* NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1} is a licensed physician, atvances pr:
nurse, or physician assisiant; and 2j compieied the Student-Athiele Cardiac Assessment Professionat Development Module.

5 PREPARTICIPATION PrYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of birth _

Name
HEYSHIAR BEMINDERS
5. Gonsider additional guestions on mare sensitive issues
* Do yau feel stressed ot er urder 3 lod of pressuie?
" Do you ever fecl sad, hopeless, depressed, ar anxious?
“ Do you feel safe at your home or residence?
“ Have you ever tried cigarettes, chewing lobacee, snuff, or dip?
" During the past 30 days, did yoi use chewing tobaceo, snuff, or 3ip?
* Da you drink zlcehof or use any cther drugs?
* Have you ever taken anabolic steroids or used any sther performance supplement?
* Have you ever taken any supplements to help you gain or lese weight or improve your performance?
* Da you wear @ seat belt, use a helmet, and use condoms?
2. Consider reviewing giestions on cardiovascular sympioms {questions 5-14),

EXAMINATION

Height Weight [0 Male 00 Female

Br ! { ! 1] Puise Vision R 20/ Lo Correcled Y O N
NORMAL ABNIRMAL FINDINGS

MEDICAL
Appearance
= Marfan stigmata (kyphoscoliosls, high-arched palate, pectus excavatum, arachnodaclyly,
arm span > height, hyperlaxity, myopia, MVP, asriic insufficiency}
Eyes/earsfnoselthroat
= Pupils equal
« Hearing
tymph nodes
Heari®
+ Murmurs {auscultation standing, supins, +/- Valsalva)
* Location of point of maximal impuise Ml
Puises
~ SimuKaneous femoral and radial pulses _

{ungs

Abdomen

Geniteurinary (males only)®
Skin

= HBY, lesicns suggestive of MRSA, tnea sorposis
Neurdlogict
MUSCULOSKELETAL

Neck

Back

Shoulderfarm

Elbow/forearm
Wrisivhand/fingers

Hip/thigh

Knee

Leg/ankle

Fool/toes

Functional

= Duck-walk, single leg hop

'Considsr ECE, echocardiogram, ang referral o cardiclogy for abnormel cargiac history of exam.
=Consider GU exam i in private satting. Having thirf party present Js recomended,
<Gensider cognitive evaluation or baseling neuropsychiatric lesting if a history of significant concussion.

C} Cleared foy all sports without restrictien
O Cieared for all sports without restriction with recemmendations for further evaluation or tr t for

7 Not cleared
[1 Pending further evaluation
O For any sports
O Fer certain sports
Reason

o
Aecamr

| have examined the ahove-named stodent and tomgleted the pregarticipation physical evaluation. The athlete dees nof present apparest clinfcal centraindications to practice and
participate in the sport(s) as outlined above. A copy of the physical exam is an recard in my office and can be made available tu the school af the request of the pazens. If conditions
arise afier the athlele has been ciearsd for participation, a physicizn may rescind the slearance untik the prablem [s resolved and the polealial consequences ase completely explained

te the aihlete {and parenis/guardians).

Name of physician, advanced prastice nurse (APN), physiclan assistant {PA) (printftype)
Address
Signature of physician, APN, PA

Date

Phong
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B PREPARTICIFPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Nate of birth

3 Lleared for alf sports without restriction

[3 Cleared for ali sports without restriction with recommendations for further evatuation or treatinent for

{0 Not cieared
O Pending further evaluation
3 Forany sporis
3 Far certain sporis

Reason

Recommendations

EMERGENCY INFORMATION

Aliergies

Other information

HCP OFFICE STAMP SEHOOL PHYSIGIAN:
Reviewed on
[Date)
Approved Mot Approved

Signature:

| have examined the above-named student and completed the preparticipation physical evaluation. The athiste does rot present apparent
glinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to the school at the reques? of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance uniif the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians).

Name of physician, advanced praclice nurse {APN), physician assistant (PA} Date

Address Phone

Signatuse of physiclan, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature
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