Ohio High School Athletic Association
Preparticipation Physical Evaluation

DATE OF EXAM: = Page 1 of 4

Name _____ __ o Sex - Age______ DateofBirth _ E—
Grade_ School = Sport{s) __ —_— — S - S S SE
Address - S — _— Phone _.____._ . . - . . ..
Personal Physician___ R S B — e =

In case of emergency, contact

__Relationship - __Phone (H) e (W) = S

This section is to be carefully completed by the student and his/her parent(s) or legal guardian(s) before participation in interscholastic athietics in
order to help detect possible risks.
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Expiain "YES™ answers in the space provided. Circle
questions you don't know the answer to.

8 Do you cough, wheeze, or hava difficulty breathing dunng or after exercise?
} Is there anyone in your family who has asthma?

mHas a dodctor ever denied or restricted you participation in Yes No paflHave you ever used an inhaler or laken asthma madicine?
sports for any reason? O O pElWere you bam without or are you missing a kidney, an eye, a testicle, or
Do you have an ongoing medical condition (fike diabetes or asthma)? aa any other organ?
Are you currently taking any prescription or nonprescription ri:8 Have you had infectious mononucleosis (mono) within the last month?
(over-the-counter) medicines or pills? O O KA Do you have any rashes, pressure sores, or other skin problems?
B Do you have allergies to medicines, pollens, foods, or stinging insects? [0 O  KiNHave you had a herpes skin infection?
Bl Do you think you are in good health? O O krlHave you ever had a head injury or concussion?
M Have you ever p d out or nearly p d out DURING exercise? 0 O [Ek§Have you been hit in the head and been confused or last your memary?
Ml Have you ever passed out or nearly passed out AFTER exercise? 0 O kERHave you ever had a seizure?
B Have you ever had discomfort, pain, or pressure in your chest kLN Do you have headaches with exercisa?
during exercise? O O EHHave you ever had numbness, lingling, or weakness in your arms or
Does your heart race or skip beats during exercise? aa legs after being hit or falling?
Has a doctor ever told you that you have (check all that apply): Have you ever been unable o move your arms or legs after being hit or
{J] HighBlood Pressure [] A heart murmur falling?
O High Cholesterol {0 A heart infection Ewhen exercising in the heat, do you have severe muscle cramps or
KXl Has a doctor ever ordered a test for your heart? (for become #?

EﬂHas a doctor told you that you or someone in your family has sickle cell
trait or sickle cell disease?

LIt Have you had any problems with your ayes or vision?

LIB Do you wear glasses or contact lenses?

L¥A Do you wear protective eyewear, such as goggles o a lace shield?

LR Are you happy with your weight?

LY Are you Irying lo gain or lose weight?

LER Has anyone recommended you change your weight or ealing habits?

LA Do you limit or carefully control whal you eat?

I8 Do you have any concems that you would like to discuss with a doclor?

FEMALES ONLY
LER Have you ever had a menstrual period?

j How old were you when you had your first menstrual period?
E1% How many periods have you had in the last 12 months?

example, ECG, echocardiogram)
iFA Has anyone in your family died for no appacent reason?
LKA Does anyons in your family have a heart problem?
LA Has any family member or refative died of heart problems or
of sudden death before age 507
B Does anyone in your family have Marfan syndrome?
i Have you ever spent the night in a hospital?
B Have you ever had surgary?
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dHave you ever had an injury, fike a sprain, muscle or ligament
tear, of tendinitis, that caused you o miss a practice or
game? ff yes, circle affected area below:
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Have you had any broken of fractured bones or dislocated
jonts? If yes, circle below:

Have you had a bone or joint injuty that required x-rays, MRI,
CT, surgery, injections, rehabilitation, physical therapy, a s =]
brace. a cast, of crulches? I yes, circle below: Explain “Yes™ Answers Here: (Attach additional sheets as needed)
l Upper Hand /7
Head |Neck |Shoulder Amm__|EF w [Forearm |Fingers |Chest
Upper |Lower oot/
back |back |Hip Thigh |[Knee [Calf/shin |Ankie [Toes

Have you ever had a stress fracture?

Have you been told that you have or have you had an x-ray
for atlantoaxial (neck) instability?

Do you regularly use a brace or assistive device?

Has a doctor ever told you that you have asthma or allergies?
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| {we) hereby state, to the best of my (our) knowledge, my (our) answers to the above questions are complete and comect.

