8t. Clalr County Medical Society !
Pre-Participation Athletic Screening Physical

Name! ) Sex: D Age Date of Blrh:
Address: Phone Number: ( ) -
Schoo!: ‘ Grads: D Sport{s):
Personal Physiclan:
in Case of Emergency, Contact; Name: : :
Relationship: Phone(H): (_ ) - w) ) -

_:;,ﬂstorh to be complsted by parent or guardian. If you answer yes fo any of the questions befow, pleass expiain.
es | No

Have you had a madleal illness or Injury sincs your last checkup or sporis physical? AIIA ; Oate o

] I:I Do you have an ongolng or chronic llness? . of Dose oS Dose Due
[:] D Have you ever been hosplalized ovemnight? Diptheria-Tetanus- 2'
D D Are you currently taking any prescription or non-prescription Periussls 3’
{over the counter) medicallons, pllis or inhalere? ) DTaP/OTPIOTTd |
D D Have you ever taken any supplements or vitamins {o help (spacify Type) 4
you galn or lose welght or improve your perfoermance? . 5,
D D Do you have any allsrgies (examplas: polten, medicine, food 1.
of stinging Insects)? Haemophilus 53
D D Have you ever had a rash or hives develop during or [lnfluenzae Type b |3
after exercise? {HIG} T
_ I:IHava you ever passed out during or after exerclse? . 1'
i D DHave you ever been dizzy during or after exercise? | Polic IPVIOPV 5
D DHave you ever had chest pain during or after exercise? {specify type) 3.
E] DDG you get tired more quickly then your friends do during exerclse? 4.
D DHave yout ever had racing of your hearl or skipped hearbeats? MMR ;
D DHave you had high blood pressure or high cholesterol? 1:
D [:lHave you ever been told you have a heart rurmur? Varicella 2.
[___| DHas any family member or relailva died of heart problems or sudden 1
death befare the age of 507 Hepatitls 8 2'
D DHava you had a severe viral infection (example: myccardiils or HBY =
mononucieosis within the last month? 3.
D DfHas a physlclan evar denled or restricted your participation In sports 1.
or any heart problems? 3
Do you have any current skin problems? (exemples: iching, rashes, ggﬁ;? gf: ccal 3
acne, warts, fungus or blisters)? ‘ ' 9 :
D DHava you aver had a head Injury or concussion? 4,
Have you evar baen knocked out, become unconscious, or lost your
I:] Dmemory? Other Vaccines
D DHave you ever had a seizure?
Notes
l:[ DDo you have frequent or severe headaches?

N lﬁ
; _ Have you ever had a stinger, bumer or
I:l DHa\ra you ever had numbness or tingling In your arms, hands, legs or feet? b pinched nerve?
I:I DHave you ever become ill from exerclsing In the heat?

D 'DDD you cough, wheeze or have trouble breathing during or after activity? D DDO you have asthma?
I:l DDD you have seasonal aliergies'that require medical treatment?

D Do you use any spaclal protective or corrective equipment or deyices that aren't usually used for. your spott or position (example: knee
D I_—_Ibrace. special neck roll, foot orthotics, reteiner on your teeth, hearing ald)?
Have

lasses,
you had any problems with your eyes or vision? ] DE;;{;’;;‘,??“' giasses, contacts or prolective
[ ] [IHave you ever had & sprain, strain or swalling after Injury? [] [ JHave you broken or fractured any bones
i or dislocated any joints?
Explain "yes" answers here:

1 giva my parmission that tha chid/sheden! named above may particioata kn inlerscholastic athlalics know{mﬂw Injuries that might eccur and ! consent fo firs! ald care rendered should i
be needed. {understand that the physiclan Wit not ba performing 8 complate physical axamination, mnd wil pol ba Habke for civil damages #s a result of acls er omissions in performing
the examination excepl for gross negigence,

wilifu! and wanlon misconduct, or ections outsida the scope of the physiian's icense. I, tha parent or Quardian, vnderstand thal not ali
He-threatening medics! conditions can by delected on these pra-pariicipation screening exsminations.

| hereby siate that, o the bast of my knawiedge, my snswers to the abovs questions sre complele and corect.

Slgnature of Parent/Guardian: Date:




]

Pre-Participation Physical Evaluation Screening
To be completed by medical personne!

Name:

Blrth Date: |. f /

Pulse: BP / / . /

Eye_s!Eérs.leéélThrbal

Hearl ~

Lﬁngs

Genitalia (males only) _ _ ]
i‘ﬁw}_ T "—"*?’Tuk:- Rl ﬁ Sy 3&%@@?3*‘%‘& :
NeckiBack
Shouid.erIElbow
VﬁnsUHand_'

Hibl.‘l’high S
Knee - _ |
Leg/AnklefFoot 5 in

| ceriify that | have examined the above student and recommend him/her as belng shle to cormpete in supervised athietic activities
not crossed out balow,

Basebali » Basketball » Cheerleading = Cross Country = Football » Golf « Gymnastics » {ce Hockey
Skiing » Soccer = Softball » Swimming® Tennls = Track = Volleyball = Wrestling

D Cleared MD/DO
Physiclan Signature Date

D Not Cleared For:

Recommendations:
- MD/DO
Physician Signature Date
Famlly Physiclan/ ~ﬁ_ MD/DO .
Cleared Physictan Signature Date

AN

This form Is based on recommendations published by the physician and sports medicine.




