Preparticipation Physical Evaluation

Do you have frequent or severe headaches?

Have you ever had numbness or tingling in your arms, O

HiSTO
RY | DATE OF EXAM
Name Sex Age Date of birth
Grade School Sport(s)
Address Phone
Personsl physician
In case of emergency, contact
Mame Relstionship Phone (M) (4]
Explain “Yes”™ anawers below, Yes Mo
Clrcle questions you don't know the answers to. 10. Do you use any special protective or corrective O O
Yes No equipment or devices that aren't usually used for
1. Have you had a medical iliness or injury sinceyour O 0 your aport or position {for exarnple, knee bracs,
last check up or sports physical? ?pe;ia:‘ neck mlfé)fgot orthatics, retainer on your
Do you have an ongoing or chronic illneas? a o eetn, heanng ai
2. Have you ever been hgspitahzed Ovemight? O O 11. Have you had any problems with your eyes or vision? [J .}
Have you ever had surgery? 0o o0 Do you wear glasses, contacts, or protective eyewsar? (0 [
3. Are you currently taking any prescription or o o 12. Have you ever had a sprain, strain, or swelling after T O
nonprescription (‘overvthe—counter) medications or “"J“’Y?
pills or uaing an inhaler? Have you broken or fractured any bones or dislocated O (I
Have you ever taken any supplements or vitamins to [ I any joints? ) .
haig you ag;r; or lose weight or improve your Hav;; you had an!y ot‘m:.:;i pmbigma with pain t:‘; O o
perform swelling in muscles, tendons, bones, or join
4. Do you have any allergies (for example, to polien, o o If yes, check appropriate box and explain below.
medicine, food, or stinging insects)? (] Head [J Elbow O Hip
Hf;!ve you gve; had a rash or hives develop duringor 0O O 0] Neck ] Forearm O Thigh
after exerciss i
[0 Back 00 Wrist 0 Knee
5. Have you ever passed out during or after exercise? (0 0O OJ Chest O] Hand O Shin/calf
Have you ever been dizzy during or sfter exercise? O O {1 Shoulder (] Finger [7 Ankle
Have you ever had chest pain during or after exercise? O [J C] Upper arm [ Foot
c?z?ﬁi;ueg::gzg more quickly than your friends do SRS 13. Do you want to weigh more or leas than you do now? (0 (3
. . . Do you lose weight regularly to meet weight o o
}l*‘-l:::bic;um;ver had racing of your heart or skipped o o requirements for your sport?
H . . 14. Do you feel siressed out? o o
ave you had high blood pressure or high cholesterol? O [ . L
H 15. Record the dates of your most recent immunizations
ave you ever been told you have a heart murmur? 00 I .
Has any family member or relative died of heart o o (shota) fr:
as any family member or relative died of hea
problema or of sudden death before age 507 :;etam:iz B g::jes
Have you had & severe viral infection (for example, O o cpalis ickenpox
myocarditis or mononucleosis) within the last month? . here:
Has & physician ever denied or restricted your o o Explsin “Yes”™ answers hers:
participation in sports for any heart problems?
6. Do you have any current skin problems (for example, O O
ftching, rashes, acne, warts, fungus, or blisters)?
7. Have you ever had a head injury or concussion? 0 o
Have you ever been knocked out, become o o
unconscious, or lost your memory?
Have you ever had a seizure? o o
o O
O
O
g
0
£l
O

hands, legs, or feet?

Have you ever had a stinger, burer, or pinched nerve? [
8. Have you ever become ill from exercising in the heat? [
8. Do you cough, wheaze, or have trouble breathing ]

during or after activity?

Do you have asthma? 0

Do you have seasonal allergies that require medical (1

treatment?

i heraby state that, to the besi of my knowledge, my answers to the sbove questions are complste and correcl

Signaturs of athlate

Signaturs of parent/guardian

Digte




