DELRAN MIDDLE SCHOOL
ATHLETIC PHYSICAL PACKET

All pages in this packet must be completely filled out and signed or they will not be accepted.

Student-athletes may not participate in fryouts, practices or games until the paperwork is
reviewed and approved by the school district physician.

Annual Athletic Pre-Participation Physical Examination Forms

*History Form & The Athlete with Special Needs: Supplemental History Form if
applicable- Completed by parent/guardian and student-athlete and reviewed by the
examining provider.

*Physical Evaluation Form & Clearance Form- Completed by the examining licensed
provider; MD, DO, APN, or PA and confirmed with office stamp

PLEASE NOTE: ATHLETIC PHYSICALS ARE VALID FOR 365 DAYS FROM
THE DATE OF THE EXAMINATION

COMPLETED SPORTS PHYSICAL PACKET OF FORMS AS LISTED ABOVE MUST BE
RETURNED TO THE NURSE’S OFFICE 2 WEEKS PRIOR TO THE FIRST TRYOUT,
PRACTICE, OR GAME FOR REVIEW AND APPROVAL BY THE SCHOOL DISTRICT

PHYSICIAN.



ATTENTION PARENT/GUARDIAN: The preparticipation physical examination {page 3) must be completed by a health care provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Medule.

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Nate: This form is fo be fifled out by the patient and parent prior fo seeing the physician. The physician shoutd keepa copy of this form in the chart}
Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and suppisments (herbal and nuiritional} that you are ciarently taking

Do you have any allergies? [T Yes £1 No If yes, please identify specific allergy below.

& Medicines [ Poliens O Food [3 Stinging Insects

Explain “Yes" answers beluw Clrcle quesimns ynu don’t knuw the answers to.
GENERAL QUESTIONS - -~ © ~. - Yes | Ne MEDICAL QUESTIONS o o ’ Yes | ' No
1. Has a dottor ever denied or restricted your participation in sports for 26. Do you caqgh, wheeze, or have difficulty breathing during or
any reasan? after exercise?
2. Do you have any engeing medical cenditions? If so, please identify 27. Hava you ever used an inhaler or taken asthma medicine?
below: (1 Asthma E1 Anemia [ Diabetes [J Infections 28. Is there anyone in your family who has asthma?
Other: 28, Were you born without or are you missing a kidney, an eve, a testicle
3. Have yous ever spent the night in the hospital? (males), your spleen, or any other ocrgan?
4, Have you ever had surgery? 30. Do you have grain pain or a painful bulge or hemnia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | HNo 31. Have you had infectious moncnucieosis (mono} within the last menth?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
RFTEA exercise? 33. Have you hed 2 herpes or MASA skin infection?
6. Have you ever had_d]scumiurt, pain, tightness, or pressure in your 34, Have you ever had a head injury or congussion?
chest during exercise? - -
b - o boateh dur 7 35. Have you ever had a hit or blow to the head that caused confusion,
7. Doges your heart ever race or skip beats {iregular beats) during exercise? prolonged headache, o memory problems?
8. ?;:c; iﬁ“ﬁ;t&::;;’_’d you that yous have any hearl problems? If so, 36. Do you have a history of seizure disorders?
03 High blood pms'sure C1 A et marmie 37. Do you have headaches with exercise?
O High cholesterol T A heart infestion 38. Have you ever had numbness, tingling, or weakoess i your arms of
O3 Kawasaki disease Other: legs after baing hit or falling?
9, Has a doctor ever ordered a test for your heart? {For exampie, ECG/EKG, 39. Have You ever been unable to move your arms or legs after being hit
echocardiogram) or faliing?

10. Do you get lightheaded ar feel mare short of breath than expected 40. Have you ever become ill while exercising in he heat?
during exetcise? 41. Do you get frequent muscle cramps when exercising?

1i. Have you ever had an unexpiained sefzure? 42, Do you or someone ins your family have sickle cell trait or disease?

