Pages 1-3 must be filled out
completely and signed by a parent
or guardian

Pages 4-5 must be filled out
completely and signed by your
child’'s physician

Return all completed and signed
documents to the health office



ATTENT!GN PARENT[GUARDIAN The preparlicipatlon physmal exammailon {page 3) musi be compleled by a heallh ca;e prowd '
=1he Studeni:zAthicle Ca{diac Assessment Professional Developmem Module, 5

who has compieted

HISTORY FORM

(Nate: This fonn Is to be filled out by Ere patient and parent prior to seeing the physician, The physician shoufd kespe copy of this form in the chart)

Date of Exam
Name Date of birth
Sex Age Geade Schoal Spertls)

Medicines and Aflergies: Please Rst all of the prescription and over-the-counter medicines and supplements {herbal and nutritional} thef you are currently taking

Do you have any allergies? {1 Yes [1 No Hyes, please identify spacific allergy below.
[ Medicines 0 Pollens [ Food {1 Stinging nsects

Explain “Yes” answers below, Gircle questnons you don't know ihe answers to.

BENERAL L]UESIIGNS L e S Yesl | | [MEDGAL QUESTIONS L T T e [ Yes | e
1. Has a doctor ever demed o resmcted your paltlcapatlon in spult‘; for 26. Do you cough, wheeze, of have d'ﬁ’“”m’ '3“33“"“9 du;:ng or
any 1eason? after exercise?
2. Do you have any angoing medical conditions? |f so, please idensfy 27 Have you ever used an inhaler or taken asthma medicine?
below: 1 Asthma  [1 Anemia (3 Diabetes [3 Infections 28. s there anyone in your family who has asthma?
Otteer: 29. Were you born without o are yeu missing a kidney, an eye, a testicle
3. Have you sver spent e night in the hospita? {mates), your spleen, or any other organ?
4. Have you ever had strgery? 30. Do you have groin pain or a painfud bulge or hernia in the giain area?
HEART HEALTH QUESTIONS AROUY YOU -, "5 0 50 oo 2] g™ [ Mo ] | 31, Have you had infestious monanucleosis {mena) within the last menth?
5. Have you ever passed out or neatly passed out DURING or 32. D you kave any rashes, pressure sores, or ofher skin problems?
AFTER exercise? 33. Have you had a herpes or MBSA skin infection?
6. Have yOU ever had.dlscomfon, pain, §gliness, o pressure in your 34, Have you ever had 2 hiead ijury or concussien?
chest during exercise? - .
- - - Y 35, Have you ever hrad a hit or blow o the head that caused confusion,
7. Does your heart ever 1ace or skip beats (imeguiar beals) during exercise? pralonged headache, or memory problerns?
8, Has a doctor ever told vou that you have any heart problems? i so, 36. Do you have a histary of seizure disor Gar?
chack alf that apply: - - -
O3 High bood pressura 1 Aleart imurmis 37. Dayou have headaches with exercise?
O High chotesterol L1 Aheart infection 38. Have you ever had numbness, tingfing, o weakness in your arms or
O Kuwasak disease Other; ieqs after heing hit or falling?
9. Has a doctor ever ordered a test for your hean? (For example, ECG/EKG, 39. Have you aver heen unable to move your arns of lags afler being hit
echocardiogram) o falling?
10. Do you get lightheaded or feel more short of breath than expectsd 46. Have you ever become il while exercising in the hisat?
during exercise? 41. Do you get frequent rmusele cramps when exercising?
11, Have you ever had an unexplained seizure? 42. Do you or someons it your farily frave sickle cell trait or disease?
12. Do you get more fired or short of breath more quickly than your friends 43, Have you had any problems with your eyes o vision?
during exercise? —
p - AR - 44. Have you hvad any eye injunies?
HEART HEALTH .QUESTIQMS AB(]FIT Y{?UR FARRLY . 0o o o[ Yes | - Neo 35, T you wear glasses or contact lenses?
12. Hasany family member of relative died of heatt prablems of had an 46. Do vou wear [rolestive eyewear, such as goggles of a face shield?

unexpected of unexplained sudden death before age 50 (nduding

drowning, unexplained car aceident, or suddan infant death syndrome)? 47. Do you worry about your weiglt?

