B 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 nutritional).

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

Patient Health Guestionnaire Version 4 {PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems2 (Circle response. )

Notatall  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 conirol worrying 0 I 2 3
Litle interest or pleasure in doing things 0 | 2 3
Feeling down, depressed, or hopeless 0 i 2 3

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

9. Do you get light-headed or fesl shorter of breath
than your friends during exercise?

1. Do you have any concerns thai you would fike fo
discuss with your provider?

10. Have you ever had a seizure?

2. Has a provider ever denied or restricted your
participation in sports for any reason?

3. Do you have any ongoing medical issues or

] . Has any family member or relative died of heart
recent illness?

prablems or hod an unexpected or unexplained
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 anyene in your family have a genetic heart
problem such as hypertrophic cardiomyepathy
{HCM), Marfan syndrome, arrhythmogenic right

5. Have you ever had discamfort, pain, tightness,
or pressure in your chest during exercise?

6. Does your heart ever race, flutter in your chest, ventricular cardiomyopathy {ARVC], long QT
or skip heats {irregular beats] during exercise? syndrome (LQTS), short QT syndrome {SQTS),

7. Hos a doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-
heart problems? morphic ventricular tachycardia {CPYT)?

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

13. Has anyone ir. your family had ¢ pacemaker or
an implanied defibrillator before age 352




. Do you cough, wheeze, or have difficulty

14. Have you ever had a stress fracture or an injury
to @ hone, musdle, ligament, joint, or tendon that
caused you o miss a practice or game?

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

injury that bothers you?

breathing during or after exercise?

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

. Do you have groin or festicle pain or a painful

bulge or hernia in the groin area?

. Do you have any recurring skin rashes or

rashes that come and go, including herpes or
mathicillin-resistant Staphylococcus aureus
{MRSA)2

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
fo move your arms or legs after being hit or

falling?

25. Do you worry about your weight?

26. Are you trying to or has anyone recommended
that you gain or lose weight?

27. Are you on a special diet ar do you aveid
certain fypes of foods or food groups?

28. Have you ever had an eating disorder?

EMALES O

29. Have you ever had o menstrual period?

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

31. When was your most recent mensirual period?

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

Explain “Yes” answers here.

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

23. Do you or does someane in your family have
sickle ell frait or disease?

24. Have you ever had or do you have any prob-

lems with your eyes or visian?

1 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 Pedialrics, American College of Sporfs Medicine, American Medical Society for Sperts Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted 1o reprint for noncommercial, edvea-
tional purposes with acknowledgment.



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN RERINDERS

1. Consider additicnal questions on more-sensitive issues.
= Do you feel stressed out or under a lof of pressure?
*+ Do you ever feel sad, hopeless, depressed, or anxious?
« Do you feel safe at your home or residence?
* Have you ever iried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip2
« During the past 30 days, did you use chewing lobacco, snulf, or dip?
* Do you drink alcohal or use any other drugs?
* Have you ever taken anakolic steroids or used any other performance-enhancing supplement?
* Have you ever taken any supplements fo 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 Histary Form].

Vision: R 20/ 1. 20/ Corrected: OY ON

Appearance
* Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aoriic insufficiency}

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

lymph nodes

Hearl
+  Murmurs {auscultation sfanding, auscultation supine, and = Velsalva mansuver)

Lungs

Abdomen

Skin

¢ Herpes simplex virus {HSV), lesions suggestive of methicillin-resistant Staphylocaccus aureus (MRSA), or
tinea corporis

Neurolagical

Neck

Back
Shaulder and arm

Ethow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foct and toes

Functienal
+ Double-leg squat test, single-leg squat tesi, and bax drop or step drep test

s Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-
nation of those.

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

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




B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

WISCONSIN INTERSCHOLASTIC ATHLETIC ASSOCIATION — ATHLETIC PERMIT CARD
{Print or Type)
ALL STUDENTS PARTICIPATING IN INTERSCHOLASTIC ATHLETICS MUST HAVE THIS CARD ON FILE AT THEIR SCHOOL PRIOR_TO PRACTICE OR PARTICIPATION

Physical examination taken April 1 and thereatter is valid for the following two schaol years; physical examination taken before April 1is valid only for the remainder of that schoo! year
and the following scheaol year,

NAME (Last) {First} {Middte Initial) Date of Birlh
Age Sex assigned at birth (F, M ar intersex) Grade School City
Present Address Telephone

Q1 Medicalty eligible for all sgarts witheut restrictien

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

O Medically eligible for certain sparts

£l Nat medically sligible pending further evaluation
0 Not medicatly eliglble for any sports

Recommendations:

1 have examined the above-named student and completed the preparticipation physlcat evaluation. The athlete does not have apparent clinleal contraindications to practice and can par=
ticipale In the spori{s) as outfined on this form. A copy of the physical exam findings are on record in my office and can be made available to the school at the reguest of the parents, If
condilions arise after the athlete has been cleared for participation, the physician may rescind the medical efigiblity until the problem Is rescived and the potential consequences are com-
plately explained to the athlate (and parents/guardians).

Name of health care professional {Print/Typs)

SIGNATURE OF HEALTH CARE PROFESSIONAL (MD OR DO)YPA/APNP:

Clinic Name

AddressiClinic City State Zip Code

Telephone Date of Examinalion

* PHYSICEANS may authorize Nurse Praclilioners to stamp this card with the physician’s signature or the name of the clinic with which the physician is affiliated.

Parents' Place of Employment

Farily Physician Farmily Dentist

Name of Private Insurance Carrier Telephone

Subscribar Member Name (Primary nsured)

Emergency {nfo i

Allergles

Medications

Other Information

Immunizations 0 Up to date {see attached documentation) 0 Net up to date - specity
{e.g., telanus/diphtharia; measles, mumps, rubella; hepatitis A, 8; influenza; poliomyeditis; preumococeal; meningacoceal; varicella)

1. Ihereby give my permission far the above named studant ta practice and compete and represent the school in WIAA appraved interscholastic sports except those restrictad an this card.
2. Pursuant o the requirements of the Health Insurance Portability and Accountabrlity Act of 1996 and the regulations promulgated thereunder (coffectively known as “HIPAA™, | authotize health care
providers of the student named above, including emergency medicat personnel and ather similarly trained professionals that may b attending an interscholastie event or practice, to disclosefex-
change essenlial medical information regarding the injury and treaiment of this student lo appropriate school disirict personnet such as but not limited to; Principal, Athletic Director, Athlstic Trainar,
Team Physician, Team Goach, Administrative Assistant fo the Athlatic Direcior andfor other professional health care providers, for purposes of frealment, emergency care and injury record-keeping.

SIGNATURE OF PARENT/GUARDIAN DATE




