School & Sports Qualifying Screening Evaluation

Please Complete in Iuk

Studeot Name

School/Clinic:
Address:
Phoae:

Peviged 4700

EXAMNATION

“Ht v BF i Pulse

Vision R ¥ : L

025 | 05 [ 2 3 & 18 3

*MEDICAL EXAM
(cross out if omitted) Normal
HEENT

Eyes

Ears

Nose

Throat
Dental
Thyrowd
Nodes
Lungs
Heart/Mumurs
Abdomen
Genitalia (males)
Hegnia
Skin
Neck
Upper Extremities
Back/Spine

Albnommnal Comaments

Lower Extremitics
Neuro.

Laigs (f required)
* UA dip: Ap col 5P BT aH or sug
Bld______Bil____ Urg ieuk ol

~Ket_

Hgb:

| TR ——

Address:

City/Zip: Telepbons:

Daig of Birth: Agc. Vale __ Female
Emdct Schoal:

PLEASE COMPLETE PRIOK TO EXAMINATION
HISTORY . YE3 WO
*1, Have you ever fainted? . ]

Have you cver fainwed during cxcrcise? O J

Have you kad chest puin during excreise? O O
=2, Hasapyone ip your family dicd suddenly? O )

Baforeage 357 Beforcage 50

Cause

~3. Hawve you ever had g concussion, [oss of consciousuess,
been koocked out or bed 1 head igjuey? ad &2
[f yea, how many Umes?

~4, Have you ever had bheat swoke ot heat exbzustioa? B, 0

=5. Do you wheeze o cough duniog oc afier zxeccise’ i 557
Do you have any history of asthrma? 0 O

*6. Do you bave any allergics? (medicanions, bes sting,
pollens, ctc.) o .

*7. Any injuries since lasi exam? ] El
if yes, list injuries:

*§. Do you take any medication? (isclude vitaming usd i )
poaprescription drugs]

*9  Have you ever tiken any supplements or wiiarmuns to help g 0
you gaio or ose weight or improve your performancs”’

10. Have vou ever been hospitalized? a G
Have you ever bad surpery? 0 G
if yes, explain

L. If female, when wus vour first measoua penod?

When was your most receot menstruad period?

i2. In the last y=ar, what was yours
Lowest weight ___ Your highest weight
What do you think is your ideal weight?

13 Lmmunizaiorns: Lasttetasus
Measies, Mumps, German Measles (MME] (17 2
Hepatitss B ([} ~ i3}

* 4, Circdde agy of L‘lr..fnllowmg you tieve had:

Abrorma! bicccing/bnusing Anemiz

Breken boneszistress faetuns Diabees !

Dislocation (shoulder, ets.} Hearing Impairmeat

Heart murmus/palpitations Hepatits/jauudice

High blood pressure Laoss ol cye sagit

Rheumatc fever Scoliesis (ewrvature of sping)
Seizures Sickle-ceil discase

Siogle organs (ddoey, eye, st} Ulpdesesnded tesoele

Other >

[ 1 have had nooe of the above yrablemns.

5. Do you use seat belts on a regubar basis? E &=

t6. Do you use tobacea or elcobol a O

17, Arethere a0y concerus you would [ke (o discuss? g 0O
(Mutrition, weight treining, tobacea, pregrancy,
bisth control, AIDE, alcoliol, stervids, other)

*  Must be answered for participation ic athletics
Additional Comments:
Student's Signature Date

Certificstion for Participation in Phyalcal Educaion/Atkledc Activities
[ berewith cerify that the swdent samed above has bren evaluated 28 jedicated by Lhe
above record to be pbysically fit 1o patticipale in physical education fctivilies andfor
cterscholastic athictces, cacept as noted below. Any exceptions or reguired modificatioes
should be re-cvaluated anoually or a3 specified

Modifications or exceptions:

0 Deferred pending furtber evaluation for
[J A copy of this form shouit! go with this individual 1o ali sporting activities.
Required medication:

Physician Sigaature: Date:

I do pot kmow of any exisnag physical condition or =ddiiceal health reascn that would

| preciude participation in sports. | certify that the answers to the above questions are frue

and accurate. [ approve participation o athleac actwvities.

1 bereby authorize release 1o the scbool nurse of the information coolaiaed in this decument,
Upon wrinen request, 1 may receive a copy of this document for my personal bealth care
provider.

Signature Date

(Purent or Legal Guardiag)

Return this form to your School Bealth Office



