Student Name

PHYSICAL EXAMINATION REQUIREMENTS
Sutherland Public Schools

Address:

City/Zip: Telephone:

Date of Birth: Age: Male_ Female
Grade: School:

PLEASE COMPLETE PRIOR TO EXAMINATION

School/Clinic:
Address:

Phone:

Revised 4499
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Genitalia (males)
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Skin
Neck
Upper Extremities
Back/Spine
Lower Extremuities
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Certification for Participation in Physical Education/Athletic Activities
{ herewith certify that the student named above has been evaluated as indicated by the
above record to be physically fit to participate in physical education activities and/or
interscholastic athlefics, except as noted below. Any exceptions or required modifications
should be re-cvaluated annually or as specified.

Modifications or exceptions:

O Deferred pending further evaluation for
3 A copy of this form should go with this individual to all sporting activities.
Rcquired medication:

Physician Signature: Date:

HISTORY YES NO
*1. Have you cver fainted? o ad
Have you cver fainted during cxercise? o ad
Have you had chest pain during exercise? o 4
*2. Has anyone in your family dicd suddenly? o a4
Before age 357 Before age 50
Causc
*3. Have you ever had a concussion, loss of consciousness.
been knocked out oc had a head injury? 3 0
If yes, how many times? .
«4_ Have you cver had heat stroke or heat exhaustion? O 0O
*5. Do you wheeze or cough during or after cxercise? o a
Do you have any history of asthma? o 0O
*6. Do you have any allergies? (medications, bee sting,
pollens, etc.) O O
*7. Any injuries since last exam? o a
If yes, listinjuries:
*8. Do you take any medication? (include vitamins and o oo
nonprescription drugs)
*9 Have you ever taken any supplements or vitamins to help o o0
you gain or lose weight or improve your performance?
10. Have you ever been hospitalized? o 0O
Have you ever had surgery? O O
If yes, explain
I1. If female, when was your first menstrual period?
When was your most tecent menstrual period?
12. In the last year, what was your:
Lowest weight Your highest weight
What do you think is your ideal weight?
13. Immunizations: Last tetanus
Measles, Mumps, German Mcasles (MMR) (1) 2)
Hepatitis B (1) 2) 3)
*14. Circle any of the following you have had:
Abnormal bleeding/bruising Ancmia
Broken bones/stress fracture Diabetes
Dislocation {shoulder, ctc.) Hearing Impairment
Heart murmur/palpitations Hepatitis/jaundice
High blood pressure Loszs of eye sight
Rheumatic fever Scoliosis (curvature of spinc)
Seizures Sickle-cell discase
Singlc organs (kidney, cye, etc.) Undcscended testicle
Other
[ 1 have had nonc of the above problems.
15. Do you use scat belts on a regular basis? O ad
16. Do you usc tobacco or alcotol O O
{7. Are there any concems you would like to discuss? O O
(Nutrition, weight training, tobacco, pregnancy,
birth control, AIDS, alcohol. steroids, other)
s Must be answered for participation in athlctics
Additional Comments:
Student's Signature Date

1 do not know of any existing physical condition or additional health reason that would
preclude participation in sports. ! certify that the answers to the above questions are true
and accurate. | approve participation in athletic activities.

I hereby authorize release to the school nurse of the information contained in this document.
Upon written request, | may receive a copy of this document for my personal health care
provider.

Signature Date

(Parent or Legal Guardian)

Return this form to your School Health Office



<> School District - Permission to Participate

Name Birth Date Phone

Parent’s / Guardians Name - School

STUDENT PARTICIPATION AND PARENTAL APPROVAL FORM

This application to compete in interscholastic athletics is entirely voluatary on my part and is made with the
understanding that I have not to the best of my knowledge violated any of the eligibility rules and
regulations of the Nebraska School Activities Association (NSAA). I will adhere to the rules and
regulations set forth by the Coaching Staff and the NSAA. Furthermore, I understand that I will be held
responsible for athletic equipment checked out to me and will be ineligible for athletic participation during
the season in progress if found with stolen equipment. I recognize that it is a privilege to compete in
athletics and will strive to earn respect for myself, school and community. I fully understand that the school
has primary training rules that apply to all athletic programs and I agree to abide by them.

PARENT’S/ GUARDIAN’S PERMISSION

I hereby give my consent for the above named student to: (1) represent his school in organized athletic
activities, except those determined to be inappropriate on the basis of a physical examination, realizing that
such activity involves the potential for injury which can occur in all sports. I/ We understand that even
with the best coaching, the right protective equipment and abiding by the rules of the sport, injuries are still
a possibility, (2) Go with any schoo! team of which he/she is 2 member on any local or out of town trips. I
give permission for the school to obtain, through a physician of it’s own choice, any emergency medical
care that may be needed for the student because of the athletic event or travel. I/ We agree not to hold the
school or anyone acting in its bebalf responsible for an injury occurring to the above named student in the
course of the activity or travel.

WARNING

The purpose of the warning is to bring to your attention that there are dangers associated with athletic
participation. Participation in any athletic activity may involve injury of some type. The severity of such
injury can range from minor injuries (cuts, scrapes, bruises, strains and sprains) to more serious injuries to
bones joints, ligaments, tendons, muscles or internal organs, to catastrophic injuries to the head, neck and
spinal cord. These injuries can result in permanent disability, paralysis or death.

