
Sex - Age - Date of Birth

In case of emergency, contact: Name -Relationship

This section is to be carefully completed by the student and his/her parent(s) or legal guardian(s) before participation in interscholastic athletics in

order to help detect possible risks.

(over-the-counter) medicines or pills?

[l Do you have allergies to medicines, pollens, foods, or stinging insects?
tl Do vou think vou are in oood health?
El Hr* yo, ever passed o-ut or nearly passed out DURING exercise?

ll H"u" you eurr pursed out or nearly passed out AFTER exercise?

fl Have you ever had discomfort, pain, or pressure in your chest

plain "YES" answers in the space ircle

don't know the answer to.

f! Has a doctor ever denied or restricted you particiPation in
sports for any reason?
Do you have an ongoing medical condition (like diabetes or asthma)?
Are you currently taking any prescription or nonprescription

during exercise?
Does your heart race or skip beats during exercise?
Has a doctor ever told you that you have (check all that apply):

I High Blood Pressure f] A hearl murmur

! High Cholesterol ! A heart infectton

ll! Has a doctor ever ordered a test for your heart? (for
example, ECG, echocardiogram)
Has anyone in your family died for no apparent reason?

Does anyone in your family have a heart Problem?
Has any family member or relative died of heart problems or

of sudden death before age 50?

Does anyone in your family have Marfan syndrome?

Have you ever spent the night in a hospital?

Have

Yes
Do you cough, wheeze, or have ditficulty breathing during or atter exercise? D
ls there anyone in your family who has asthma? tr
Have you ever used an inhaler or taken asthma medicine? tr
Were you born without or are you missing a kidney, an eye, a testicle, or
any other organ? n

Have you had infectious mononucleosis (mono) within the last month? D

Do you have any rashes, pressure sores, or other skin problems? tr
Have you had a herpes skin infection? tr

Have you ever had a head injury or concussion? D
Have you been hit in the head and been confused or lost your memory? [1
Have you ever had a seizure? D
Do you have headaches with exercise? D

No
D
D
D

D
n
D
D
D
tl
D
tr

fltr

Yes No
D D
D D

D u
D N
D D
D D
D t r

D D
D D

D D
D D
Dt r
n t r
D D
D D
t r n
N E
D t r

t r D
D N
D t r
D D

D D
D D
D D

D

!

Have you ever had numbness, t ingling, or weakness in your arms or

legs after being hit or falling?

fflHaue you ever been unable to move your arms or legs after being hit or
falling?

ff,lWnun exercising in the heat, do you have severe muscle cramps or
become ill?

ff,l Has , doctor lold you that you or someone in your family has sickle cell
trait or sickle cell disease?
Have you had any problems with your eyes or vision?
Do you wear glasses or contact lenses?
Do you wear protective eyewear, such as goggles or a face shield?
Are you happy with your weight?
Are you trying to gain or lose weight?
Has anyone recommended you change your weight or eating habits?
Do you limit or carefully control what you eat?
Do you have any concerns that you would like to discuss with a doctor?

t r D

D D

N D
D FEMALES ONLY

?l!i n"u" you ever had a menstruat perroo /
D lll Ho* oto were you when you had your farst menstrual period?

$no* many periods have you had in the last 12 months?

Exolain "Yes'Answers Here: (Attach additional sheets as needed)

Have you ever had a stress fracture?
Have you been told that you have or have you had an x-ray
for atlantoaxial (neck) instability?
Do you regularly use a brace or assistive device?
Has a doctor ever told you that you have asthma or allergies?

! n

(we) hereby state, to the best of my (our) knowledge, my (our) answers to the above questions are comPlete and conect.

Signature Signature: Date:

Parent or Guardian (lf athlete is under '1 8)

The student has family insurance f] yes D No; lf yes, family insurance company name and policy number:

NOTE: CONSENT AND HIPAA RELEASE FORMS THAT MUST BE SIGNED BY BOTH THE PARENT AND THE STUDENT ARE ON A SEPAMTE SHEET.

NOTE: HISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TO PHYSICAL EXAMINATION

Modifed from Amed€n A€demy of Family physicians, American AGdemy of Pediatrics, American college of Sports Medicine, AmeriGn Medical Society for Sports Medicine, American

Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine, 20M. Rev. 03/06

D D
t r n
D t r

Have you ever had an injury, l ike a sprain, muscle or l igament

tear, or tendinit is, that caused you to miss a practice or
game? lf yes, circle affected area below:

Have you had any broken or fractured bones or dislocated
joints? lf yes, circle below:

Have you had a bone orjoint iniury that required x-rays, MRl,

CT, surgery, injections, rehabil itation, physical therapy, a

brace. a cast. or crutches? lf

for atlantoaxial (neck) instability?



The segtion below is to be completed by physician or staff after history and consent forms

2 o t 4

are completed.

Students Name Birth Date

ight_ Weight "/" Body Fdt (optionar) pulse_ Bp I , I

Vision R 20/ L20l C o r r e c t e d : Y N P u p i l s : E q u a l Unequal

Fol low-Up Ouost lona on Moro Sensi l lve Irsues (Optional)

1. Do you feel stressed out d undsr a lot of pressure?

2. Do you ever feel so sad or hopeless that you stop doing som€ of yow usual activities for more lhan a few days?
3. Do you feel safe?

4. Have you ever lried cigarelte smoking, even 1 or 2 puffs? Do you currenlly smoke?

5. During the past 30 days, did you use chewing toba@. snuff, o. djp?

6. During the past 30 days, have you had at leasl 1 drink of al6hol?

7. Have you ever taken sleroid pills or shols withoul a doctor's pressiption?

8. Have you ever taken any supplemnts to help you gain or lose weight or improve your perlorune?
L Oueslions from the Youlh Risk Behavior Suruey (http://M.cdc aov/HeatlhyYNth/yrbs/index.htm) on guns, seatbetts, unprotected sex. domestic violen@, drugs, etc

Noles:

rance

E

nooe

Heart

Murmurs
Pulses

Abdomen

Geni ta l ia s
Skin

rleck

3ack

lhoulder/arm
llbow/forearm
fr'risVhand/finoers

lip/thiqh
(nee

-eq/ankle
:ooVtoes
'Mul l ip le-examiner set-up onl ;
Notes:

o
o

Cleared without restriction

Cleared, with recommendations for further evaluation or treatment for:

D Not cleared for: o

Recommendations:
All Sports D Certain sports: Reason:

Emergency lnformation :
Allergies:
Other Information:
Name of Physician: (prinUtype/stamp) (M.D. ,  D .O. ,  D .C. )  Date :
l f  the Physic ian's Assistant  (P.A.)  or  Advanced Nurse Pract i t ioner (A.N.P.)  performed the exam, name and address of  col laborat ing physic ian or
physic ian group:
Address:

Signature of Physician

Phone:


