Student's Name Age Grade
[SEcTiON 6: HEALTH HISTORY]

Explain “Yes” answers at the bottom of this form.

Circle questions you don't know the answers to.

Yeos No Yes No

1. Has a doctor ever danied or resiricted your 0 Q 23 Has a doctor ever told you that you have Q 0
pariicipation in sport(s) for any reason? asthma or allergies?

2. (I’kDo ytcr:‘u have c{a.nburttgo)igg medical condition 0 Qa 24 be D?h\[fou S?JLI!QQI:l Gwha:zFe_],. :_.;:‘ra have Qimgulty Q 0

ike asthma or diabetes gathing or oxercise

3. Are you currently taking any prescription or a a 25 Js thare anyone In your family who has Q Q
nonprescrption (over-the-counter) medicines asthma?
or pills? 26 Have you ever used an inhaler or taken 0 Q

4. Do you have allergies to madicinas, 0 Q asthma medicina?
pollans, foods, or stinging insects? 27 Ware you bomn without or are your missing

5 Have you ever passed out or nearly Q 0 a kidnay. an eye, atesticle, or any other a a
passed out DURING exercise? organ?

6 Have you ever passed out or nearly O Q 28. Have you had infeclious mononucleosis 0 Q
passed out AFTER exsrcise? {mono) within the last month?

7. Have you ever had discomfort, pain, or 0 Q 28, Do you have any rashes, pressure sores, ] Q

pressure in your chest durlng_ exerncise? or other skin problems? )

8 Doss your heart race or skip beats during Q m] 30. Have you ever had a herpes skin O Q
exercise? infection?

] Has a doctor ever told you that you have CONCUSSION OR TRAUMATIC BRAIN INJURY
{check all that apply): . Hava you ever had a concussion (i.e. bell

O High blood pressure OHeat mumue & lr:‘.ujr:lgrg;!ing. head rush) or traumatic brain a o

O High cholesterot L] Heart infection 32.  Have you been hil in the head and been 0

10. Has a doctor ever ordered a test for your (] Q confused or lost your memory? Q
heant? (for example ECG, achocardiogram) 33. Do you experience dizzinass and/or =)

11.  Has anyone in your family died for no o Q headaches with exercise? Q

12 apm"‘ reason? - hear 34.  Have you ever had a seizure? QO O

’ prob!er:n?a nyone In your famlly have a hea Q Q 35.  Have you ever had numbness, tingling, or

13. ~ Has any family member or relative been ::I;II‘I?::; in your amns or legs afterbeing hit (] [
:mzﬁfzﬂmﬁdﬁx:;oiﬁg gggrt O Q 36 Have you ever been unable to move your m) g

14.  Does anyone in your family have Marfan anms of legs after being hit or falling?

Syndroma? Q Q 37. When axercising in the heat, do you have ] 0
sevare muscle cramps or become ill?

15. ho::)a"vaal?you ever spent the nightin a a a 3s. Has a doctor told you that you or somecne

18. _Have you ever had surgery? g‘u yousl;f;mily has sickle cell trail or sickle cell Q a

17.  Have you ever had an injury, ike a sprain, " Is:Iaava T
muscle, or ligament tear, or tendonitis, which o o el \?irsion? Y P y O QO
c,?y"i:d;?;;z?gez Fa"r::t::;:‘::contasi? 40. Do you wear glasses or contact lenses? Q a

18.  Have you had any brok?en or fractured a 0 41. Do you wear protectiva eyewear, such as 0 0
bones or dislocated jeints? If yes, circle goggles or a face shield?
betow: o 42 Are you unhappy with your weight? a [}

= reqﬁ?r:! f;yh:dwf;log?riggg;"?geg%n . 43.  Are you trying to gain or lose weight? Q Q
rehabilitation, physical th.erapy. a i:raoa, a ' Q Q 44, Has anyone recommended you change Q 0
cast, or crutches? If yes, circle belgw: your waight or eating habits?

Heed  Neck  Shouldsr  Uppsr  Elbow  Foreanm I:;ndl’ Chesl 45, Do you limit or carsfully controt what you a 0

am . . eat?

E::k“ u":weu“ e Thigh' ™ Knse' ' Ceftiin — Arice ;:',’ 48, Do you have any concerns that you would ] Q

20.  Have you ever had a stress fraclura? 0 Q FEM%I.GEtg thCUSSNLY wilh a doctor?

21. Have you been told that you have or have a [
you hac_! an x-ray for atlantoaxial (neck) a a 47. Have you ever had a menstrual period? 0 a
instability? -, 48.  How old wara you when you had your first

22, ‘?io )’«?ou regularly use a brace or assistive Q a menstrua! period?

— 49, How many periods have you had in the
last 12 months?
50. Are you pregnant? a ]
s Txplaln “Yas" answars hare:
=

i hereby certify that to the best of my knowladge il of the information herein is true and complate.

Student's Signature Date / /

t hereby certify that to tho best of my knowladge all of the Information herein is true and compiete.

Parent's/Guardian’s Signature Date /




SECTION 7: PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION
AND CERTIFICATION OF AUTHORIZED MEDICAL EXAMINER

Must be completed and signed by the Authorized Medical Examiner (AME) performing the herein named student's comprehensive
initial pre-participation physical evaluation (CIPPE) and turned in to the Principal, or the Principal's designes, of the student's school.

Student's Name Age Grade ____
Enrolled in Bt School Sport(s)
Height Weight % Bady Fat {optional) Brachial Artery BP / { f , / }RP

If either the brachial artery blood pressure (BP) or resting pulsae {RP) is above the following levels, further evaluation by the student's
primary care physician is recommended.

Age 10-12: BP: >126/82, RP: >104; Age 13-15: BP: >136/86, RP >100; Age 16-25: BP: >142/92, RP >96.

Vision: R20/___ L 20/ Corracted: YES NO (circle cne)  Pupils: Equal Unequal
MEDICAL NORMAL ABNORMAL FINDINGS

Appearance

Eyes/Ears/Nose/Throat

Hearing

Lymph Nodes

O Heart mumur I Femoral pulses to axclude acrtic coarctation
Q Physical stigmata of Marfan syndrome

Cardiovascular

Cardioputmonary

Lungs

Abdomen

Genitouninary {males only)

Neurclogical

Skin

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Nack

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand/Fingars

Hip/Thigh

Knee

LeglAnkie

Foot/Taes

| hereby certify that | have reviewed the HEALTH HISTORY, performed a comprehensive initial pre-participation physical evaluation of the
herein named sludent, and, on the basis of such evaluation and the student's HeaLTH HISTORY, certify that, except as specified below,
the student is physically fit to participate in Practices, inter-School Practices, Scrimmages, and/or Contests in the sport(s) consented to
by the student's parent/guardian in Section 2 of the PtAA Camprehensive Initial Pre-Participation Physical Evaluation form;

O ciLearep (1 CLEARED with recommendation(s) for further evaluation or treatment for:

0 NOT CLEARED for the following types of sports (please check those that apply):
Ocowsion O contact O Non-contactr O StrRenuous T Moperatery STrenuous (O Non-strenuous

Dueto

Recommendation{s}Referral{s)

AME's Name {print/type) License #
Address Phane ( )
AME's Signature MD, DO, PAC, CRNP, or SNP {circle one} Certification Date of CIPPE __/___ {

—_




