B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL. EXAMINATION FORM

Name Date of birth

PRYSICIAH REREIRDERS
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 resldence?
» Have you ever tried cigarettes, chewing tobacca, snulf, or dip?
 During the past 30 days, did you use chewing tobacco, snuff, or dip?
* D¢ you drink alcohol or use any ather drugs?
* Have you ever taken anabollc sterolds or used any other performance supplement?
* Have you ever taken any supplements %o help you gain or lose weight or improve your performance?
= Dayou wear a seat bett, use a helmet, and use condoms?
2. Conslder reviewing quesfions on cardiovascular symptoms (questions 5—14).

EXAMINATION ] R . P e
Helght Welght O Male O Female

BP ! [ / } Pulse Vislon R 20/
MEDICAL ) TR BRI R ool b st b ] NORMAL
Appearance

* Marfan stigmata {kyphoscollosls, high-arched palate, pectus excavatum, arachrodacyly,
arm span > height, kypeaxtty, myopla, MVF, aortic insutficiency)

Eyas/ears/nosethroat

= Puplis aqual

* Hearing

Lymph nodes

Heart*

» Murmurs {auscuftation standing, supine, +/- Valsalva)
= Locatlon of point of maximal Impuise (PM7}

Pulses
s Simultaneous femoral and radlal pulses

Lungs
Abdomen
Genltourinary {males onlyy*

Skin
s HSV, leslons suggestive of MRSA, tinea corpors

Neurcloglc®

- MUSCULOSKELETAL .
Neck

Back

Shoulder/arm
Efbow/forearm
WrisihandAingers
Hip/thigh

Knee

Leq/ankle

Footitoes

Functional

+ [Duck-walk, single feg hop

“Conslder £C6, echocardiogram, and refermal to cardiology for abnormal cardiac histary or exam.
SCansider Gt exam # in privaie setting, Having third party presant is recommended.
‘Cansider cognitive evaluatian or baseline hiatric testing if a history of significant concussion.

L20/ Comected CIY O N
e Sae il Y ABMORMAL FINDINGS 50 e ovd e

[3 Cleared for all sports without restriction
8 Cleared for alt sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
1 Pending further evaluation
0] For any sports
O Far ceraln sports
Reason

Recommengations

| have examined the above-named student and completed the preparticipation physical evaluation, The athlete doas not present apparent clinicat contraindications lo practice and
perticipate in the sport(s) a5 outlined above. A copy of the physical exam is on record in my office ard can be made available to the school at the request of the parents. i condi-
tions arise affer the athlete has been cleared for participation, the physician may rescind the clearance until the prablem is resofved and the potential consequences are completely
explained to the athlete (and parents/quardians).

Name of physician (printtype) Date
Address Phone
Signature of physiclan , M0 or DO

©2010 American Academy of Family PRysicians, American Academy of Pediatrics, American College of Sports Medicing, American Megical Soclely for Sports Medicine, Amerdcan Orthopacdic
Soclety for Sports Medicing, and American Osteopathic Academy of Sports Medicing, Permission Is granteq to reprint for noncommercial, educational purposes with acknowisogment:
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANC E FO RM This form is for summary use in lieu of the physical exarn form and health

history form and may be used when HIPAA concems are present.
Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction
O Cleared for alf sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports
O For certain sports

Reason

Recommendations

[ have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outiined 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 parentsfguardians).

Name of physician (print/type} Date

Address Phone

Signature of physician MD ar DO

EMERGENCY INFORMATION

Allergies

Other information

2010 American Acadermy of Famfly Physiclans, Amencan Academy of Pedialrics, Amerfcan College of Spoerts Medicing, American Medical Sociely for Sports Medicine, American Orthopd effic
Snclely far Sports Medicine, and American Dsteopathic Academy of Sports Medlcine. Permission Is granted fo reprint for noncommential, educational purposes with acknowledgment,




CONSENT FOR ATHLETIC PARTICIPATION & MEDICAL CARE

*Entire Page Completed By Patient

Athlete Information

Last Name First Name MI
Sex: [ [Male [ ] Female Grade Age DOB / /
Allergies

Medications

Insurance ‘ Policy Number

Group Number Insurance Phone Number

Emergency Contact Information

Home Address (City) {Zip}
Home Phone Mother's Cell Father's Cell

Mother's Name Wark Phone

Father's Name Work Phone

Another Person to Contact

Phone Number Relationship

Legal/Parent Consent
I/We hereby give consent for (athlete’s name) to represent
(name of school) in athletics realizing that such activity involves

potential for injury. I/We acknowledge that even with the best coaching, the most advanced equipment, and
strict observation of the rules, injuries are still possible. On rare occasions these injuries are severe and
result in disability, paralysis, and even death. I/'We further grant permission to the school and TSSAA,
its physicians, athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed
reasonably necessary to the health and well being of the student athlete named above during or
resulting from participation in athletics. By the execution of this consent, the student athlete named above
and his/her parent/guardian(s) do hereby consent to screening, examination, and testing of the student athlete
during the course of the pre-participation examination by those performing the evaluation, and to the taking of
medical history information and the recording of that history and the findings and comments pertaining to the
student athlete on the forms attached hereto by those practitioners performing the examination. As parent or
legal Guardian, I'We remain fully responsible for any legal responsibility which may result from any
personal actions taken by the above named student athlete.

