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B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep a copy of this form in the chart)

Date of Exam T
Name . Dale of birth
Sex Age Grade School _ Sport(s)
Medicines and Allergies: 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? O Yes O No I yes, please identify specific allergy below.
O Medicines O Poliens O Food 3 Stinging Insects
Explain “Yes" answers below. Circle quastions you don't know the answers 1o.
GENERAL QUESTIONS Yes | No MEDIGAL QUESTIONS Yes | No
1. Has a doctor aver denled or restricted your parliclpation In sports for 26. Do you cough, wheeze, or have dilficulty breathing during or
any reasan? after exercise?
2. Do you have any ongoing medical conditians? If so, plaase idantify 27 Have you ever used an inhaler or taken asthma medicine?
below: O Asthma [3 Anemia [ Diabetes [J Infections 28. Is there anyone in your family who has asthma?
Other: — 29, Were you born without or are you missing a kidney, an eye, a lesticle
3. Have you ever spent Lhe nighl in the hospital? (males), your spleen, or any olher organ?
4, Have you sver had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes No 3. Have you had infectious monanucleosis (mono) within the last month? )
5. Have you aver passed out or nearly passed out DURING or 32, Do you have any rashes, pressure sores, or other skin problems? l
AFTER exercise? 33. Have you had a herpes or MRSA skin infeclion? |
6. Have you ever had.discumloﬁ, pain, lightness, or pressure in your 34. Have you ever had a head injury o concussion? i
chest during exercise? ~
3 1 : S 35. Have you ever had a hit or blow to the head that caused conlusion,
7. Does your heart ever race or skip beats (irregular bents) ifising exercise prolonged headache, or memory problems?
. sg:cidatl’lcttr?;te:;;llqu you that you have any heart problems? If so, 36. Do you have a hislory of seizure disorder?
O3 High bload pres.sure O A heart murmur 37. Do you have headaches with exercise?
O High cholestero! 1 A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[0 Kawasakl 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 unable lo move your arms or legs after being hit
echocardiogram) _or falling? o
10. Do you get lightheaded ar fecl more short of breath than expected 40. Hava you ever became ill while exercising in the heal?
during exercise? 41. Bo you get frequent muscle cramps when exercising?
1. Have you aver had an unexplained seizure? 42. Do you or someone in your r@ have sickle cell trait or disease?
12. Do you get more tired or short of breath more guickly than your friends 43. Have you had any problems with your eyes o vision?
during exercise? 44. Have you had any eye injuries? N
HEART HEALTH QUESTIONS ABOUT Y:llﬁ IF“MI"pmb b AL No 45. Do you wear glasses or contact {enses?
13, Haz any famiy membi or rolatve died of hedn probloms or had an - -
uAeapieiod of unexplsinad sudien death befory ge S fnchuding 46. Do you wear protective cyevo.lear, such as goggles or a face shield? 1 |
ing, plainad car actident, or sudden infant death syndrome)? 47. Do you worry aboul your weight?
14. Does onyono in your family have hyperirophic cardiomyopathy, Marfan 48. Are you rying to or has anyone recommended that you gain or
syndrome, arthythmogenic nght venlngular cardiomyopathy, leng QT lose weight?
Syrlldrl)n’lt;,l short '(.IYT slzndl‘mr'l:c. ﬂ:‘l_lu:dd syndrome, of catecholaminergic 49. Ara you on a special diet or do you avoid certain types of faods?
T ;oymurp it v_l‘" m:u' ! ll: hyr.av "1h—n-—~ Ei = ————| | 50. Have you ever had an eating disorder? -
) in?;ﬁaraﬂr;y:z:{li:ryilll):{or;ml y/havajalhedrtpro%eri, pCOMERER Or 51. Do you have any concerns that you would like to discuss with a docter?
16. Has anyone in your family had unexplained fainting, unexplained FEMALES OHLY
salzures, or near drowning? 52, Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yos No 53, How old were you when you had your first menslrual period? -
17 Have you aver had an injury to a bone, muscle, ligament, or lendon 54. How many periods have you had in Lhe fast 12 monlhs?
i i ?
ihat caused you to miss a praclice or a game? ain "yos" answers hero
18. Have you ever had any broken or Iraclured hones or dislocaird joinls?
19, Have you ever had an injury that required x-rays, MR, CT scan, o e T -
inleclions, therapy, a brace, a cast, or crutches? e —— —_—
20. Have yiu ever had a stress fracture? - — —— == ——
21. Have you over been told Ihal you have or have you had an x-ray far neck
instabitity or atlantoaxial instability? (Hown syndrome or dwarfism) -
22 Do you regularly use a brace, ortholics, or othor assistive device? I -
23 Da you have a hone, muscle, or jaint injury that bothers you? —_—— —eee
24, Do any of your ruumsﬁ ecoma painful, swollen, lael warm, of Lrﬁk [e_gi?‘_ | = =
25, Do yais have any higiory of juvenite artheils of conniclive lissue disgazi? | — - —_— = — =

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

Signaturo of athlote __ A, PR L S o T s

©2010 Am?n‘mn Academy of Family Ph: ysvnmrs,_/l

Signature of pyront/guardian __

Dato __,

wican Acadeny of Pediatnics, Amarican Collagn nf Spocts Medicine, American Medical Society for Sporls Mc_dicina. American Orthopaedic

Society for Sporis Medicine, and Amencan Osleopathic Academny of Sporls Madicinte Permms<ion 15 granted to repeint for noncommercial, educational purposes wilh dcknowledgment.