14. Does anyone in your family have hypertrophic cardismyopathy, Marfan 48. Are you Irying to or has anyone secommented that you getn of
syndroime, anlythmogenic right ventricular cardionsyopatiyy, long OT lose weight?
syndrome, short AT syndreme, Brugada syndrome, or catecholaminergic 48, Are you on a spevial diet or o you aveid certain types of fonds?

polymoiphic ventricufar tachyoardia?

50. Have you ever had an eating disorder?

5. Does anyoie in your family have a heart probiem, pacemaker, or

implanted defbillator? 51. Do you lave 2 any Goncens thal you wou!d I|ke o dlscus': with a dnntor"'
16. Has anyone in your family had unexplained fainting, unexplained FEMALES OMLY- -

seizines, of neay drowning? 52. Have you ever had a menstrual period?
BONE AND JOUNT QUESTIONS 050 0 i i i 1 s 1 e 53, How old wese you when you liad your first menshual period?
17. Have youi ever had an injury ta a bone, muscle, llgamem of tendon 54. How many perdods have you had in the last 12 months?

that caused you fo iniss a practice o a game?

- Explain “yes® answers here
18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required srays, MRI, CT scan,
imjections, therapy. a brace, a cast, or crutches?

20, Have you ever had a siress fiacture?

e

, Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? Down syndrome or dwarfism}

r

72, Do yaou requizly use a brace, orthetics, or other assistive device?

23, Do you have a bone, musde, or joing injury that bethers you?

24. Do any of your joints become painful, swollen, feel warm, or fook red?
25. Do you have any history of juvesile artiviBis or conhective fissue disease?

I hereby state that, to the hest of my knowledge, my answers to the abeve questions are complete and correct,
Sigrature of athlete Sighature of parent/guardian Date
o010 AmerfzanAcan’a};;}f. of Fani y.:.f’;'l ysfciahs, American Acadetmy afPediaafcs, American Coflege of Sports Medicing, American Medical Society for Spo:fs Mé.a.’rbine, Ateican Oithopaedic

Society for Sperts Medicie, and American Dstecpatiic Academy of Spoits Medicine. Perission is granfed to repiint for sionsommercial educational paposes with acknowledgment.
0503 26610410
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of hirth
Sex Age Grade School Sport(s)

1. Type of disability

2. Date of disabilily

3. Classification (if avasable)
4

1)

. Cause of disability {birth, disease, accident/rauma, other}

. List the sports you are interested in playing

Ve o]t Bee T

. Do you requiarly use a brace, assistive devise, or prosthetic?

G
7. Do you use any special brace or assistive device for sports?
8. Do you kave any rashes, pressure sores, of any other siin problems?
9. Do you have a hearing ioss? Do you use a heating aid?
10. Do you have a visual impairment?

11, Do you use any special devices for bewsl or bladder function?

12. Doyou have busting or discorior when udnating?
13. Have you had autencinic dysreflexia?

14 Have you ever been diagnesed with a heat-refated fyperthermia or cold-related fwypoiliermia) illness?
15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlied by medication?

