m Preparticipation Physical Evaluation

HISTORY FORM

(Note: Thisformistobe filled outby the patientand parentpriorto seeing the physician. The physician shouldkeep a copy of thisforminthechart.)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Doyouhave anyallergies? O Yes O No Ifyes, please identify specificallergy below.

O Medicines O Pollens O Food O Stinging Insects
Explain “Yes” answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS - Yes | No | [MEDICALQUESTIONS . | Yes | No
1.Hasadoctoreverdenied or restricted your participationin sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? afterexercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: (J Asthma [ Anemia [J Diabetes [ Infections 28.Isthereanyoneinyourfamilywhohasasthma?
Other: 29. Wereyou bornwithoutorare you missing akidney,an eye, atesticle
3.Haveyoueverspentthe nightinthe hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Doyouhavegroinpainorapainful bulge orherniainthe groinarea?
HEART HEALTH QUESTIONS ABOUT YOU - Yes | No 31. Have you had infectious mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever hadldiscomfon, pain, tightness, or pressure in your 34. Have you ever had a head injury o concussion?
chestduring exercise?

35.Haveyoueverhadahitorblowto the head thatcaused confusion,

7. Does your heart ever race or skip beats (irregular beats) during exercise? prolonged headache, ormemory problems?
8. ?;:ci r;clzlcth;rteav;;I;gld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
[ Highbloodpressure O Aheart murmur 37. Do you have headaches with exercise?
O High cholesterol [0 Aheartinfection 38. Have you ever had numbness, tingling, or weakness in your arms or
[0 Kawasaki disease Other: legsafterbeinghitorfalling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39.Haveyoueverbeenunabletomove yourarmsor legsafterbeinghit
echocardiogram) or falling?
10. Do you get lightheaded or feel more short of breath than expected 40. Have you ever become ill while exercising in the heat?
duringexercise? 41. Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Doyouorsomeone inyourfamily have sickle celltraitor disease?
12. Doyougetmore tired orshort of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
duringsxerclse? e - - -| | 44. Have you had any eye injuries?
:'sA:T HEA:TRQ RTINS ABOl.JT Y‘.)UR ::M s S d : L] Mo 45, Do you wear glasses or contact lenses?
’ uiZ::glc; ':'cl)\r( LT‘ZT;:{nOergifég:ndézii’h b::;:;;:l:gngnﬂl:‘;n:n 46. Do you wear protective eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?
14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48.Areyoutryingtoorhasanyone recommendedthatyougainor
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Areyouonaspecialdietordo youavoid certain types offoods?

polymorphic ventricular tachycardia?

15. Does anyone in your family have a heart problem, pacemaker, or - - -
implanted defibrillator? 51.Doyou haveanycongefnsthatyogwould like ﬁo d|scussywth adoctor? 4

16. Has anyone in your family had unexplained fainting, unexplained  FEMALES ONLY , .
seizures, ornear drowning? 52. Have you ever had a menstrual period?
| BONE AND JOINT QUESTIONS ' | No | | 53.Howoldwereyouwhenyouhadyourfirstmenstrualperiod?

17.Haveyoueverhadaninjury toabone, muscle ligament,ortendon 54, Howmany periods have youhadin thelast 12months?
thatcausedyouto missapracticeoragame?

18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21.Haveyoueverbeentoldthatyouhave orhave youhadanx-rayforneck
instability or atlantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?
23.Doyouhave abone, muscle,orjointinjury thatbothers you?

24.Doany ofyourjoints become painful, swollen, feelwarm,orlookred?
25. Do you have any history of juvenile arthritis or connective tissue disease?

50. Have you ever had an eating disorder?

Explain “yes” answers here

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete Signature of parent/guardian Date
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