12. Do yoiz get more tired or short of breath more quickiy than yvour friends 43. Have you had any problems with your eyes or vision?

! a7
during exercise? — | 44. Have you had any eye injusies?

HEART HEAI;TH (:EIESTIUNS ABIUUT \'O:da I::MILY - . Yes i No 5. DO you wear giasses o comact lences?

13. Has any famély memger or relative disd of heart problems or had an " .
umexpected or unsxplained sudden death before age 50 fncluding 48, Do you wear protective eyev\-rear, such as goggles or a fage shieid?
drowring, tnexalained car accidant, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypestrophic cardiomyapathy, Marfan 48, Are you.irying to or has anyone recommended that you gain or
syadrome, amhythmagenic right veniricuiar cardiomyopathy, fong T lose weight?
syndrome, short 0T syndrome, Brugada syndrome, or catecholaminergic 49, Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia? —

P - P—— P— ” 50. Have you ever had an eating disorder?

' imntontod dofblator? P PAESTIBEER O 51. Do you v any concors atyou would ke 1 iscuss w2 dotor?_|

16. Has anyone in your family had unexplained fainting, unexplained FEMALES OHLY -
selzures, of near drowsing? 52, Have you ever had a menstrual penud‘?

BONE AND JOINT. GUESTIONS : Yes | No 53. How old were you when you had your fizst menstral period?

17. Haves you ever had an injury to a bone, muscle, Ilgament or tendon 54, How many periods have you had in the last 12 months?

7
ihat caused you to miss a praciice or a game? Explain “yes" answers here

18. Have you ever had any broken or fractured bones or distocated joints?

19, Have you ever had an injury that required x-rays, MAI, T scan,
injections, therapy, a brace, a cast, or crutches?

20, Have you ever had a stress fracture?

21, Have you ever been told that you have or have you had an x-ray for neck
instability or attantoaxia instability? (Down syndrome or cwarfism)

22. Do you zegularly use a brace, orthotics, or other assistive davice?

23, Do you have a bone, muscie, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or lock red?

25. Do you have any history of juvenile arthritis or cosnective tissue disease?

| hereby state that, to the best of my knowledge, my answers {o the above questions are compiete and correct.

Signatuze of athlate

Slgrature of parent/guardian

Date

©2010 American Academny of Family Physicians, American Academy of Pediatrics, American Gollege of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopasdic
Society for Sports Medicing, and Amerlcan Ostecpathic Academy of Sports Madicine, Permission is granted to reprint for noncommercial, educational purposgs with acknowlsdgment.
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FREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade Schoal Soort(s)

. Type of disability

Date of disability

Classificaticn {if available)

Cause of disabifity {birth, disease, accident/irauma, other)

Il Il o R

List the sporis you are interested in playing

Yos T Ne

Do you regutasly use a brace, assisive device, or prosthetic?

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

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

. Do o have a hearing loas? 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. Da you have burning or discomfort when urinaling?

13. Have you had autoromic dysreflexia?

14, Have you ever been diagnosed with a heat-refated (hyperthesmia) or cold-refated (hypothemiia) finess?

15. Do you have muscle spastisity?

16. Do you have frequent seizures that cannat be cendrolled by medication?

Explain “yes” answers here

Piease indicate if you have ever had any of the following.

Yes | Ne

Atiantoaxial instability

X-ray evaluation for atlantoaxial instability

Dislocated joirts (more than one)

Fasy bleeding

Enlarged spieen

Hepatiiis

Ostecpenia or osteoporosis

Difficufy cantrolling bowel

Difficuly controlling bladder

Nembness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in amas or hands

Weakness in legs or feet

Recent changs in coordination

Recent change in ability 1o walk

Spina bifida

Latex allsrgy

Explain “yes" answers here

| herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct,

Signature of alhlete Sigrature of parent/guardian Date

©2010 American Academy of Family Physicians, American Asademty of Pedialrics, American Coilage of Sports Medicing, Amerlcan Medical Sociely for Sports Medicine, American Orthopaedic
Sociely for Sports Medicing, and American Osteopathic Academy of Sports Medicine, Permission is granted fo reprint for noncommercial, educationa! purposes with acknowledgment.

