a Ohio High School Athletic Association
Preparticipation Physical Evaluation
DATE OF EXAM:
Name Sex Age Date of Birth
Grade Schoo! Sport(s)
Address Phone
Personal Physiclan
In case of emergency, contact: Name Relationship
W (Cell) (Cell)

Phane (H)

This section Is to be carefully completed by the student and hisfher parent(s) or legal guardlan(s) before participatlon In Interscholastic athletics In
order to help detect possible risks.

Explaln “YES" answors in the space provided, Circle l Yes No
lg;ﬂom you don't know the anawer to. i Do you cough, wheeze, or have difficulty brealhing during or after exerclse? 1 O
}is here anyone In your family who has asthma? 0o a
Has a doctor ever denled or restricted you participation in Yes No i Have you ever used an Inhaler or taken asthima medicine? oo
sporls for any reason? (e ] | Were you bom without or are you missing a kidney, an eys, a testicle, or
YAl Do you have an ongolng medical condition (llke diabstes or asthma)? 00O any other organ? 00
[ Are you cumently taking any prescription or nonprescription B Have you had Infectlous mononucleosis (mono) within the lastmonth? O O
(over-the-counter) medleines or pllls? [} i Do you have any rashes, pressure sores, or other skin problems? oo
3 Do you have allergles to medlcines, pollens, foods, or stinging Insects? 0O O fHave you had a herpes skin infection? 0o
[ Do you think you are In good health? . oo i Have you ever had a head Injury or concusslon? 00
(2l Have you ever passed out or nearly passed out DURING exerclse? 0Oa N Have you been hit In the head and been confused or lost your memory? O O
[ Have you ever passed out or nearly passed out AFTER exercise? 00 3 Have you ever had a selzure? 00
[\l Have you ever had discomfort, paln, or pressure In your chest KI:A Do you have headaches with exerclze? o a
during exerclae? O 0 § Have you ever had numbness, tingling, or weakness In your arms or
N Does your heart race or skip beats durlng exerolse? oo legs after being hit or faliing? oo
(['¥ Has a doctor ever told you that you have (check all that apply): Have you ever been unable to move your arms or legs after being hit or
[J High Blood Pressure [] A heart murmur falling? oo
O High Cholesterol O Aheartinfection mWhen exerclsing In the heat, do you have severe muscle cramps or
EER Has a doclor ever ordered a test for your heart? (for become iI1? oo
example, ECG, echocardlogram) [ ] Has a doctor told you that you or someone In your family has sickle cell
tkN Has anyone In your famlly dled for no apparent reason? o a tralt or slckle cell disease? 00
(B8 Does anyone in your famlly have a heart problem? O D ¥ Have you had any problems with your eyes or vision? o0
(LA Has any famlly member or relative dled of heart problems or EYM Do you wear glasses or contact lenses? (W]
of sudden death before age §0? 0O O [E¥EDo you wear prolective eyewear, such as goggles or a face shisld? [y}
¥ Does anyone In your family have Marfan syndrome? 0o Are you happy with your welght? o g
§ Have you ever spent the night In a hospital? O O [EENAre you trying to galn or lose weight? Ooo
kEfl Have you ever had surgery? o0 i Has anyone recommended you change your welght or eating hablts? oo
H Have you ever had an Injury, like a sprain, muscle or ligament Kiig Do you llmit or carefully control what you eat? oo
tear, or tendinitis, that caused you to miss & practice or LIfl Do you have any concerns that you would like to discuss with adoctor? O3 DO
game? If yes, circle affected area below: O O FEMALES ONLY
LEA Have you had any broken or fractured bones or dislocated Ll Have you ever had a menstrual pariod? oo
Joints? if yes, clrcle below; ] Li How old were you when you had your first menstrual perlod?
] 114 How many periods have you had In the last 12 months?
Have you had a bone or joInt Injury that required x-rays, MR,
CT, surgery, Injections, rehabllitation, physical therapy, a 0o
brace, a cast, or crutches? If yes, clicle below; Explain "Yes" Answers Here: (Attach additional sheets as needed)
Upper Hand /
Head |Neck |Shoulder Am_ |Elbow |Forearm |Fingers |Chest
Upper]Lower Foot/
back jback [Hij Thigh [Knee |Calf/shin |Ankle |Toes
Have you ever had a stross fraclure? 0o
Have you been told that you have or have you had an x-ray
for atlantoaxlal (neck) Instabllity? 0o
Do you regularly use a brace or asslstive device? oo
Has a doctor ever told you that you have asthma or allergles? 00
1 (we) hereby state, to the best of my (our) knowledge, my (our) answers to the abova questlons are complete and correct,
Signature: . Signature: Date:
Athlete Parent or Guardian (if alhlete is under 18)
The student has famlly Insurance [1Yes ([ No; If yes, famlly 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 SEPARATE SHEET.
NOTE: HISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TO PHYSICAL EXAMINATION
, American Medical Soclely for Sports Medlcine, American

Modifled from American Academy of Famlly Physiclans, American Academy of Pediairics, American College of Sports Madlc}
Orthopaedic Sociely for Sporis Madicine, and American Osteopathic A y of Sporls Mediclne, 2004, Rev. 03/06




Physical Examination Form

The section holow Is to be completed by physician or staff after history and consent forms are completed.

Birth Date

Students Name_-

/ , I

Welght % Body Fat (cpttona) Pulse BP ! ,
Corrected: Y N Puplis: Equal

Height

Unequal

Vision R 20/ __- L 20/

Foliow-t/p Qusstions on More Sanslfive lasuss (Optional)
1. Do you feel siressed oul or under a lol of pressure?

2. Do you ever fee] s0 sad of hopeless Lhal you slop dolng some of your usual activilies for moro than a few days?
3. Do you feel safe?

4. Have you aver lried clgaretie smoking, aven 1 or 2 puffs? Do you currenlly smoke?

6. During the pas! 30 days, did you use chewing lobacco, snult, or dip?

8. During the pasi 30 days, have you had al least 1 drink of alcohol?

7. Hava you ever laken sterold piils or shols without a doclor's prescription?

8. Have you ever laken any supplements (o halp you galn or lose welghl or Impsove your performance?

9. Quesllons from the Youth Risk Bahavior Survay (hiip:/Awav.cde.gov/HeallhyYoulhfyrbsfindex.htm) on guns, ! p d sex, drugs, elc.

Notes:

DICA orma

Appearance
Eyes/ears/noseithroat
Hearing

Lymph nodes

Heart

Murmurs

Pulses
Lungs
Abdomen
Genltalla {(males only)
Skin

Neck
Back
Shoulder/arm

Elbow/forearm_
Wirist/hand/iingers

Hip/thigh

Knee

Leg/ankle

Footlloes

*Multiple-examiner set-up only.
Notes:

Clearance

0 Cleared without restrction
O Cleared, with recommendatlons for further evaluation or treatment for:

Reason:

O Not cleared for. © All Sports O Cerlain sporis:
Recommendations:

Emergency Information:
Allergles:
Other Informalior:

Name of Physician: (printtype/stamp) (M.D., D.0.,D.C.) Date:
If the Physiclan's Assistant (P.A.) or Advanced Nurse Practitioner (A.N.P.) psrformed the exam, name and address of collaborating physiclan or
physiclan group:
Address:

Phone:

Signature of Physlcian:



