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TEAM OF PHYSICIANS
FOR STUDENTS

TOPS FREE SPORTS SCREENING PHYSICALS

Where: Sunnyslope High School
35 W Dunlap Avenue, Phoenix, AZ 85021
When: Saturday - April 27%, 2024
Time: Participating schools have received schedules
Check with you coach for you time

Walk-ins are will be taken from 7:30am to 1:30pm
Only TOPS forms will be accepted

-Use forms provided by TOPS by going to www.aztops.org or by using the forms
provided to you by your coach or athletic department.

NOTE:

Parent/Guardian must complete the athlete information and medical history portions of
the 2024-2025 AIA physical form prior to the physical

The TOPS Waiver, along with Page 5 of the AIA Physical must be signed by parent/legal
guardian prior to the physical

Please:

-No color paper, use black or blue ink, no double-sided printing

-Do not fold/roll up the papers

-Females: Please wear a sports bra under your primary garment

-if athletes are wearing corrective eyewear, they must wear it for the exam

-Immunization records are not needed
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team osteopathic
physicals for students

TOPS PHYSICALS — WAIVER

Student Athiete’s School

Student First Name Last Name

f understand and give permission for my child (or the child under my guardianship) to have a free sports
screening with an EKG and ECHO cardiogram (if necessary). | understand that any data collected during this
screening could be used for medical research (with no names mentioned).

I hereby authorize TOPS (Team of Physicians for Students) to publish any photographs or videos taken of me
or my child, as well as my/his/her name for use in any TOPS printed publication and/or website. | acknowledge
that since my participation or representation in any publications and/or websites produced by TOPS is
voluntary, | will receive no financial compensation. | further agree that my participation or representation in
any publication and/or website produced by TOPS confers upon me no rights of ownership whatsoever. |
hereby release TOPS, Optum, HonorHealth and the Glendale Union School District, as well as their contractors
and employees, from liability for any claims by me or any third party in connection to me or my child’s
participation in this event.

Signature f Parent/Guardian/Student if over 18:

Date:

FOR TOPS USE ONLY:

CARDIOVASCULAR

Family History  Yes No Describe

Personal History Yes No Describe

EKG

ECHONEEDED _  ECHODONE___ NORMAL__ _ ABNORMAL

ECHO FINDING




2024-25

AlA B

ANNUAL PREPARTICIPATION

ARIZONA INTERSCHOLASTIC ASSOC.
N IETH ST PHOENI, AZ B PHYSICAL EVALUATION

EXCLUSIVE URGENT CARE
PARTNER OF THE AlA

Name:
Home Address:
Phone:
Dote of Birth:
Age:
Sex Assigned at Birth:
Grade:
School:
Sport(s):
Personal Physicion:

(The parent or guardian should £l out this form with assisturce from the studentathlete)

Hospital Profarence:

Exploin “Yes" answers on the following page.
Circle questions you don't know the answers to.

1)

2) List past and current medical conditions:

Has a doctor ever denied or restricted your parficipation in sports for any reason?

Exom Date:

In case of emergency contack:

Name:
Relationship:
Phone {Home):
Phone {Work}:

Relalionship:
Phone {Home):
Phone (Work):

Phone {Call):
%

3)
supplements? (Plsase specify):

Are you currently taking any prescription or nonprescription {overthe-counter) medicines or

4) Do you have allergias to medicines, pollans, foods or stinging insects?

{Pleass specify):

5) Does your heart race or skip beats during exercise?
6) Has a doctor ever told you that you have {check all that apply):
B'th Blood Pressure DA Heart Murmur DHigh Cholestero!

7} Have you ever had surgery? (Pleass lisi):

E]A Heart Infection

8}

#) Have you had any broken/froctured bonss or disiocated joints?

(If yss, check affected area in the box below in question 10}):

10} Have you had a bons/joint injury that required X-rays, MRI, CT, surgery, injections, rehabilitation

Have you ever had an injury (sprain, muscle/ligament tear, tendinitis, etc.) that causad
you to miss o practice or game? (If yas, check affected area in the box below in question 10}

OO0 0O 0O 0O 0O«
OO0 030 OO0 0Oz

|
O

physical tharapy, & brece, a cast or crutches? (If yes, check affected area in the box below):

[JHecd [T Nesk D Shoulder ] upper Arm [Jetbow [[] Ferearm
D Hond/Fingers D Chast E Upper Back D Lower Back D Hip I:] Thigh
[knes [lcatiysin [ Ankie [JFoot/Toes

FORM 15.7-A rev. 02/08/2024 NexCare is the preferred puriner of the AlA, i+ not raquirsd you viskt NexiCars localions far your beaihcars needs. 1




AlA ‘ 2024-25

ANNUAL PREPARTICIPATION

ARIZONA INTERSCHOLASTIC ASSOC,
007 N 18TH ST PHOENIX, AZ 8502 PHYSICAL EVALUATION EXCLUSIVE URGENT CARE
NE. (402] 38538 PARTNER OF THE AlA

11) Have you ever had a stress kracture?