New Jersey Depariment of Education 2014, Pursuant to P.L.2013, ¢.71



NOTE: The preparticiaption physical examination must be conducted by a haalth care provider who 1) is a licensed physiclan, advanced practice
nurse, or phrysician assistant; and 2} completed the Student-Athlete Cardiac Assessment Professional Development Module.

Bl PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
FHYSICIEN REMHRBERS

1. Consider additionat guestions on more sensitive issuss
* Do you feel sessed out or under a lot of pressure?
* Do you ever feel sad, hopelass, depressed, or anxious?
* Do you feel safe at your home or residence?
* Have you ever tried cigareties, chewing tobacce, snufi, or dip?
* During the past 30 days, did you use chewing tobacco, smt, or dip?
* Do you rink alcohol or use any other drugs?
* Have you ever taken anabaolic steroids or used any other performance suppiement?
* Have you ever taken any suppfements te help yeu galn or lose weight or improve your perormance?
* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing guestions on cardiovascular symploms (guestions 5-14).

EXAMINATION . ER
Heighit Weight O Maie O Female
BP ! { / ) Pulse Vision R 267 L 20/ Corected OO Y TN

MEDICAL ) - NORMAL - - 'ABNORMAL FINDINGS

Appoarance

= Marfan stigmata (kyphoscoliosis, high-arched palate, pecius excavatum, arachnodasiyly,
am span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyesfears/nosefthroat

* Pupils equal

s Hearing

Lymph nodes

Heart®

s Murmurs (aussuttation standing, supine, 4/~ Valsalva)

= Location of point of maximal Smpulse PN

Pulses

« Simultanecus femeral and radial pulses

Lungs

Abdomen

Genitourinary (males onlyy
Skin

« HSV, lesions suggestiva of MRSA, tinea comporis
Neurologic®
MUSCULOSKELETAL
Neck

Back

Shoulder/arm
Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Knea

Leg/ankie

Footftoes

Fusictional
= Dugk-walk, singte leg hop

*Congider ECB, echosardicgram, and referral 1o cardiology for abnormal cardiac history or exam.
*Consider 6l exam If in private setting. Having third party present is recommended.

“Consider cognitive evatuation or baseline neuropsychiatric testing i a history of significant cencussion.
O Cleared for all sports without restriction

1 Cleared for all sports without resbiction with zecommendations for further evaluation or treatment for

[ Not cleared
0 Pending further evaluation
O For any sporis
O For certain sports

Reason

Recommendations

I kave examined the above-named student and completed the preparticipation physical evaluation. The athiete does nof present apparent elinical contraindications to practice and
participate in the sporl{s) as outlined above. A copy of the physical exam Is an recoed in my office and can be made avaitable to live schoof at the request of the parents. §f condiions
arise affer the athlete has been cleared for parlicipation, & physician may rescind the clearance antil the preblem &s resolved and the potential consequences are completely explained
to the athlete {and parenis/guardians).

Name of physician, advanced practice nurse (APN), physician assistant {PA) {print/type) Date of exam

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Fhysicians, American Academy of Pediatrics, American Gellege of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Socigly for Sports Medicine, and American Osteepathic Academy of Sports Medicine. Permission is granted to reprint for nopcommercial, educational purposes with acknowledgment,
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for all sports without resiriction

1 Cleared for all sporis without restriction with recommendations for further evaluation or treatment for

3 Not clearad
O Pending further evaluation
OO For any sports
O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

HGP OFFICE STAMP SCHOOL PHYSIGIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

I have examined the above-named student and completed the preparticipation physicat evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the spori(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 request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Moduie

Date, Signature

©2010American Academy of Farmily Physicians, American Academy of Pediatrics, American Colfege of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Seciety for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permission is granted to reprint for noncommercial, educafional purposes with acknowledgment.
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