g, PREPARTIC™ATION PHYSICAL EVALUATION — MEDIC?~ HISTORY 2020
WM\ FORM must be MM!»'M(MW)MMEW'J“'M”MMM. These
Mmmwmmﬁummhwmywﬁﬁmwﬁchmﬂmhhmbpnuc:pnemmcvmt
Student's Name: (print)  Een Age DN OF BB i
Address Phone
Grade School i
| In case of emergency, contact:
] Explain “Yes™ answers in the box below**. Circle questions you don’t know the answers fo.
g Yes No Yes Ne
: 1. Have you had a medical illness or injury since your last check | ] 13. Hm;mmmmwﬂmdmm E3 L]
i g 0 O T ol s affs
Have you been hospitalized overnight in the past year? you
Have you ever had surgery? 0O O Doymhwmlnﬂuvﬂﬂmw&aluwmﬂ £l L)
3. Have you ever had prior testing for the heart ordered by a 0 O 14.  Doyouuse any special profective or corrective equipment or O
physician? devices that aren't usually used for your actimty or position
Have you ever passed out during or afier exercise? D D (ﬁxmle,knaeblwe,specnlnackroll,footorm
Have you ever had chest pain during or afler exercise? O O retainer on your teeth, hearing aid)? . o 0o
Do you get tired more quickly than your friends do during I O 15.  Have you ever hada sprain, strain, or swelling afier injury?
exercise? Have you broken or fractured any bones or dislocated any 1 o
Have you ever had racing of your heart or skipped heartbeats? D D joinis? " : . :
Have you had high blood pressure or high cholesterol? D D Have you had any other problems with pain or swelling in D D
Have you ever been fold you have a heart nmrmur? nim muscles, teadorts, bones, or joints?
Has any family member or relative died of heart problemsorof [ ] [7] If yes, check appropriate box and explain below:
sudden unexpecied death before age 507
Has any family member been diagnosed with enlargedheart, ] [] ] Head [] Emow ] Hp
- (dilaied cardiomyopathy), hypertrophic cardiomyopathy, long ] Neck Forearm [ Thigh
QT syndrome or other ion channelpathy (Brugada syndrome. (] Back Wrist Knee
eic), Marfan's syndrome, or abnormal heart rhythm? D Chest Hand Shin/Calf
Have you had a severe viral infection (for example, 00O B Shoulder Finger [[] Ankle
,‘ myocarditis or mononucleosis) within the last month? Upper Amm ] Foot
| Has a physician ever denied or restricted your participation in ] 16. Do you want to weigh more or less than you do now? £ )
activities for any heart problems? 17 Do you feel stressed out? E) [
Have you ever had a head injury or concussion? 1 8. Have been diagnosed with or treated for sickie cell EY L]
1 4. ) you ever
e Have you ever been knocked out, become wmconscious, or lost B D trait or sickle cell disease?
your memory? Females Only
; If yes, how many times? 19. When was your first menstrual period?
When was your last concussion? When was your most receni menstrual period?
§ How severe was each one? (Explam below) How much time do you usually have from the start of one period to the start of
Do you have frequent or severe headaches? L3 L) How many periods have youhad in the last year?
4 Have you ever had nnmbness or tingling in your arms, hands, [} [] What was the longest time between periods in the last year?
§ legs or feet? : Afales Only
3 Have you ever had a stinger, bumer, or pinched nerve? 0O 0 20. Do you have two testicles?
3 5. Are you missing any paired organs? 21. Do you have any testicular swelling or masses?
] - | An electrocardiogram (ECG) is not required. By checking this box, I choose o
] obtain an ECG for my student for additional cardiac screening | have read and
. 1 O understand the “nformation about cardiac screening. | understand it is the
j responsibility of my family to schedule and pay for such ECG.
? D D EXPLAIN “YES' ANSWERS IN THE BOX BELOW (attach another sheet il necessary):
2 D D
n

injury.

student in question (o penaltics determined by the UIL

If, between this date asd the beginning of participation, any illness or injury should occur that may limit this studeat’s pavticipation, | agree 10 notify the school authonities of such illness or

hereby state that, to the best of my knowledge, my answers to the above guestions are complete and correct. Failure to provide truthful responses could

assistant, chivopractor, or nurse practiticner is required before any participation in UIL practices, games or matches. THIS FORM MUST BE ON FILE PRIORTO
PARTICIPATION IN ANY PRACTICE, SCRIMMAGE, PERFORMANCE OR CONTEST BEFORE, DURING OR AFTER SCHOOL.

For School Use Onfy: .
This Medical History Form was reviewed by: Printed Name Date Signatwe
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PREPARTICIPATION PHYSICAL E\ __UATION ~ PHYSICAL EXAMIN ATION

Age Date of Birth

, SM‘S Name RN e IR —— Sex BP / ( / / )
| Height _ Weight % Body fat (optional) oo brachial blood pressure while sitting
Pupils: Equal ] Unequal
Vision: R 20/ L 20/ Comected: (1Y [N =

As a mimmum reqmranmt:;s Physical Examination Form must be 00;2? P'i“u:’yl;""o" high wpmﬁdpwonm m‘;m ﬂgm“m
pliortoﬁtstmdﬁirdymoflighschoolwﬁdpﬁmo It mast be compl an annnal physical exam.
the studenf's MEDICAL HISTORY FORM on the reverse side. + Local district policy may require
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[1 Cleared after completing evaluation/rehabilitation for:

Y
1 Not cleared for:

Recommendations: S R N -

Reason:

The following information must be filled in and signed by either a Physician, a Physician Assistant licensed by a State Beard of
Dhysician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,

or a Doctor of Chiropractic. Examination forms signed by any other health care practitioner, will not be accepted.
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Address: o il Ec A i el

Phone Number: i i > -
Signature;

Must be completed before a student participales in any practice, before, during or after school, (both in-season and out-of-season) or performance/
oomee/matrhec
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