12} Have you ever been told that you have, or have you hed an X-ray for allantoaxial (neck) instability?
13} Do you regularly vsa o brace or assistive device®?

14) Has a doctor told you that you have asthma or allergiest

15) Do you cough, wheeza or have difficulty breathing during or after exsrcise®

16} Have you ever used an inhaler or taken asthma medication®

17] Po you have grein or testicular pain, or a painful bulge or harnia in the groin area?

18} Wers you born without, are you missing, or do you have a nonfunctioning kidney, ey, tasticle
or any other organ?

19) Have you had infectious monenucleosis (meno) within the lost monthg
20) Do you havs any rashes, pressure sores or other skin problems?
21) Have you had o herpes skin infection®

22) Have you ever had an injury fo your face, head, skull or brain {including a concussion, confution,
memory loss or headache from ¢ hit fo your head, having your “befl rung” or gefting “dinged”)?

23} Have you ever had o ssizvre®

24} Have you ever had numbness, fingling or weakness in your arms or legs after being hit, falling,
stingers or burners?

25) While exercising in the heat, do you have severe muscle cramps or becoms ill2

26) Has a docor iold you that you or someone in your family has sickls cef! irait or sickle call dissase®
27} Have you ever bean tested for sickle cell trois?

28) Are you hoppy with your waighi?

29) Are you Irying to gain or lose weight?

30) Has anyone recommended you change your weight or safing habits?

31) Do you limit or carefully contral what you eat?

32) Do you have any concerns that you would like fo discuss with a doclort

LOO0O00O00O0 00 0000 O0O00000d <
LO00000O0O0 OO0 0000 00000000 =

Females Only Explain “Yes” Answers Here

Y N
37) Have you evar had o menstrual period? D I:]

38} Haw old warae you when you had your
Rrst menstrual pericd?

39} How many pericds have you had in the
last year? —_—

N JAN

FORM 15.7-A rev. 02/08/2024 NuxdCars is the prafarrad povtrar of the AIA. i nof raquired you vislt NexiGere kocaiions for your hwabhcors needs.




AlA ‘ 2024-25

ANNUAL PREPARTICIPATION

ARIZONA INTERSCHOLASTIC AS50C

PHYSICAL EVALUATION EXCLUSIVE URGENT CARE

PARTNER OF THE AIA

The physicion shovld fill out this form with assistance from the parent er guardian.)
Student Name: Date of Birth:

Patient History Questions: Please Shars About Your Child

Y N

1) Has your child feinted or passed out DURING or AFTER exercise, emotion or starilat D O
2} Has your child ever had sxirame shorinass of brasth during axerciset D D
3) Has your child had extreme futigus associated with sxercise {differant from other childran)® D D
4) Has your child aver had discomfort, pain or pressurs in his/her chest during exorcise? D D
5} Has o doctor ever ordersd o test for your child’s heartd D B
6] Haos your child aver bean dingnosed with an unexplained ssizurs disorder? ] M|
Q Has your child svar bsun dicgnossd with axercissinduced cuthme not well contrallsd with medicationt D D

=V,

Explain “Yes” Answers Hare
o J
COVID-19
h N
1) Was your child haspitalized as o result for complicalions of COVID-15% D D
2] Hos your child had any long-term complications From COVID-15¢ | [
3} Did your child hava any special tests ordersd for their heart or lungs or ware referred fo a heart speciolist (cardialogist) D EI
te be dleared to return to sporhs®
N =
Explain “Yes” Answers Here

\_ J

FORM 15.7-A rev. D2/08/2024 NextCare is the praferrad porinar of the ALA. it is not required you visit NextCorw localions For your hecithooms nesds. 3



AI A “ 2024-25

ANNUAL PREPARTICIPATION

ARIZONA INTERSCHOLASTIC ASSOC.
| N IBTH ST PHOENIX AZ B50

PHYSICAL EVALUATION EXCLUSIVE URGENT CARE

PARTNER OF THE AlA

Patient Health Questionnaire Version 4 (PHQ-4)

Ovar the last two weeks, how oftan heve you besn bothered by any of the following problems? (circla responses)

Not At All SeverciDays  Over Holf TheDays  Nearly Every Day
Fesling nervous, anxious, or on adge 0 1 2 3
Net being able to stop or cenirol worrying 0 t 2 3
Little interst or pleasurs in doing things 0 1 2 3
Faeling down, depressed, er hopeless 0 i 2 3

{A sum of 2 3 is considered positive on sither subscole [questions 1 and 2, or questions 3 ond 4] for screening purposes.}

If you score a sum of 3 or greater on either questions 1 end 2, or 3 and 4, you may have anxisty or depression that
is affecting you more than normal. In this case, it is recommended that you talk to o frusted health care provider such
as your primary care physician, your athlefic frainer at school, or a counselor at school. If there is not someone you
feel comtortable talking 1o or you are interested in learning more to help yourself or o friend, pleass use the resourc-
s provided balow.

