Student Name

School & Sports Qualifying Screeping Evaluation

Please Complete in lok

Address:

City/Zip:

Tetepbons:

Datcof Birth: _____
-
Grade: _

Agc. Male __

. Sckool:

Fermnade

PLEASE COMPLETE PRIOR TQO EXAMINATION

HISTORY ,
“1. Have you gver fainted?
Have you ever fainied during exccisc?
Have you kad chest pain during exercise?
“2. Hasapyone io your family dicd suddenty?
. Before age 59

Doao

Before age 357

Cause

"3. Have you cver had & concussion, loss of tonscicusucss,
been koocked out or bad 7 bead igjury?
[f yes, how many Gmes?

“4. Have you cver had beat siroke ot heat exhenstion?

=5. Do you wheeze or cough during ot afier sxercise?
Do you have any history of asthma?

*6. Do you bave any allergics? (medications, bes sting,
pollens, ctc.]

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

O o0 ‘ooo o

*8. Do you take any medication? (include vitaring 25d
noaprescription dregs)

*9. Have you ever taken any supplements or watamics to belp
You gaig or lose weight or improve youwr performancs? .
10. Have you ever been nospitalized? '
Have yeu ever bad surgery?
tf yes, explain
L%, IE female, when was your first roeastrual period? T
Whea was your most recent menstrual peraod?
i2. Iathe last year, what was your:
Lowestweight ________ Your highest weight
What do you think is your ideal weight? _
13 Lamunizations: Last tetaus
Menstes, Mumps, German Measles (MIMR) (13 {2)

(R EER ]

YES NO

a0ooo

0 ET S R A o o (SR T 10

Hepatitis B (1) @) {3}
T 4. Circle agy of the following you have had;

ScheoV/Clinic:
Address:

Levised 4784

Phoae:

EXAMINATION

“Ht Wt Puise

Visicn R - i L

Hearing
[ k82 { 025 [ 05 ]
!

R
(L
*MEDICAL EXAM
{crosg out if omitted) Normal

HEENT
Eyes

Ears

Nose

Throat
Dental
Thyroid
Nodes
Lungs
Heart/Mwmurs
Abdomen
Genitalia (males)
Hernia
Skin
Neck
Upper Extremitics
Back/Spine
Lower Extemitics
Neuro.

[
(3
s
E
o

Abnommal Comments

Laos Qf required)
* UA dip: Ap col ey aH Dr Jug
Bld____Bil____Ura ieuk otieg

= Ket

Hgb:

Abnarmpa! bieeging/bntising
Broken bonss/gtees? fachns
Dislocation (shoulder, et}
Heart murmur/palpitations
High blood pressure
Rbeumanc fever

Seizures

Stogle organs (idoey, eye, <t}
Other

Anemiz

Diabetes :

Hearing Empaimment
Hepatitis/javudice

Lass of cye sigit

Scoliosis {curvature of sping)
Sickie-csit discase
Undescended tesucle

[ I have bad aone of the above groblermg.

5. Do you usc scat beltg oo a regular basis?

6. Do you use tobacea or elcotiol

17. Archere aoy conceras you would fike to discuss?

Ggoao
(NENEW

(Nutrition, weight training, tobacza, pregrancy,
births control, AIDE, alcobiol, steroids, other)
~  Must be answered for participation it athletics

Additional Comments:

Smadent's Signature

Date

Certification fur Participation in Phiysical Education/Attle e Activities
! berewith cerify that the student samed above has been cvalunted as indicaed by the
above record to be physically fit 1o panicipae in physical cducation fcnvites anc/ar
wterscholastic athictics, caoept as noted below. Any exceptions or required modifications
should be re-cvaluated anoually o 23 specificd.

Modifications or ezceptions:

0 Deferred pending further evaluation for
] A copy of this form should go with this individuz 1o all sporting activities.
Required medication: :

Poysician Sigoature: Date:

I"do zot lmow of any existisg physical condition ot ddifions! health reascn that would

1 prezlude participation in spods. I certify that the answers to the above questions are trare

and accurate. T approve participation in athie ic actvities.

I hereby authorize release to the school nurse of the information contsiaed in this dosument,
Upon writien request, I may receive a copy of this documernt for my pervonal health care
provider.

Signature Date

(Parent or Legal Guardian)

Return this form to your School Bealth Office