Explain "yes” answers here

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

S Yest i e

Attantoadal instability

X-ray evaluation for atlantoaxial instability
Disfosated jeints {more han ong)

Fasy bleeding

Enlarged spleen

Hepatitis

Osleopenia or osteoporosis

ifficulty confrolling bowel
Difficulty controlling bladder
Hurbmess or fingling in asma or hands

Numbness or #ngling in legs or feet
Weakness in anms or lands

Wealness i legs or feet

Recent ¢hange it coordination

Recent change in ability fo walk
Spina hilida

Latex allergy

Explain “yes” answers here

| hereby state that, 1o the best of my knowiedge, my answers to the above questions are complete and correct,

Slonattre of athists Sighatre of parent/guardian Date

l@;’:’t?.?(.)Af.neficar.J .Ax.ﬁar;':emy of F&;’l‘l .'iy ?!l jét.'cfa.rw. AmeuranAu&dem y afPedfamcs A'l.reﬁcén Co.'feg;-e of ;S‘ﬁons Mediu-:iné, .An-;enban Meﬁicaf Sﬂﬁfe!y for Spor(s. !.i'iedf:ciﬁ.é, f.ﬁu.e;réc.r?.n. U’fﬂ' wé:ééd.i.c. o
Seciety for Sposts Medicine, and American Osteapathic Academiy of Sports Medicine. Pernission is granted to reprint for noncommergial, sducational purposes with ackrowledgmrent.
New Jersey Department of Educalion 2014; Pursuant to PL2H3S, .71 O g



State of Nefs Jersey

DEPARTMENT OF EDUCATION

HEALTH HISTORY UPDATE QUESTIONNAIRE

Name of School

To participate on a school-sponsored interscholastic or intramural athleiic team or squad, each student whose
physical examination was compleled more than 90 days prior fo the {ivst day of official practice shall provide a
leakth history update questionmaire completed and signed by the student’s parent or guardian.

Sindent 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____ No_
Ifyes, desciibe in detail
2. Sustained a concussion, been uncotscious or lost memory from a blow to the head? Yes No
If yes, explain in defail
3. Broken a bone or sprained/strained/distocated any muscle ot joints? Yes No
If yes, describe in detail
4. Fainted or “blacked out?” Yes No
I yes, was this during or inunediately after exercise?
5. Experienced chest pains, shortness of breath or “racing heart?” Yes No

H yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? Yes No

7. Been hospitalized or had fo go to the emergency room? Yes No
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
uncer age 50 had a heart attack or “heart trouble?” Yey

9. Started or stopped raking any over-the-counfer or prescribed medications? Yes___ No
It ves, name of medication(s)

Date: Signature of parent/guardian
PLEASE RETURN COMPLETED FORM TO THE SCHOOL NURSE'S OFFICE

E14-00284

Page

W



sical examination must be corducled by a health Gaie provideriwho 1) s a ficensed physic
] 2) coimpleted {he Student-Athlete Gardiag mant Professional Developriient Modt

-;*.E

PHYSICAL EXAMINATION FORM

Narme Nate of binh

1. Consider additional quesilons on more sensitive issues
* 0o you eel stressed ot 07 under a lof of pressure?
* Do you cver Teel sad, opeless, depressed, or anstous?
* Do yeu fee! safe at your hotne or resldonce?
* Have you ever lied cigareties, chewing lobaceo, sruff ar ip?
* Burlsg the past 30 days, &id you se chewing tobatcoe, snuff, or dig?
* bs you drink alcohol 6r ise any other drags?
* Have you ever faken anabollo slerolds or used awy other performanca supplement?
* Have you ever taken any supplements te hedp you gatn or lese welghl o improve Yot performance?
* o yonweir a seat belt, use a helmet, and use sondoms?
2. Consider reviewing questions on cardiovaseular symptomis (questions 5-14),

EXARINATIO

Feiglit Weigi Wl O Female

[k ! { { ) Palse Vision R 20/ L2/ Comegled Y TN

'MEBICAL ¥ T e s e S v ARHORMAL FINDINGS TV

Aopearmnce

« Harfan sfigmata kyphoscolivsis, high-arched palate, pectus excavatum, sfachrodactyly,
atm span > height, hypeitaxity, ryopia, MVP, aoric insutficiency)

Evesears/nose/the oat

+ Pupils aneal

* Heariny

iymph nodes

lHearl*

+ Bunnurs {ausciitefion standing, supine, +/- Valsaiva)

