
LHSAA MEDICAL HISTORY EVALUATION  
IMPORTANT:  TKLV IRUP PXVW EH FRPSOHWHG annuall\, NHSW RQ ILOH ZLWK WKH VFKRRO, & LV VXEMHFW WR LQVSHFWLRQ E\ WKH RXOHV CRPSOLDQFH THDP. 

POeaVe PULQW  

Name:___________________________________________________SchRRl:______________________________________________GUade:________DaWe:______________  
SSRUW(V):_________________________________________________________Se[: M / F DaWe Rf BiUWh:_____________Age:______Cell PhRne:_____________________  
HRme AddUeVV:___________________________________CiW\:__________________________SWaWe:_____ ZiS CRde:___________HRme PhRne:____________________ 
PaUenW / GXaUdian:________________________________________________EmSlR\eU:_______________________________________WRUk PhRne:__________________  

FAMILY MEDICAL HISTORY:   Has an\ member of \our famil\ under age 50 had these conditions?  
YHV NR CRQGLWLRQ  WKRP YHV NR CRQGLWLRQ  WKRP YHV NR CRQGLWLRQ WKRP  
 Heart Attack/Disease  Sudden Death _____________  Arthritis _____________  
 Stroke  High Blood Pressure _____________  Kidne\ Disease _____________  
 Diabetes  Sickle Cell Trait/Anemia _____________  Epileps\ _____________  

AEDIC HISTORY:  Has the athlete had an\ of the following injuries?  
YHV NR CRQGLWLRQ   DDWH  YHV NR CRQGLWLRQ  DDWH YHV NR CRQGLWLRQ DDWH 
 Head Injur\ / Concussion __________   Neck Injur\ / Stinger _________   Shoulder L / R __________  
 Elbow L / R __________   Arm / Wrist / Hand L / R _________   Back __________  
 Hip L / R __________   Thigh L / R _________   Knee L / R __________  
 Lower Leg L / R __________   Chronic Shin Splints _________   Ankle L / R __________  
 Foot L / R __________   Severe Muscle Strain  _________   Pinched Nerve __________  
 Chest __________  Previous Surgeries:     

ATHLETE MEDICAL HISTORY: Has the athlete had an\ of these conditions?  
YHV NR CRQGLWLRQ    YHV NR CRQGLWLRQ   YHV NR CRQGLWLRQ  

 Heart Murmur / Chest Pain / Tightness  Asthma / Prescribed Inhaler Menstrual irregularities:  Last C\cle:   
 Sei]ures   Shortness of breath / Coughing  Rapid weight loss / gain 
 Kidne\ Disease   Hernia   Take supplements/vitamins 
 Irregular Heartbeat   Knocked out / Concussion  Heat related problems 
 Single Testicle   Heart Disease  Recent Mononucleosi 
 High Blood Pressure   Diabetes  Enlarged Spleen 
 Di]]\ / Fainting  Liver Disease  Sickle Cell Trait/Anemia 
 Organ Loss (kidne\, spleen, etc)  Tuberculosis  Overnight in hospital 
 Surger\  Prescribed EPI PEN  Allergies (Food, Drugs)    
  Medications           
 List Dates for: Last Tetanus Shot:     Measles Immuni]ation:   Meningitis Vaccine:      

PARENTS WAIVER FORM  
 To the best of our knowledge, we have given true & accurate information & hereb\ grant permission for the ph\sical screening evaluation. We understand the 
evaluation involves a limited examination and the screening is not intended to nor will it prevent injur\ or sudden death. We further understand that if  the 
examination is provided without expectation of pa\ment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer health- 
care provider and/or emplo\er under Louisiana law.  

 This waiver, executed on the date below b\ he 
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for an\ loss or damage 
caused b\ an\ act or omission related to the health care services if rendered voluntaril\ and without expectation of pa\ment herein unless such loss or damage 
was caused b\ gross negligence.   Additionall\, 
1. If, in the judgment of a school representative, the named student-athlete needs care or treatment as a result of an injur\  

or sickness, I do hereb\ request, consent and authori]e for such care as ma\ be deemed necessar\ .YHV NR  
2. I understand that if the medical status of m\ child changes in an\ significant manner after his/her ph\sical examination,  

I will notif\ his/her principal of the change immedia .YHV NR  
3. letic  

.YHV NR  
4. medical histor\/exam form and all eligibilit\ forms to be reviewed  

b\ the .. YHV NR  
          
DDWH SLJQHG E\ PDUHQW SLJQDWXUH RI PDUHQW  T\SHG RU PULQWHG NDPH RI PDUHQW  
 

II. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO), NURSE PRACTITIONER (APRN) RU A) 
           
     
   
GENERAL MEDICAL EXAM : OPTIONAL EXAMS: ORTHOPAEDIC EXAM :     
 NRUP AEQO  VISION:  NRUP AEQO 
ENT  L:_______ R:_______ Corrected: _______ I.  SSLQH / NHFN     
Lungs      Cervical  
Heart DENTAL:   Thoracic    
Abdomen 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16  Lumbar    
Skin 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17  II.  USSHU E[WUHPLW\    
Hernia      Shoulder  
 (LI Needed)       Elbow    
 COMMENTS:       Wrist    
        Hand / Fingers 
      III.  LRZHU E[WUHPLW\  
       Hip   
 Knee  
[ @ SWXGHQW LV FOHDUHG  Ankle  
[ @ COHDUHG DIWHU IXUWKHU HYDOXDWLRQ DQG WUHDWPHQW IRU:  
[ @ NRW FOHDUHG IRU: BBFRQWDFW BBQRQ-FRQWDFW 
        
                    
PULQWHG NDPH RI MD, DO, APRN RU PA SLJQDWXUH RI MD, DO, APRN RU PA DDWH  RI MHGLFDO E[DPLQDWLRQ 

 This ph\sical expires 13 months from the date it was signed and dated b\ the MD, DO, APRN or PA.  

 

Height ______________    Weight __________________    Blood Pressure________________    Pulse___________ 

FURP WKLV OLPLWHG VFUHHQLQJ I VHH QR UHDVRQ ZK\ WKLV VWXGHQW FDQQRW SDUWLFLSDWH LQ DWKOHWLFV.

ReYLVed 6/18 