1/ We have read and understand the warning and the rules of eligibility as established by this school
and know the purpose and content of this information.

Signature of Parent or Guardian Date ' Signature of Student

Address City Zip

permd/99



PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Name: Date of birth:
Date of examination: Sport{s):
Sex assigned at birth (F, M, or intersex): How do you identify your gender? (F, M, or other):

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritionat).

Do you have any dllergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how offen have you been bothered by any of the following problems (Circle response.)

Not atall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

(A sum of =3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

. it el 9. Do you get light-headed or feel shorter of breath
1. Do you have any concerns that you would like to than your friends during exercise?

discuss with your provider?

) . i 2
2. Has a provider ever denied or restricted your 10. Have you ever had a seizure?

participation in sports for any reason?

3. Do you have any ongoing medical issues or
recent illness?

. Has any family member or relative died of heart
problems or had an unexpected or unexplained
= 2 sudden death before age 35 years (including
4. Have you ever passed out or nearly passed out drowning or unexplained car crash)?
during or after exercise?

12. Does anyone in your family have a genefic heart

5. Have you ever had discomfort, pain, tightness,
4 . 9 problem such as hypertrophic cardiomyopathy

or pressure in your chest during exercise?

(HCM), Marfan syndrome, arrhythmogenic right

6. Does your hea.rf ever race, flutter En your cltlesr, ventricular cardiomyopathy (ARVC), long QT
or skip beats (irregular beats) during exercise? syndrome (LQTS), short QT syndrome (SQTS),

7. Has a doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-
heart problems? morphic ventricular tachycardia (CPVT)2

8. Has a doctor ever requested a test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 352




14. Have you ever had a stress fracture or an injury
fo a bone, muscle, ligament, joint, or tendon that
caused you to miss a pracfice or game?

15. Do you have a bone, muscle, ligament, or joint

Do you cough, wheeze, or have
breathing during or after exercise?

25. Do you worry about your weight?

26. Are you frying fo or has anyone recommended
that you gain or lose weight?

17. Are you missing a kidney, an eye, a testicle
{males), your spleen, or any other organ?

18. Do you have groin or tesficle pain or a painful
bulge or hernia in the groin area?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus
[MRSA)?

27. Are you on a special diet or do you avoid
certain types of foods or food groups?

28. Have you ever had an eating disorder?
; 5 e ~
: .8 B

29. Have you ever had a menstrual period?

30. How old were you when you had your first
menstrual period?

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Explain “Yes” answers here.

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs affer being hit or
falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision?

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete

and correct.

Signature of athlete:

Signature of parent or guardian:

Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-

tional purposes with acknowledgment.



E PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth:
1. Type of disability:
2. Date of disability:
3. Classification {if available):
4. Cause of disability (birth, disease, injury, or other):
5. List the sports you are playing:
S SR e s e : Bs 11 N

Do you regularly use a brace, an assistive device, or a prosthetic device for daily activities?

Do you use any special brace or assistive device for sports?

®|Njo b

Do you have any rashes, pressure sores, or other skin problems?

9. Do you have a hearing loss2 Do you use a hearing aid?

10. Do you have a visual impairment?

11. Do you use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?

15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled by medication?

Explain “Yes” answers here.

Please indicate whether you have ever had any of the following conditions:
TS .,gq&d ‘ % =T s o SR 7 Z 2 z y
instability

Radiographic (x-ray) evaluation for atlantoaxial instability

Atlantoaxial

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel
Difficulty controlling bladder
Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk
Spina bifida
Latex allergy

Explain “Yes” answers here.

I hereby state that, to the best of my knowledge, my answers fo the questions on this form are complete and correct.
Signature of athlete:

Signature of parent or guardian:
Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with
qcknoMedgment



PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name: Date of birth:

PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
¢ Do you feel stressed out or under a lot of pressure?
¢ Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence?
e Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
e During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
¢ Have you ever taken anabolic steroids or used any other performance-enhancing supplement?

e Have you ever taken any supplements to help you gain or lose weight or improve your performance?

* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

BP: ( /7 ) Vision: R 20/

Appearance
¢ Marfan stigmata {(kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mifral valve prolapse [MVP], and aortic insufficiency)

L 20/ Corrected: OY ON
AT RS 7

Eyes, ears, nose, and throat
* Pupils equal
e Hearing

Lymph nodes

Heart
*  Murmurs {auscultation standing, auscultation supine, and * Valsalva maneuver)

Lungs

Abdomen

Skin
o Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

Neurological

0 AL e e L e DRMA BNOR
Neck
Back

Shoulder and arm

Elbow and forearm

Whrist, hand, and fingers

Hip and thigh

Knee

Leg and ankle

Foot and toes

Functional
* Double-leg squat fest, single-leg squat test, and box drop or step drop test

* Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a comination of those.

Name of health care professional (print or type):
Address: Phone:

Date:

Signature of health care professional:

tional purposes with acknowledgment.

, MD, DO,

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommerecial, educa-

NP, or PA

L hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the school for the purposes of participation in

athletics and activities.

Purent or Legal Guardian Signature

Date




PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth:

O Medically eligible for all sports without restriction

O Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

O Medically eligible for certain sports

O Not medically eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. If conditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.