0%
Now Jersey Department of Education 2014; Pursuant to P.L2013, ¢.71
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@ PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM

Name

PHYSICIAN REMINDERS
1. Gonslder additlonal guostions on mora sensitive issues
= Do you feel stressed oul or undor a lot of pressura?
* Do you gvor foe! sad, hopoloss, dopressed, or anxious?
= Db you feel safe at your home or residonce?
* Huve you ever tricd cipareties, chewing tobaeco, souif, or dip?
* Duting the past 20 days, did you use chowing tobacco, snull, or dip?
* Do you drink atcahol ar use any other dnags?

* Hiwe you over laken anabiolic sterolds or used any other performance supplemont?

= Hove you over taken any supplomants to lelp you gain or lose wininhl or imy
= Do you wear & seat bolt, use a helmel, and ute candoms?

2 ians on ympt (iuostions 5-14).

yaur perf
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Date of birth

EXAMINATION

! Taight Weight

1 Male 3 Female

BP / { ! } Pulse

Vislon R 20/

L 20/

Comected DY DN

MEDICAL

HORMAL

ABNORMAL FINDINGS

Appearance
« Marfan sligmala (kyphoscoliosls, high-arched pafate, pectus excavalum, arachnodactyly,
arm span > heyght, Iyyporiaxity, myopra. MVPR, aortic mnulliclkncy)

'Eycs/earslnnsellhmal
= Pupils equal
= Hppring

Lymph notes

Heart®
= Murmurs {auscutation standing, supine, +/- Valsalva)
« Location of point of muzimal impulss (PMI)

Pulses
« Simuitsneous femotal and radial putses

Lutigs

Abdomen

Gondtaunnary (males only"

Skin

»  HSV, lesians stpgustive of MUSA, linea corpors

Nrurologe

MUSCULOSKELETAL

Neck

Buck

Shouldor/arm

Elbow/tarearn

WristhandMingers

Hig/thiiegh

Knee

1 egfatkdn

Foot/toes

| Functionat
= Duck-walk, singlo lcg hop

sConsider ECG, echocardipgrim, and rtenml 1 tardiglogy bt st pardiac hutlory or cram.
*Cansidor GU et if L priv: y presant b recormpided
Cansidor coghishing evabaztinn o bo v beitlng @ 2 history il Significant concusslon,

O Cleared for all sports without restriction

O Cleared far all sports without reslriclion wilh recorr for further evaluation or

t for

O Not cleared
O Pending further cvalualion
O For any sporls
[ For certain sports

Reason : =

Recommendalions

t have exéfnined the above-named studenl and cum_pleled the prepariiclpation physical evﬁl_uallon. The athiele does not present aﬁarcnl clinical cunlralndi:allmo pranllc-e and

participate in the spori(s) as autlined abave. A copy of the physical exam is on record in my office and can be made available lo the school at the request of the parents. I conditlons

arise after the alhlete has been cleared for participation, a physician may rescind the clearance until the proeblem isr

to the athiete (and parents/guardlans).

Name of physician, advanced practice nurse (APN), physician assistant (PA) {primtAype)

Address
Signaturo of physician, APN, PA _

©2010 American AI'M/I'.I")TOl ‘F.;;HITI;/AF’I}'.:-IA;"IIS, Amevican Acaduemy of Pedialrics, Amenicon Coviege of Sperts Medicine, American Modical Sacicly lor Sports Medicine, A

d and the pol

are complelely explained

q

__Dawe _
Phone _ _

04 h Ji

Saciely for Sporis Medicion, and Amencan Ostuapattu: Acadomy of Spocts Mediciwe, Pernussion is granted to reprint for puncommercial, educational purposes with acknowledgment. i

HEOSDI
New Jerscy Departmont of Education 2014; Pursuant to P.L 2013, ¢ 71

2 76410418
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B PREPARTICIPATION PHYSICAL EVALUATION 1000566083_19871 5_9
CLEARANCE FORM

Name = Sex OM OF Age. __ Date of birth I

O Cleared for all sports without restriction

O Cleared for all sports without restriction with recommendations for further evaluation or treatment for . —

0 Not cleared
O Pending further evaluation

[ For any sports

0O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information _ = S S —— R

| have examined the ahove-named student and completed the preparticipation physical evaluation. 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 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 until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/quardians).

