Ohio High School Athletic Association
Preparticipation Physical Evaluation

Mame Sox hge Date of Birth
Grade School Sport(s)

Address Phona
Personal Physician

In case of emergency, confact; Name Relationship

Phone (H) W) (Cell) {Cell)

This saction is to be carefully complated by the student and his/her parent{s) or legal guardian(s) before participation in interscholastic athletics in
order to help detect possible risks.

Explain " answers in the space provided, Clrcle Yea MNo
|qunﬂm-,uuamunmuu.mmm. Do you cough, whaazs, o have dificulty breathing during of aner axercisa? [ O
' Is there anyona in your family wha has asthma? = il |
[EBl Has o doctor ever denied or restricted you participation in Yas No Hava you over used an inhaler or taken asihma medicine? oo
sports for any reason? on Ware you bom without or @re you missing a kidney, an eye. a iesticle, or
Do you have an ongoing medicat condition (ke diabetes or asthma)? i ) = any other organ’? Oog
Ara you currently taking any prescription or nonprescriplion 7l Hava you had infectious mononucleosts (mano) within the lestmoath? O O
{over-the-counter) medicnes or pills? O O ElDo you have any rashes, pressure sores, or other skin problems? (mE D
Da you have allergies 1o medicings, oollens, foods, or stinging insects? [0 O EjRHave you had a herpes skin infection? e
Di o think yous are in good health? O O |[EelHave you ever had & haad injury of concussion? o
Have you over passad oul or naly passed o DURING exercise? 20 Have you been hit in the head and baen confusad or los! your memory? O O
Have you ever passed oul or nearly passed oot AFTER exercise? @ (S | Have you ever had 8 saizura? 8O0
Hatwe you aver had discomfon, pain, o pressura in your chest LB Do you have headaches with oxercise? oo
during exercise? O O [ElHave you ever had numbness, tingling, or waakness in your amms of
Dosies your haarl race or skip beals during exercise? 0O 0 legs after baing hil or falling? aa
Has & doctor avor told you that you have (check all that apply): mﬂammmhmm:bhhmwmu'hgslﬂﬂfhulnghim
[0 High Blood Pressuce [] A heart murmor Lalling? |
[0 High Cholesters ] A hean infoction " [EBl Whan exercising in the heat, do you have severe muscle cramps of
uHﬁaduc:Burwarurdamdam-stlurymrhe_arﬂ o oo 17 0o
. example, ECG, echocandiogram) O O EElHas a doctor told you that you or someons in your amily has sickle cell
Has amyone in your family died lor no appanent reason? | O trait or sickie coll disease? oo
Doas anyons in your family have a hearl probiem? [0 O [EERHave you had any probbemss with your eyes of vision? o G
Has any famity member or relalive died of heart problems or B8l Do you wear glasses or contact lenses? oo
of sudden death befora agn 507 0 vl Ok wou wear proleciive eyewear, such as goggles or a [aoe shield? oo
Does anyone in your Eamily have Marfan syndrome? O o E8 Are you happy with your weight? O 0
Have you ever spent the night in 8 hospial? o | N Are you trying io gain or lose weight'? C O
Have you ever had surgeqy? O O EENHas anyone recommended you change your weight or aating habits? E E
Have you ever had an ingary, ke a sprain, musdo or igamen 8 D you it or canehudly control what you eal?
lﬂar.:rlumdmﬂ.maltmts:deamlssapmclmu il Do you have any concemns that you would like 1o discuss with a doctor? O [0
gama? If yes. circle alffected area balow oo MALES ONLY
Havi you had any brokes or fractuned bones of dislocated S8 Have you ever had 8 mensirual perod? oo
joints? If yes, circle balow oo How old ware you when you had your first menstrual period?
5( manths
Have you had o bone or joint injury that required x-rays, MRL, GOV SRty Pooh Hve: you el 1. e e 12 ?
CT, sumgary, mjections, rehabilitation, physical therapy, 8 oo
m_im,mmﬂdmt?“k;pm,mdabm: S TTE Explain "Yes" Answers Here: (Aflach additional shaats as naddad)
par
Haad |Nock |Shouldar Arm |Efbow |Farearm |Fingars | Chest
back |back |Hip Thigh {Knee - |Catlishin [Ankie  [Toes
Have you ever had a stress eacture™ |
Have you been told that you have or have you had an <-ray
for atlanioanial {neck) instabitity? oo _
Do you regularly use a beace or asaistive dewnce? a0
Has a doctor ever told you thal you have asthma or alergies? oo

| parn) oy state, 1o the bast of my (our) knowledge, my {our] answers (o the above quastions ans complate and cormed,
Signatuna: Signature Dhater:
Athdnte Parant or Guardion (I othiete i under 18)

Tha student has family inaurance [ Yas Dmllm.fmﬂymanmwnynameandpuﬁuymm

HOTE: CONSENT AND HIFAA 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

Moxifind from Amencan Academy of Famdy Mhysicians, Amencan Academy of Padiatncs, Amencan Collega of Sports Medicine, Amarican Medcal Socety for Sports Maodicine, Ame ican
Cvihopaadic Sodiely for Sports Medcine, and Amencan Osteopathic Acadeny of Spors Medscine. 2004, Ray. (10106



Physical Examination Form

The soction below is to be completed by physician or staff after history and consent forms are completed.

Students Name Birth Date

il'luright Weight % Body Fat (optionsi Pulse BP / - / , /
Vision R 20/ L 20/ Corrected: Y N Puplis: Equal Unequal

.

Follow-Up Guestions on More Sengitive ) [Tgticenad|

1. Do you feil siressnd oull of undad & kol of prosse™

2. Do you sver el 50 5o OF Mapeiis IR o0 Mop Saing dorme of your usual aclivbes, lor mons tham a few days?

3 Do pou feel saln™

4, Hive you ovel ned ogaretie smoking. oy | o 7 puffe? Do you curestly sl 7

5. Duding B past J0 dys, did pou use chewe W foosono, snull o dip?

. During the past 20 days, have you had af keast 1 ok ol diconat?

7. Have you ewer takan Slaroed piis of shots withoal 8 GOCies praacnpson

A Hove you ever taken any supglenants o help you Qam or Iose weighl of Fsgiowe oo pefemancn 7

5 Chusssionrs from the Y euth Fisk Bafuives Sorviry (MR esee ce gosHaalthy Youthprimlindea Bim) on guns, seaibef. snprdecied ses, domeshi violencs, drugs, Shc.

Shouldar anm
| Elbowiforearm -
Wrisbhand/fingers

Hipithigh '
e
[Legiankie
[Footines

“Multiple-axaminer set-up only
MNotes.

—

Clearance

O Claared without rastriction
O Cleared, with recommandations for further avaluation or treatmeant for:

O Mol cheared for: O All Sports O Cerdain sports Feason:
Recommeandations:

Emergency Information:

Alargies:

Other Information ——
Mame of Physician: (printtyoafstamp) __(MD, DO, DC) Date: ,

.

If the Physician's Assistanl [F A} or Advanced Nurss Practitioner |8 N.P.) parformod the exam, name and address of collaborating physician or
physician group:
Addrass. Phono

Shgnatura of Physician




