Last Name, First Name
Name of Athlete

CARROLL COUNTY

ATHLETICS



CARROLL COUNTY PUBLIC SCHOOLS

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is to be filled out by the patient and the parent prior fo sesing the physician. The physician may keep this history form, or it may remain attached to provide
additional information for the athletic trainer at the school. If you do not wish the school to have access to this information, detach it prior to submission of the physical form.)

Date of Exam

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

Medicines and Aliergies: Please list all of the prescription and over-the-counter medlcmes and supplements (herbal and nutritional} that you
are cutrently taking

Do you have any allergies? DYes ENo If yes, piease identify specific aliergy below.
O Medicines - O Pollens O Food O Stinging Insects

Explain *Yes” answers below Circle ques'nons ou don't know the answers £0.

- GENERA| QUESTEONS . . Yes No MEDICAL QUESTIONS. .
1. Has a doctorever denied or restncled your par!tc:pahcn in spons o any 26. Do you cough, wheeze, or have dxfﬁculty breathtng dunng or after
reason? exercisa?
2, Do you have any ongeing medical conditions? f so, please identify below: 27. Have you ever ussd an inhalsr or taken asthma medicine?
CAsthma 28. Is there anyone in your family whe has asthma?
DAnemia :
Ofabetes 29, Ware you bom without or are you missing & Wdney, an eya a tasticle
Cirfections {males), your spieen ot any otherorgan? .
Qther: 38. Do you have groin pain or a painful bulge or hemia in the groin area?
3. Have you ever spant the night in the hospital? 31. Have you had infeclious mononuclecsis (mono) within the 1ast month?
4. Have you ever had surgery? ) ] 32. Do you have any rashes, pressure sores, or other skin problems?
“-HEART HEALTH QUESTIONS ABOUT YOU e . : 33. Have you had a herpes or MREA skin infedtion?
5. Have you ever passed nut or nearly passed out DUR!NG or AFTER 34, Have you ever had ahead injury or cencussion?
exercise? 35. Have you ever had 2 hit or blow {0 the head that caused confusion,
6. Have you ever had dlsccmfurt. pain, tightness, or pressure in your chest : prolonged headache, or memory problems?
during exerciss? 38. Do you have a history of seizure disorder?
7. Does your heart ever race or skip beats (iregular beats) during exercise? 37. Do you have headaches with exercise?
8. Has a doctor ever told you that you have any heart problems? If so, check 38. Have you ever had numbness, tingling, or weakness in your amms or legs
all that apply: after being hit or faling?
[IHigh biood pressure o1 b et I ———
DA heart rumr . fal\f y'c?:u aver been unable fo move your ams or legs after being hitor
OHigh choigstaro] . . alling
DA heart infection 40. Have you ever become il while exercising in the heat?
OKawasaHl disease 41, Do you get fraquent muscle cramps when axarcising?
Other: 42. Do you or someone in yaur family have sickle cell trait or disease?
8. Has a dactor ever ordered a test for your heat? (For example, ECG/EKG, 43, Have you had any problems wilh your eyes o vision?
echocardiogram) —
= . 44. Have you had any eye injuries?
10. E;o xérgs?g lightheaded or feel more short of breath than expected during 45, DO you wear glasses or contact jenses?

48, D tecti ch le: af: hield?
11. Have you ever had an unexplained seizure? © YOL wear proteciive oyawear, such as goggles o a face shig

47. Do you worry about your weight?
12. Do yau get more tired or short of breath more quickly than your friends - -
during exercise? 48, Are you trving fo or has anyone recommended that you gain or lose

. o weight?
HEART HEALTH QUESTIONS ABOUT YOUR FAWILY 48, Are you on a special diat or do you avoid certain types of foods?

50. Have you ever had an eating disorder?

13. Has any family member or relative died of heart pmblerns or had an
unexpected or unexplained sudden death before age 50 (including
drowning, unexplained car accident, or suddeninfant death syndrome)? 51. Do you have any conCErns 1hat you wculd like to discuss wn;h a doctm’?

| FEMALES ONLY e ) B
52. Have you ever had a menstrual period?