Name of physician, advanced praclice nurse (APN), physician assistant (PA} _ e I Date ___ . __ _ _

Address ______ _. Phone

Signature of physiclan, APN, PA

Completed Cardlac Assessment Professional Development Maodule

Date Signature____ o . - .
©2010 American Academy of Fa-mily?, icians, A Agédamy of Pedlﬁn’cs. American College ozspén’s MeEdnéﬂﬁan Medical Sociely for. Sports ﬁ;e_d/cil_w, American Orthopaedic .
Society for Sports Mexdicine, and Amenican Osteopathic Acad of Sparts Medicine. Permission is g d to reprint for noncommercial, educational purposes with acknowledgment.

New Jersey Dapartment of Education 2014; Pursuant to P.L 2013, c. 71



B PREPARTICIPATION P
THE ATHLETE wi
SUPPLEMENTAL

HYSICAL EVALUATION
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TH SPECIAL NEEDS:

HISTORY FORM

Date of Exam - ‘——————-—___________‘———'——-—*——-————______
————
Name Date of birth
Sex Age Grade Schoat Sport(s)
1. Type of disablfity o -7
2. Date of disability
3. Classification f available)
|_4. Cause of disalmlity (birth, teasa, accidant/irauma, othar) -
S. List the sparts you ara interested in playing
Yes No
6. Do you reguizly use a braco, assistive device, or prersth
7. Do you use any “pecil brace or assistiva devige for spits?
. OWOll trse —_— el
8. Do you have any raties, presstte sores, or any othor skin problems? I

9. Do yiut have a taring loss? Do You use & iearing ald?

10. Do you have a visual impiirment?

11. Do you use any “pecial devices for bowel or bladder fi 7

12. Do you have burning or discomfart when urinating?

—

13. Hava you had autonomic dysrefan?
14, Have you ever been dingnosod with a heat-related hyp

10} or cold-related (tyyihermia) iliness?

15. Do you have muscle spasticity?

16. Do you have Trequont seizures that cannot be controiled Ly medication?

Explain “yes" answers here

Ploase indicate if you have ever had any of the following.

I Atlantoaxial Instability

-ty ovaluation for attanioaxial insiibility

_lls‘locat_ed jolnts (meve than aney L
sy bleading

Enlirged spleen

Hepatins

Tsteopenia or oitaoparnsis
Bt el
_lhlr.na!lr cantrolling bowel

ity eantrolling bladder

‘Numbness ar tinghing in arms or hands
Numbness or fiwgling in lee or feet

Weakness 1n arms or handg

Waakness in l6gs or feat

Recent thange in coordination

Recent clitige 1 Mnlly to walk -
Spired bifida
Latex sllergy

Explain “yos" answers here

I hereby state that, 1o the bost of my knowledge,

Signaturo of athlatp

oz 10 Am._elﬁ:.m a!cjn-f;r
Sixciety for Sperts Modicine, ang American Ovtoopethe Acdarny
New Jersey Department of Education 2014; Pursvant to P.L.2013,

:;oﬂ'.trﬂd; P?p-.w:.r:rs, Ammu:.mdr.rm":)?a s::' F.-m‘;r;r:
s Ml

my answars to the above questions are complete and corract.

Signaluro of parcnt/guardian —

Amancan G.'.’r..r-';'a.'m.- o S;.!:a_ra .v,m;ﬁ A

0. Pitmssion o grantied tn L
c.77

metican Medical Socivty foe
g R eeuEntang §

Date
Sperrts Merticing, Amercan rthopapeie
WP with J:Jun.u||f-‘g§;f?:w.-r



New Jersey Department of Education
Health History Update Questionnaire

Name of School:

| To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
| examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
| questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? Yes[:] NOD

If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? YesD NOD

If yes, explain in detail:

(98]

. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DNOD

If yes, describe in detail.

4. Fainted or “blacked out?” Yes DNOD
If yes, was this during or immediately after exercise?

w

. Experienced chest pains, shortness of breath or “racing heart?” YesD NOD

If yes, explain

(=)

. Has there been a recent history of fatigue and unusual tiredness? YesD NOD
. Been hospitalized or had to go to the emergency room? YesDNoD

~]

If yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age

50 had a heart attack or “heart trouble?” YesD NOD
9. Started or stopped taking any over-the-counter or prescribed medications? YesD NOD
10. Been diagnosed with Coronavirus (COVID-19)? YesDNoD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NoD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NOD
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? Yes No

Date: Signature of parent/guardian:
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State of New Jersey 1000566083_19871 9_9

DEPARTMENT OF EDUCATION
Sudden Cardiac Death Pamphlet
Sign-Off Sheet

Name of School District:

Name of Local School:

I/We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

Student Signature:

Parent or Guardian
Signature:

Date:

New Jersey Department of Education 2014: pursnant to the Scholastic Student-Athlete Safety Act, PL. 2013, c.71

E1d 00395



