St. Clement’s School Athletics Physical

PREPARTICIPATION PHYSICAL EVALUATION — MEDICAL HISTORY

This MEDICAL HISTORY FORM must be completed annually by parent (of guardian) and student in order for the siudent 1o penticipate in athletic activities. These
questions are designed 1o determine if the stodent has developed any condition: which would make it hazardous to participate in an athletic cveat.

Smdent's Name: (print) Sex Age. Date of Birth

Address _Phooe,

Grade : School

Persomal Physician Phone.

Ir caze of emergency. contact:

Name Relmjonship Phone (H} (W),

Explain "Yes" answers in the box below®®, Cirde questions you don't know the answers to. Any Yes answer to questions 1,2,3,4, 5, or § requires further
[ medicat evaluation which may tnclude a physical examination. Written elearanct fromsa physiciun, physician assistant, ckiropracior, or nurse procttioner is
\neguire bore gy poticiption

I. Have you had a medical illness or injury since your last check
up or gports physical?

2. Have you been hospitalized ovemnight in the past year?
Have you ever had surgery?

3. Have you ever passed out during or afier excrcise?
Have you ever had chest pain during or after exercise?
Do you get tired more quickly than your fricads do during
exercisn?

13,  Have you ever goilen unexpectedly short of breath with
exercise?
Do you have asthma?
Do you have seasonal allergies that reqquire medical treatment?
14. Do you usc any special protective or comective equipment or
devices 1hat aren't nsually used for your sport or position (for
exampie, knee brace, special neck roll, foot orthotics, relainer
o0 your ieeth, bearing aid)?
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Have you ever had racing of your heart or skipped hearibeats? 15. H‘”mmm"m'm‘“mm“.slﬁ“i“j“'y? Qo
Have you had high blood pressure ot high cholestierol? jI:::;gouhukenorﬁwhmﬂmybmuotMomwdmy 00
Have you cver been told you have a hean murmar? Have you had any other problems with pain or swelling in
Has any family member or relalive died of heart problems or of mnsclz:.“r.uldo:\.:bms.orjoinu? e Sfg)
sudden unexpecied desth before age 507 I yes, check appropriate box and cxplain below.
Has any family member boen diagnosed with enlarged heart,
(dilated cardiomyopathy), trypertrophic cardiomyopathy, long 0 Hesd 0O Ebow O Hip
QT syndrome or other ion channeipathy (Brugada syndrome, O Neck [0 Forearm [0 Thigh
eic), Marfan's syndrome, or aboormal heart thythm? T 0O Bsk O wis O Koee
Have you had a severe viml infection (for example, .
myocarditis or moncnucleosis) withip the last mooth? 0 Ches 0 Huxd 0 shinCaif
Hias a physician ever denied of restricted your participationin. [ [ 0 Shoulder 0 Finger O Acke
sports for any heart problems? O 1 UpperAm [0 Foot
4. Have you ever had & head injury or concussion? O .
Have you over been knocked out, become unconscious, or lost [ [ ] 16. Doyouwanlto_wmghmorlmlhm!vwdon?w? aago
your memory? Doyoulo?welghtmgnlnlylnmwaghlmqnlwm for o
H yes, how many When was the last your sport’
times? concussion? 17. Doyoufeelsm;edctm? . . - (]
Howsemwsmh_onc?(awlainbelow) _— 18. ga:iecﬂ:uc:;er_been:nmsedmlhmmmdfwmklcuumt O a
Have you ever had a seinure? O 0 Females Oaly
Do you have freguent or severe hoadaches? o o 19, When was your first menstrual period?
Have you ever had numbuess or tingling in yourarms, hands, [0 [0 When was yoxr most recent menstrual period?
legs, or feet? . I
Have you ever had a stinger, burner, or pinched norve? o o0 meuo:heu?md:fy:olm Tye from the sart of one
5. Are you missing any paired organs? o g How many periods have you bad in the last year?
6. Amyouuderadoctor'scar? B = R Whst was the longest e betwern periods in the last year?
7. Am you currently taking auy prescription or non-prescription [ [ ‘An budividoal anewering in the affirmative to 18y question Teiaiing to & potsible
(over-the-counter) medication or pills or using an inhales? d tar lncalth facue (qoestion three above), as kientified oty the form, sbould be
8. Do you have any allergics (for example, to pallen, medicine, [J [ Testricted from ferther participation utl the bdividual b examined and cieared by a
food, o stinging insects)? i
9.  Have you ever been dizzy during or afier excrcise? O3
10. Do you have any current skin problems (for cxample,itching, [ O
rashcs, acoe, wagts, fungus, ot blisters)?
11. Have you ever become jll from excrcising in the heat? o a
12. Have you had any problems with your eyes or vision? O O

i1 is understood that even though protective equipment is wom by the athlete, whenever needed, the possibility of an accident still remains. Neither the Universicy
Interscholastic League nor the school assumes any respousibility in case an sccident occurs.

11, in the judgment of any representative of the school, the above student should need immediate care and trestment as a result of 2y injury or sickness, | do hereby
request, authorize, aod consent 1o such carg and treatment a5 may be given said stadeat by any physician, athletic trainer, nurse or school representative. 1do hereby
agree lo indemnify and save harmless the school and any school or hospital represeatative from any claim by any person on account of such care and treatment of said
student,

If, betweea this date and the begirming of athletic competition, any illness or injury should occur that may Hmit this student's panticipation, I agres to notify the school
authorities of such illness or injury.

K bereby state that, to the best of my knowledge, my answers to the above questions are complete and cormect.

Student 5i ParetAGaardian Si 4 Date:
THIS FORM MUST RE ON FILE PRIOR TO PARTICIPATION IN ANY PRACTICE, SCRIMMAGE OR CONTEST BEFORE, DURING OR AFTER SCBOOL.




St. Clement’s School Athletics Physical

PREPARTICIPATION PHYSICAL EVALUATION — PRYSICAL EXAMINATION
Student's Name Sex Age Date of Birth,

Height Weight % Body fat (optional} Pulse Bp___/ (/)
brachial blood pressure while sitting

Vision R 20/__ L2007 Comected: DY ON Pupils: O Equal [ Unequal

NORMAL ABNORMAL FINDINGS INITIALS®

MEDICAL
Appearance
Eyes/Ears/Nose/Throat
Lymph Nodes
Heant-Auscultation of the heart in
the supine position,
Heart-Auscultation of the heart in
the standing position.
Heart-Lower extremity pulses
Pulses

Lungs
Abdomen
Genitalia (males only)
Skin
Maifan’s stigmata (arachnodactyly,
pectus excavatum, joint
hypermobility, scoliosis)
MUSCULOSKELETAL

Neck
Back
| Shoulder/Arm

Elbow/Forearm

Wrist/Hand
Hip/Thigh

Knee

Leg/Ankle

Foot

*station-based examination only

CLEARANCE

Bl Cleared

O Cleared after completing evaluation/rehabilitation for:

0O Not cleared for: Reason:
Recommendations:

The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Board of
Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,
or a Doctor of Chiropractic. Examination forms signed by any other health care practitioner, will not be accepted.

Name (print/type) Date of Examination:
Address:
Phone Number:
Sigaature:

Must be completed before a student participates in any practice, before, dusing or afier school, (both in-season and out-of-season) or games/malches.