14. Does anyme in youw family have hypertrophic cardiomyopathy, Marfan
syndrome, anhythmogenic right venticutar cardiomyopathy, long QT

syndrome, shart QT syndrome, Brugada syndrome, or 53. How old were you when you had your first menstrual penod?
catecholaminergic polymorphic ventricular tackycardia? 54. How many periods have you had in the last 12 months?
15. Does anyone in your family have a heart problem, pacemaker, ar e
implanted defibrilator? Explain “yes” answers hera
18. Has anyone in your family had unexplained fainting, unexplained
seizires, or near drowning?

-BONE ANDJOINT QUESTIONS

17. Have you ever had an injury fo a bone, muscﬂe hgament or lendonthal
caused you to miss a practice or a game?

18, Have you ever had any broken or fractured benes or dislocated jpinis?

19. Have you ever had an injury thet required x-rays, MRI, CT scan,
injections, therapy, 2 brace, a cast, or outches?

20, Have you ever had a stress fracture?

21. Have you ever been told that you have or hawe you had an x-ray for neck
instabllity or atlantoaxial instabiity? (Cown syndrome or dwarfism}

N

22. Do you regularly use & brace, orihoics, or other assistive device?

o

23. Do you have a bone, muscle, or joint injury that bothars you?

24. Do any of your jeints become painfui, swollen, feel wann, or ook red?

@

25. Do you have any history of Juvenile arthritie o connective tissue disease?

| hereby state thét, o the best of my knowledge, my answers to the above questions are complete and correct.

' Signature of athlete Signature of parent/guardian ' Date

Adapted from — ©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sparts Medcine, American Medical Sodiety for Sports Medicine,

Amkincmﬁndgrmopaadlc Seciety for Sports Medicine, and American Ogtsopathic Acadeny of Sports Madicine. Permission is granted ta reprint for noncommercial, educational puposes with
acknowiedgment

HED503 8-2681/0410



SPORT(S):

GRADE:

FIRST NAME:

LAST NAME:

CARROLL COUNTY PUBLIC SCHOOLS

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of Birth

- EXAMINATION R S

Height Weight OMale 3 Female

BP / Vision R 20/ L 20/ Corrected LY [ON

"MEDICAL i T — L5 S ABNORWAL FINDINGS

Appearance

* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus
excavatum, arachnodactyly, arm span > height, hyperdaxity, myopia,
MVP, aoriic insufficiency) )

Eyes/ears/nose/throat

+ Pupils equal

* Hearing

Lymph nodes

Hearta

1 = Murmurs (auscultation standing, supine, +/- Valsalva)

* Location of point of maximal impulse (PMN)

Pulses

+ Simultareous femaoral and radial pulses

Lungs

‘Abdomen )

Genitourinary (males onlylb

Skin ]

* HSV, lesions suggestive of MRSA, finga camoris

Neurologic ¢

MUSCULOSKELETAL -

Neck

Back

Shaoulder/arm

Ebow/forearm

Wirist’/hand/fingers

Hip/thigh

Knege

Leg/ankle

Footitoes

Functionai

I+ Duck-walk, single leg hop

a Consider ECG, echocardiogram, and referral to cardiotogy for abnormal cardiac history or exam.
b Consider GU exam if in private setiing. Having third party present is recommended.

" ¢ Consider cognitive evaluation or baselina neuropsychiatric testing if a history of significant concussion.

[ Cleared for all sports without restriction o
[ Cleared for all sports without restriction with recommendations for further evaluation or treatment for

[0 Not cleared
[CPending further evaluation
[JFor any sports
OFor certain sports
Reason
Recommendations

I 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 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 (print/type} Date
Address . Phone
Signature of physician : . , MD or BO

Adapted from - ©2010 American Academy of Family Physicians, American Acadermy of Pedialtics, American College of Sparts Medcine, American Medical Sodiety for Sperts Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Acadery of Sperls Medicine. Permission is granted to reprint for noncom mercial, educational puposaes with
acknowledgment, .