Signature of Athlete Signature of Parent/Guardian Date




Parent Authorization for Release of
Information

In the event my student athlete is injured, the Bledsoe County Board of Education has my
consent to obtain and exchange confidential information from the school accident report
with authorized persons of the insurance compariy of Bledsoe County Schools: T

Parent/Guardian Signature

Printed Name

Address

City State Zip Code

Date




Student-athlete & Parent/Legal Guardian Concussion Statement

Must be signed and returned to school or community youth athletic activity prior to
participation in practice or play.

Student-Athlete Name:

Parent/Legal Guardian Name(s):

Atfter reading the information sheet, | am aware of the following information:

Student- Parent/Legal
Athlete -Guardian
initials initials

A concussion is a brain injury which should be reported to my -

parents, my coach(es) or a medical professional if one is available.

A concussion cannot be “seen.” Some symptoms might be present

right away. Other symptoms can show up hours or days after an

injury.

| will telt my parents, my coach and/or a medical professmnal about | N/A
my injuries and.illnesses.

[ will not return to play in a game or pract:ce if a hit to my head or N/A

body causes any concussion-related symptoms.

I will/my child will need written permission from a health care
provider* to return to play or practice after a concussion.

Most concussions take days or weeks to get better. A more serious
concussion can last for months or longer.

After a bump, blow or jolt to the head or body an athlete should
receive immediate medical attention if there are any danger signs.-
such asloss of consciousness, repeated vomltmg or a headache :
that gets worse.

After a concussion, the brain needs time to heal, | understand that |
am/my child is much more likely to have another concussion or
more serious brain injury if return to play or practice occurs before
the concussion symptoms go away.

Sometimes repeat concussion can cause serlous and long- Iastmg

_problems and even death:

I have read the concussion symptoms on the Concussmn
Information Sheet.

* Health care provider means a Tennessee licensed medical doctor, osteopathic physician or a clinical
neuropsychologist with concussion training

Signature of Student-Athlete Date

Signature of Parent/Legal quardian Date




+ The immediate removal of any youth athiete who passes out or faints while participating
in an athletic activity, or who exhibits any of the following symptoms:
(i) Unexplained shortness of breath;
(i) Chest pains;
(ili) Dizziness
(iv) Racing heart rate; or
(v) Extreme fatigue; and

e Establish as policy that a youth athlete who has been removed from play shall not return
to the practice or competition during which the youth athlete experienced symptoms

__consistent with sudden cardiac arrest . L

« Before returning to practice or play in an athletic activity, the athlete must be evaluated
by a Tennessee licensed medical doctor or an osteopathic physician. Clearance to full or
graduated return to practice or play must be in writing.

[ have reviewed and understand the symptoms and warning signs of SCA.

Signature of Student-Athlete Print Student-Athlete’s Name Date

Signature of Parent/Guardian Print Parent/Guardian’s Name Date




PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SU PPLEM ENTAL HISTO RY FO RM This document is only necessary when the

individual has a documented special need.

Date of Exam
Name Data of birth
Sex Age Grade School Sportls)

1. Type of disabllity

2 Date of disabiiity

3. Ctassification {if avallable)
4. Cause of disability (birth, dissase, acclgent/trawna, other)
5. Ust the sports you ane interested In phaying

£k

6. D0 you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sports?
8. Do you have any rashes, pressure sores, or any other skin problems?
9. Do you have a heasing joss? Do you use a hearing aid?
10. Do you have a visual Impaimment?
11, Do you use any speclal devices for bowel or bladder function?
12. Do you have buming or discomfort when urinating?
13, Have you had autonemic dysrefiexla?
14, Have you ever been diagnosed with a heat-related yperthenmla) or cold-ralated (hypothermia) liness?
15. Do you have muscle spasticity?
16. Do you have frequent selzures that cannot be controlled by medication?

Explain “yes™ answers here

Please indicate if you have ever had any of the tollawing,
i T I A S ST T el e e D T e Yag h g

Attantoaxial instabliity

X-ray evaluation for atiantoaxlal Instabittty
Dislocated fotnts (more than one)

E£asy bleeding

Enlarged spleen

Hepatitis

(Osteopenta or osteopomsls

DIfculty cordroliing bowel

Difficully centrolting bladder
Nisribness or fingling in arms or hands
Numbness or Hingling in iegs or feat
Weakness in arms or hands

Weakness in legs ar feet

Recent change in coordination

Recent changé in abifity 1o walk

Spina bifida

Latex allergy.

Explain “yes™ answers here

| hereby state that, to the best of my kmowledge, my answers o the above questions ane complete and correct,

of athletn i of parent/y Datz

©2010 American Academy of Family Phiyslcians, American Academy of Pediatrics, American Coliege of Sparts Medicine, American Medical Soclety for Sports Medicine, American Orthopaedic
Society for Sports Mediclng, and American Osteopathic Academy of Sports Medicine, Permission & granted i reprint for noncommercial educalional purpases with acknowledgment.




