexplained car aceidant, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Doss anyone in your family have hypertrophic cardiomyopathy, Marfan 48, Are you.trying to or has anyone recommended that you gain or
syndrame, arrhythmogenic right ventricular cardiomyopathy, tang OT lose weight?
syndrome, short QT syndrome, Brugada syndrome. or catecholaminergic 49. Are you on a special diet or do you aveid certain types of foods?
polymorphic ventricular tachycardia? —

%D - family b e ” 50. Have you ever had an eating disorder?

; X f o = 3
ingglsaﬁre):g:tli’;ryi‘l?:lrorgml Y ave:n DAl PrObem: Fncamater .51 : Dy you h.a'l.g ?fly concems that you would like to discuss wﬂlh a doctor?

16. Has anyone in your family had urexplained fainting, unexplained FEMALES ONLY - : i
se2ures, or near drowning? 52. Have you ever had a menstrual period?

EDNE AND JOINT QUESTIONS ; ; Yes | Ho 53. How old were you when you had your first menstrual period?

17. Have you ever kad an injury to a bone, musce, ligament, of tendon 54. How many periods have you had In the Jast 12 months?

i ¥l
that caused you to miss a practice or a game? Explain “yes" fi ke

18. Have you ever had any broken or fractured benes or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, of crulches?

20. Have you ever had a stress fracture?

21. Have you evar beer told that you have or have you had an x-ray tor nack
instability or atlanteaxial instability? (Down syndrome or dwarfism)

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

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

24. Do any of your joints become painful, swallen, feel wam, or took red?

25. Do you have any history of juvenile arthritis or connective tissue disease?

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

of athiste

g of parent/guardian Date
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