HEQS03 5-2681/041



AUTHORIZATION FOR PARTICIPATION IN INTERSCHOLASTIC/CORCLLARY ATHLETICS

As parenis or legal gnardians of

(Name of Student)

We hereby authorize and consent to our child’s parficipation in interscholastic/corollary athletics and sports. We understand the sport in
which our child will be participating is potentially dangerous, and that physical injuries may occur to our child requiring emergency medical care
and treatment. We recognize that, even with proper training and equipment, there is always a risk of serious accidental injury or death inherent in
interschalastic/corollary athletics and sports. '

In consideration of the acceptance of our child by the Carroll County Public Schools in its athletic program, we agree to release and
hold harmless the Board of Education of Carroll County, its members, the Superintendent of Schools, the Principal, all coaches, and assistant
coaches, and any and al! other agents, servants, and/or employees and agree 1o indemnify each of them, from any and all claims, costs, suits,
actions, judgment, and expenses, arising from our child’s participation in interscholastic/corollary athletics and sports.

We hereby give our consent and authorize the Board of Education of Carroll County and its agenis, servants, and/or employees to
consent on owr behalf and on the behalf of our child, to emergency medical care and treatment in the event we are unable to be notified by
reasonable attempt of the need for such emergency medical care and treatment.

We understand and agree that we wil} be responsible for all medical biils and cesis that may be incurred as a result of medical and
treatment of our child, and agree to provide proof of insurance coverage of our child against accidents and injuries in school sponsored games,
and practice sessions, and during trave! fo and from athletic contests.

Students who have made a decision to take part in the athletic program will be required to practice and participate in scheduled contests
after school and p0331bly on non-school days.. Supervision at practice, games, and travel will be provided by the school.

In addition, it is recognized that all students must comply with eligibility regulations that govern athletics in Carroll County Public
Schools as approved by the County Board of Education and the State Department of Education.

It is the responsibility of the parent or guardian, and not that of school officials, to determine the amouat of insurance protection
necessary to adequately insure against serious accidental injury. Lt is also the responsibility of the parent or guardian to make sure that ail
tnsurance premiums are timely paid, that there is no lapse of insurance coverage, and that their child is insured from the first day of practice to
the last day of post-seasen competition. The Board of Education of Carroll County is not an insurer, and, under no circumstances, will the Board
of Education of Carroll County, its members, agents, empioyees, or insurers be held liable for any injury or death arising dut of a child’s
participation in interscholastic/corollary athletics or sports, or as a result of inadequate insurance coverage.

1 also declare and affirm that my child resides within the attendance area of
High School, oris attending with special permission of the office of Student Services of Carrofi County Public
Schools. If s student is attending ahigh school without the benefit of residing within the school’s attendance area and/or without speciat
permission of the Qffice of Pupil Services the student in question is subject to disciplinary action which could result in loss of athletic eligibility
for a period of time, inefigibifity in a specified sport for the forthcoming year or penalties as may seem justified in the pamcular cage. Itisalso
possible for the athlete’s team and school to be penalized.

By evidence of the signatures below, you are testifying that you:

+  Have read the Guide for Student Athletes and Parents.

»  Have read the provisions of the Authorization for Participation Interscholastic Athletics Form.

s Understand the eligibility standards.

) Failure to complete, sign and return to your child’s coach wili result in his/her exclusion from participation in
the interseholastic/corollary athletic program of Carroll County Public Schools. Please check appropriate space:
Ihave: SchoollInsurance -

School Time Student Accident No Insurance
24 Hour Student Accident . Other Insurance-Family
Voluntary Interschoelastic Football* sponsored

Name of company & Policy number

(Student’s Signature) {Date)

(Parent/Legal Guardian’s Signature) (Date)

* Varsity Football coverage required if parents DO NOT maintain other health/accident insurance.
Note: JV football players who become varsity football players MUST have Voiuutary Interscholastic Football insurance or family sponsored
Health Care insurance.