+ |ogation of poirt of maximal impulse PG

Pulses

+ Simultaneous lemoral and radial pulses

Lungs

Ahdomon

Genitourinary {males enly)

Skin

« HEY, lesions suggestive of KASA, inea corporis

Heurologic®

MUSGULOSKELETAL:

Heck

Back

Shoulder/ann

Etbow/foreann

Wristbandtiners

Hip/thigh

Knee

Lenfanide

Foat/toes

Funehional
+ Ducl-waik, single teg hap

Consider LOG. echesardiogram, and referal {o cardiology for abnormal cardiac Wistasy or sxam.
*Considet GU exam it in private selting, Haviug thivd pary pesent in izeommended.
~Considst sogniive eveliation of baseli asychiatie lesting i o hislory of slgnificant coneussion,

3 Cleared {or all sports without restriction

£ Cleared for all sports withas reshiclion with reconnnendations for furilior evaluntion or rgatment for

0 féot clsared
O Pending ferther evatuaiion
O For any spoils

£t For cetfain sports

Heesen

flecaminendations

Hiave examined the above-named sfudent and complefed the prepardicipalion physical evatuation. The athlvte does ot present apparend siinical conlraladiealions lo practice and
participale iy the sporl{s} as onllined akove, A copy of the physical exam is ot record i my offive and can be made availabie ta e schesl ai 15n request of the pasenis, 1§ condiinns
arise ailer e athlele has been cleared for parlicipation, 2 physisian way rescind {bs clearance until the profilem is resolved and the potential consequences are complelely explaingd
te the athlefe {and parents/guardians).

Narre of physician, advanced praciice nurse [APN), phiysician agsistant {PA) {pristtype}, e YR OF XA

Address Phohe

Signature of physician, APN, PA

2070 American Acadeniy of Fanily Physicians, Amensan Acedemy of Pediatrics, American College of Sporis Medicihe, Amaticar Meoieal Suiigly for Sports Medicine, American fhithopaedic
Sugiety for Sports Medicise, and Anetican Dstecpaihic Acadeny of Spotts Medicine. Permissicn Is grmted to teptint for poaconmnercial edocational puposes with acknorledgnient,
iEpsas

26118430
Naw Jersey Bepariment of Education 2014; Purseend to PL203, 6.71
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CLEARANCE FORM

Nante Sex L1684 01 F Age Date of birth

1 Cleared fer ail sperls whhaut restriction

O Cleated for 2l sposts without restriction with recormmendations for further evaluation or trestment for

{1 Not cleared
3 Pending further evaluation
[1 For any spotts
3 For certain sporls

Reazon

Racemmandations

EMERGENCY INFORMATION

Allergies

Cther information

HLP DFFECE STAMP SCHOUL PHYSICIAN;
Reviewedeon ____ . _
Date)
Approved . NotApproved _
Signature:,

Fhave examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and parficipate in the sport(s) as outlined above. A copy of the physical exam is o record in my office
aird can be made available to the school at the request of the parents. If condilions arise afler the athiete has been cleared for participation,

the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained fo the athlete
{and parents/guardians).

Name of physician, advanced practice nurse {APN}, physician assistant {PA) . [ate

Address Phone

Sigrature of physician, APN, PA

Completed Cardiac Assessmett Professional Development Module

Daie Signaltire

2010 American fcademy of Family Plysiians, American Academy of Pediabics, Americar Calege of Spovts Medicive, Amerfoan Medical Society for Sports Medicine, American Orthapasdie
Sociely Tor Spoits Medicite, and Anserican Qsteopalliic ficademy of Sports Medicine. Pertlssion is granted fo repiiol for noncommigrcial, educatinnl puijroses witl atkneiedgment,
Newy Jersey Depssriment of Edvcation 2074; Pursuant to PL2GTSR, o 77
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