For more information regarding shudentathlete mental health:
spark.adobe.com/page/ILtwyolpTApOV/

Teen Lifeline Call and Text Crisis Line

(602} 248-8336 (TEEN)

Outside Maricopa county call: 1-800-248-8336 (TEEN)

Ht:ur:I are: Call 24/7/365 | Text weekdays 12-9 p.m. & weekends 3.9 p.m. | Peer counseling 3-9
p.m. daily

Crisis text line: Text HOME to 741741 to connect with a crisis counselor

National Suicide Prevention Lifeline
1-800-273-8255 or svicidepreventionlifeline.org

The Trevor Lifeline
866-488-7386 (for gender diverse youth} )
,

FORM 15.7-A rev. 02/08/2028 NeiCor is the preferrad partner of the AJA. I is nol requiced you visk NexiCars locations for your heabhcars sesds, 4



AIA ‘ 2024-25
' ANNUAL PREPARTICIPATION

ARIZONA INTERSCHOLASTIC ASSOC.
7007 N 18TH 5T. PHOENIX, AZ 85021 PHYSICAL EVALUATION EXCLUSIVE URGENT CARE
PHOMNE (4 IR PARTNER OF THE AlA

Fumily History Questions: Please Share About Any Of The Following In Your Family

|

o1 O
[1] Oz

1) Are thers ony Family members who had sudden/unexpacted/unexplained death befors oge 358 [induding SIDS, car aceidants
drowning or near drowning)

2} Are there any Fumily members who died suddenly of “heart problems” before age 35¢
3} Are there ony family members who hove unexpluined fainting or saizurest
4} Ars ihere any relatives with certain condifions, such as;

Enlarged Heort

Hypertrophic Cardiomyopathy (HCM}
Dilated Cordiomyopathy (DCM)

Catecholominergic Pelymarphic Ventriculor Tachycardia (CPYT)
Arrhythmogenic Right Venlricular Cardiomyopethy [ARVC)
Marfan Syndrome [Aarfic Rupture}

) o e o
OOOCICIOC 2

OODOO0 <
| OOoOOO =

Heari Rhythm Probiems Heart Atack, Age 35 or Younger
Long QT Syndrome {LQTS) Pacemaker or Implanted Defibrillator
Shart QT Syndroma Dedf ot Birth
\_ Brugada Syndrome
Explain “Yes” Answers Here
. J
Additional History

1] Have you sver tried cigareitas, e-cigarsttes, chewing tebaceo, snvff or dipt

2] Do you drink aleohel or use Iicit drugs?

3) Have you evar taken ancbolic stersids or vsed ony other performanca-sanhonding supplements?

4] Have you sver takan any supplements to help you gain or lose weight, or inprove your performancat

5] Do you always wear o seatbelt whils in o vehide?
(.

OOOO0<
| OOO00=

I hereby state that, to the best of my knowledge, my nnswers to ofl of the above questions ars complete and cor-
rect. Furthermore, | acknowledge and understand that my eligibility mey be revoked if | have not given truthful
and accurate information in responsa to the ahove queslions.

Signalure of Student-Athlete Signature of Parent/Guardian Date

Signature of MD/DO,/ND/NMD/NF/PA-C/CCSP Dats

FORM 15.7-A rev. 02/0B/2024  NexiCors is fhe preferred portmer of the AIA. it i not recquires you visit NwaCa Socations for your heolbihoore needs. 5



A'A \ 2024-25

ANNUAL PREPARTICIPATION

PHYSICAL EXAMINATION EXCLUSIVE URGENT CARE
PARTNER OF THE AIA

ARIZONA INTERSCHOLASTIC ASSOC

Name: Date of Birth:
Age: Sex:
Height: Waight:
% Body Fat {optional): Pulse:
BP: / ( J . / )
Corrected: Y[ ] N[

Vision: R20/__ . 120/,
Pupils: Equal[ ] Unequal [}

Normal Abnormal Findings Initials *

Medical
Appearance
Eyes/Ears/Throat/Nose
Hearing

Lymph Nodes
Heart

Murmurs

Pulses

Lungs

Abdomen
Genitourinary &
Skin
Musculoskeletal
Neck

Back

Shoulder/Arm
Elbow/Forearm
Wrist/Hands/Fingers
Hip/Thigh

Knee

Log/Ankle
Foot/Toes

DpH]ﬁEFDH DldﬂjlmanHm

* - Mulii-examiner set-up cnly | & - Heaving a third party present is ded for the genitourinary sxarmination

NOTES:

Cleared Without Restriction ]

Claored With Following Restriction:

Not Cleured For: [_JAl Sports  [JCertain Spors: Reason:
Maedically eligibla for all sports without restriction with racommaentations for further evaluation ar ireciment of:

Recommendations:
e e
Name of Physician (Print/Type): Exam Date:
Addrass: Fhone:
Signature of Physiclan: » MD/DO/ND/NMD/NP/PA-C/CCSP

FORM 15.7-8 rev, 02/08/2024 NexiCars is the praferrsd poriner of the AlA_ It is not raquired you visit NextCare locations for your healthicare nesds. @