Signature: Date:

Athlete/Parent or Guardian

The student has family insurance Clves ot yes, family insurance company name and policy number:

NOTE: CONSENT AND HIPAA RELEASE FORMS THAT MUST BE SIGNED BY BOTH THE PARENT AND THE STUDENT ARE ON A SEPARATE SHEET
NOTE: HISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TO PHYSICAL EXAMINATION

Moadified from American Academy of Family Physicians. American Academy of Pediatrics American College of Sporis Medicine. American Medical Society for Sporis Medicine. American
Orthopaedic Society for Sports Medicine. and Arnerican Osleopathic Academy of Sports Medicine. 2004 Rev 4/05 () v ; P
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Physical Examination Form

The section below is to be complated by physician or staff after history and consent forms are completed.

StudentsName_ ) o Birth Date o
Height____ _ Weight_____ . % Body Fat (optiona _____ Pulse BP / ; ! . N
VisionR20/ _L20 Corrected: Y N Pupils: Equal ______ Unequal -
Follow-Up Questions on More Sensitive Issuas (Optional)

1 Do you feal sressed out or under a lot of prassure?

2 Do you aver feel so sad or hopelass that you stop doing soma of your usual activilies (or more than a few days?

3 Do you feel safe?

4 Have you ever tried cigarette smoking. aven 1 or 2 puffs? Do you aurrently smoke?

5 Durnng the past 30 days did you use chawing tobacco, snuff. ar dip?

6 Ouring the past 30 days. have you had at least 1 drink of alcohal?

7 Have you ever laken stacoud pits or shots without a doclor's prescription?

8 Have you ever taken any supplements to help you gan or lose weight or mprove your parformance?

9 Questions from the Youth Risk Behaviar Survey (hitp:/Awww cdc goviHeakhy Y outh/yrbs/index him) on guns seatbelts unprotected sex domeslic violence drugs elc

Notes:

) 2 ) _RDN0 d [ ()
Appearance
Eves/ears/nase/throat
Hearing
Lymph nodes
Heart
Murmurs
Puises
Lungs
Abdomen
Skin

Nack

Back
Shoulder/amm
Ebow/foream
Wirist/hand/fingers
Hip/thigh

Knee

Leg/ankle
Foollloes
*Multiple-examiner set-up only.
Notes:

Clearance _ : s

O Cleared without restriction
0O Cleared, with recommendations for further evaluation or treatment for:

O Not cleared for: O All Sports O Certain sports: Reason:
Recommendations:

Emergency Information:

Allergies: |

Other Information:

Name of Physician: (print/type/stamp) (MD..DO.D.C) Date:

If the Physician's Assistant (P.A) or Advanced Nurse Practitioner (A.N.P.) performed the exam, name and address of collaborating physician or physician
group:
Address: Phone:

Signature of Physician




FIELD TRIP PERMISSION FORM

My child , has my permission to leave school
grounds in order to participate in off campus physical education activities.

PLEASE PRINT Student’s Name
PLEASE PRINT Mother’s Name
PLEASE PRINT Father’s Name

Signature of Parent/Guardian:

Date:

Important phone numbers: Home Phone

Mom’s cell# Dad’s cell#

Mom’s work# Dad’s work#

Any other important contacts:

THE BACK OF THIS PERMISSION FORM ALSO NEEDS TO BE FILLED OUT



BISHOP WATTERSON HIGH SCHOOL

FIELD TRIP EMERGENCY MEDICAL AUTHORIZATION .
Susames P‘\\lﬂcy‘ Edveshon

Student Name Field Trip Moderator

Address Phone Number (Home - Business)

Purpose: To enable parents and guardians to authorize the provision of emergency treatment JSor children
who become ill or injured durin g school field trip, when parents or guardians cannot be reached.

PART I OR Il MUST BE COMPLETED

PART I (To Grant Consent)

In the event reasonable attempts to contact me at (phone number) or

(other parent or guardian) ar__

(phone number) have been unsuccessful, I hereby give my consent for: (1) the administration of any treatment

(preferred physician) at

deemed necessary by Dr.
(phone) or Dr = (preferred dentist) at (phone) or in the

event the designated preferred practitioner is not available. by another licensed physician or dentist: and (2)

the transfer of the child to (preferred hospital) or any hospital reasonably

accessible.

This authorization does not cover major surgery unless the medical opinions of two other licensed
physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance

of such surgery.

Facts concemning the child's medical history including allergies, medications being taken, and any physical
impairments to which a physician should be alerted.

Date Signature of Parent or Guardian Address

DO NOT COMPLETE PART I IF YOU COMPLETED PART |

PART II (Refusal To Consent)

I'do not give my consent for emergency medical treatment of my child. In the event of illness or injury
requiring emergency treatment, I wish the school authorities to take no action or to:

Date Signature of Parent or Guardian Address

AUTHOR DOC MC



AUP SIGNATURE FORM

I accept the terms of the Internet Acceptable Use Policy.

Student name (print)

ID number

Student signature

Date

Parent/guardian signature

I do not wish my child to have Internet access privileges.

Student name (print)

ID number

Student signature

Date

Parent/guardian signature




