Preparticipation Physical Evaluation

Athletic Department - M

WCS

HISTORY
’ OATE OF ExaAM
[
Name Sex Age Dete of birth
Grade School Sport(s) -
Address Phone °

Personal physician

In case of emergency, contact

Retationship Phone (H) w
—_—— —_—

Name
Explain “Yes* answers bélow. Circle the number
H you don't know the answers. - Yes No
Yes No 10. Do you use WAsPeda' protective or comrective o o
. L L i . eqapment or devices that aren't usually used for
1. Have you had a medical illness or injury since your o o your spost of position (for example, knee brace
last check up or sports physical? special neck roll, fool ortholics rel'ainer on you'r
Do you have an ongoing o¢ chronic iiness? o o teeth, hearing aid)?
2. Have you ever been hospitalized ovemight? o o 1 1. Have you had any problems with.your eyes or vision? o o
Have you ever had surgery? o o 00 you wear glasses, contacts, or protective eyewear? o o
3. Are you curmrentty taking any prescripﬁof1 or o o 12 '_‘@ve you ever had e sprajn, sirain, or swelling after o o -
nonprescriplion (over-the-counter) medications or mjury? l_'/‘
pills or using. an inhaler? Have you broken or Iractured any bones or distocaled o o 47
Have you ever lakén any supplements or vitamins o o 2 any joints?
help you gair; of lose weight or improve your Have you had any other problems with pain or o o
performance; . svelling in musclos. lendons, bones, or joints?
4. Do you have any allergies (for example, to.pollen, ] o i yes, check appropriate bax and explain below.
medicine, lood, or sun_‘gung mifcls)? ) o Head o Elbow o Hip
;?;ae);:‘;r:?r had a rash or hives develop duringor o ° o Neck o Foreamm o Thigh
o . . o Back o Wiist o Knee
5. Have you ever passed out during or after exercise? o o o Chest Hand )
Have you ever been dizzy during or after exercise? o a o Shoulder e o o AS:lLJNca"
Have you ever had chest pain during or after exercise? o ° o Upperamm o ringer ° ] ‘e
Do you ge tired more quickly than your friends do o o ) o Fool
during.exercise? 1 3. Do you want to weigh more o less thanyoudonow? o o
. . . . Do you lose weight regularty i
. Have you ever had racing of your hear or skipped o ° g S8 weight req Yy (0 maet weight a o
heartbeals? requirements for your sport?
Have you had high biood pressure or high cholesterol? o © 14. Do you feel stressed out? ° o
Have you ever been lold you have a hedrt mummur? o e 1S Recom’lhe dates of your mosl recent immunizations
Has any family member o relative died of heart o ° #e":m of:
problems or of sudden death before age 507 - Measles
Have you tiad a severe viral infection (for example, o © FEM 'Zessmo": EY Chickenpox .
itis or n sis) within 5 7 > 38
myocardilis or. mononucleosis) the fast month . o 5 G.A\Nhen Was ol first menstrual periog?

Has a physician ever denied or restricied your

. participationin sports fer any. heart problems? . M

* 8. Do you have any current skin protiems (for exampte,” >  ° 4
itching, rashes, acne, warts, fungus, or bfisters)? ’ pe

7 Have you ever had a héad injury or concussion? e @
ave y e Wi s B o 0 10

Have you ever been knocked out, become

unconscious, or lost your meiory? Explain

When was your most recent menstryal period?
,W ; Au 15 < 3 % { O
mf RK Fﬁ-be.- da r_ou ;ﬁugy have fram the start of one

How maniy perods have you had i T Tastysar?

periods in the last year?

“Yes” answers here:

Have you ever had a seizure?

5]

Da you have frequent or severe headaches?’

Q

Have you ever had numbness or tingling in your amms,

hands, legs, or feet? o

Have you ever had a stinger, bumer, or pincfied nerve? o

Q

2
8. Have you ever become l from exercising in the heat? D

Q

9. Do you cough, wheeze, or have trouble breathing

during or after activity?

Do you have asthma?

o a

Do you have seasonal allergies that require medical
treatment?

Signature of parent/guardian

! hereby state that, to the best of my knowfedge, my answers to the above questions are complete and comect,

Date

Signature of athlete




Name: . Date of Birth:

—_—
Schoot: Gender: UM OF  Grade:
[ IMMUNIZATIONS / HEALTH HISTORY e |
O Immunization record attached Sickle Celi Screen: (J Positive (INegative (J Not done Date-
O No immunizations given today PPD: O Positive  ONegative (J Not done Date:
O immunizations given since last Health Appraisal: Elevated Lead: O Yes d No 0 Not done Date:
Dental Referral [ Yes O No O Notdone Date:

Significant Medical/Surgical History: [ See attached

Allergies: (0 LIFE THREATENING 0 Food: (7 Insect: J Other:

3 Seasonal {7 Medication:

Weight: Blood Pressure: -

Date of Exam:

. Refsrral
Vision - without glasses/contact lenses

-Category. (BMI Pefpentile): { Vision - with glasses/contact lenses
&5 thiough 49® »

Vision - Near Point

Hearing O Pass 20 db sc both ears or-

T B W

L
L
L
L

O EXAM ENTIRELY NORMAL Tanner; |, fl n. v v

Specify any abnormality (use reverse of form if needed):

Scoliosls: (J Negative [J Positive:

Medications (list alf): O None [ Additional medications listed on reverse of form R
Name: Dosage/TIme:
Name: Dosage/Time:

If AM dose is missed at horhe:

I assess this student to be self-directed [J Yes [ No

Student may self carry and self administer medication 0 Yes [J No
Please advise parent to send In additlonal medication in the event that emergency

he moming has not been given.
T S A 2. P o T A
J - Physicatly qualified for all physical education, sports, playground, work & school activities OR only as checked:

GROUND WORK GUATIHIEATION I
— Umited contact: cheerlead, gymnastics, ski, volleyball, cross-country, handball, fence, baseball, fioor hockey, softball.
— Non-contact: badminton, bowl, golf, swim, table tennis, tennis, archery, riflery, weight train, crew, dance, track, run, walk, rope jump.

J specify medical accommodations needed for school: O None

J  Known or suspected disability:

O Please monitor
J Restrictions: 5 .

O Please monitor

Sport oggl%/am resista

3 e P e N
ORI SR

rovider's Signature: - o ___ Phone:

. (Stamp below)

rovider's Name/Address: Fax:

arent Signature: Date:




