Florida High School Athletic Association

Preparticipation Physical Evaluation (Page1of2)

file bry the school. This form is valid for 365 calendar days from the date of the evaluation as wriiten on page 2.

This completad form must be kept on

Revised 4/08

Part 1. Student Information (to be completed by student or parent).

Student’s Name: Sex: Age:  DateofBinth: 7 7

School: Grade in School: Sporis): }

Home Addrens: HomePhone: ( }

NameofParent/Guardian: -

PersontoContactinCaseofEmergency:

Relationslip to Student: HomePhone Number: { } WorliPhoneNumber: ¢ __ } o
Cily/State: | OfficePhone:{ j o

Personal/Family Physician:

Part 2. Medical History ¢o be completed by student or parent).

Explain “ves™ answers helow. Circle questions you don’t know answers to.

Yes No Yes  No
1. Have you had & medicaj illnese or injury since your last eheck up or e 26, Have you ever become ili from exercising i the heat” [T,
sports physicat?
27 Do vou vough wheeze, or have trouble breathing dunng or after o
2 Doyeuhave an ongoing clronic illness” e activity?
3, Have you ever been hospitatized overnight? e 28. Doyouhave asthme? e
4 Have yvou ever had surgery? I 2%, Do vou have seasonal allergies that require medizal reatment? o
5 Are you currently taking any w—,nmnﬂg_nﬁ or ponprescripuon (over- I 30 Dovyoutse any special ﬁﬂcﬁn:cn ot COMTechv e equiprent or devices e _
the-counter’ medications or pilis or using an inhaier? that aren't usually used for vour spent or posinon {for example, knee
brace, special trek roli, fool orthotics, retamer on your \zeth, hearig,
& Have yvou ever taken any supplements or vitamins 1o feip you gain of e mdy?
lose weight or improve your perfamance?
3}, Have you had any problems with vour eves ov vision? I
7. Do you have any allerpies {for example, to pollen, medicine, food, or I
stinging msects )’ 32 Dovou wear glasses, comacts, or protective evewsar? S
% Have vou ever had & resh or hives develop during or afier exercise? i 33 Have vou ever had a sprau, sora, or swelling after mpoy? e
2 Have vou ever passed out during or after exercise” e 34 Have vou broken or fractured any bones or dulacaled any jounts” o
10 Have vou ever been dizzy during or after exercise” I 35 Have you had any other ﬁ_dEmEm with pain or swelling n museles, e
whdonz, banes, or joints?
11. Heve vou ever had chest pan during or after exercise?” I
If ves, check apprapriate blank and explan below.
12, Do vou get tired more quickly than your friends do during exercise” o
. Head ___ Eibow __ Hmr
13. Have vou ever had racing of your heart or skipped heartbeals? e ___ MHeck ___ Foreanu T Thigh
— Baci . Wna . Knee
14, Have vou had high blood pressure or high cholesierol? e __ Chest __ Hand  Shin/Call
7 Shoulder —__ Finger T Ankle
15, Have vou ever been toid you have a heart murpnr? e T UpperArm  ___ Feat
16 Hax any family member or relative died of hieart problems ov sudden . 36 Do vou wanl t weigh more or fess than you do now” .
death before age 507 — -
37 Do vou lose weight regulariy 1o meet weight requirements Tor your e
17. Have vou had a severe viral infection (for exampie, myocarditis or e sport?
moncnucteosis ! within the last month? i
3% Do vou feel stressed out” _
}& Has a physician ever denied or restricied your participation int sports — -
for any heart problems? 39 Reoord the dales of your most recent immunizations (shots) for
9. Doyou have any curer skin problems { for example, ntching, reshes, I Tetams: Measles: __ g
aene, warts, lungus, or biiters)? )
Hepantus B: Chickenpox:

20. Have vou ever had a head mjury or concussion?

21, Have vou ever been knocked out, become unconscious, or lost your

FEMALES ONLY {optional)

memory” - 40, When was your first menstrual period”
22, Have vou ever hud a seizure? —_— 41, When was your most recent menstrual period”
33 Do youhave frequent or severe headaches? . 42 How much time do you usually have from the start of ore period o
) . the swtt of another”
24, Have you ever had numbness or tingling in vour arms, hands, legs, or B
feer? 43, How many periods have you had i the Jast year?
23 Have you ever hud o sunper, bumnez. or pinched nerve” A4 What was the iougest time betwsen periods in the last year”

Expiain*Yes” anawers bare:

We hereby stte, to the beast of our knowledge, that cur answers to the ahove quesbons are complete and comreet. In addition to the routine medical evaiuation required by 5.1006.20. Florida
Statutes. ard FHSAA Bylaw 11.5, we undersud and acknowindge thas we are hereby advmed that the studenit sheuld undergo u cardiovascular assessment, which may inchikle such diagnoste
tests ns electrocardiogram (EKG ). echocardiogram {ECG) and/or cardio stresa test

Date Signsture of ParentGuarduan:

-1 =

Signatre of Student:




FHSAA Florida High School Athletic Association
Preparticipation Physical Evaluation (Page2of2) Revised 4/06

This completed form must be kept on file by the school. This form is valid for 365 calendar days from the date of the evaluation as writlen below,

Part 3. mv—u%mmﬂm-m Examination aobe compowd oy L § physietan, 3 d thic piysictan, k 4 ehiroprattic physican or cerdfed advanced registered nurse pracitioner).

Student’sName: DateofBirth: i
Height: Weight: tsBodyFat (optional ): Pulse: BloodPressuse: __ /__( / . ; )
Visual Acuity: Right 20/_ o Left 20/ Comected: Yes No Pupils; Equal _ Unequai

FINDINGS NORMAL ABNORMAL FINDINGS INITIALSH
MEDICAL

1. Appearance
2. EvesEars/Nese/Throat
Lymph Nodes
Heart
Pulses »
Lungs
Abdomen
Genitalia {males anly)
9. Skin
MUSCULOSKELETAL
1. Neck
1. Back
12, Shoulder/Arm o
13, Elbow/Forecarm
14, Wrist/Hand
15.  Hip/Thigh

a3

b

N oW

o

16.  Knee
i7. LegAnkle e
18,  Foot i -

* _ gtation-based examination oniy
ASSESSMENT OF EXAMINING PHYSICIAN/NURSE PRACTITIONER

1 hereby certify that gach examination listed above was performed by mysell or an individual under my direct supervision with the follewing cenclusion(sy:

Cleared without limitztion,

Not cleared for: Reason:
Cleared afier completing evaluation/rehabilitation for;
_ Referred to For:

Recommendations:

Trate:

Name of Physician/Nurse Practitioner (print or type):
Address:

Signature of Physician/Nurse Practitioner:

ASSESSMENT OF PHYSICIAN TO WHOM REFERRED (if applicable)

I bereby certify that the examination(s) for which referred wasAvere performed by myself or an individual under my direct supervision with the following conclusion(s).

Cleared without limitation,
Heason: _

Net cleared for:
(leared afier completing evaiuationsrehabilitation for:

Recommendations:

Pate

Name of Physician (print or type):
Address:

Signature of Physician:

Hased on recommendations daveloped by the American Academy of Fanuly Physicians, American Academy of Pediatrics. American Medical Soci-
ery jor Sports Medicine, Amercan Orthopuedic Socrery for Sporis Medicine and American Osteopathic A cademy for Sports Medicine.

-7 -



