Adolescent / Sports Physical Form

. o Date of Birth: Sex: [_] Male [ ] Female
Last Name First Name Ml Muonth/Duy/Y ear

School: Girade:

Home Address: . Phone:

In case of emergency, notify: Name Phone:

Section A. For those participating in school sports only:
This application te eompete in interscholostic nthletics is entirely voluntary on my parl and s made with the understanding that 1 have not
violated any of the eligibility mles and regulations of the State Association.

Signature of Student [ute

Parent or Guardian’s Permission and Release

| hiereby give my consent for the above-named student to represent his or ler school in athletic netivilies except these indicated on this form by the
examining physician, provided that such athletic aclivities are approved by the State Association. | also give my consent for the student 1o accompany
the school tenm on any of 1% local or out-0f-town trips.

The Board of Education has no responsibifity to provide first aid at any of the games and the parent or guardian
understands that the risk of injury is nssumed by the student and porent when they sign this form. However, in the event physicians, physical
therapists, physician’s assistants. nurses, or other persons trained in the rendering of first aid are available, as volunteers or otherwise and render aid
to any student mjured during the course of any such aclivities or travel, then the parents do hereby release and forever discharge such persons and the

Board of Education from any liability arising out of any first aid or immediate treatment of injuries.

Iyped or printed Name of Parent or Guardian Signature of Parentl or Guardian

Addelress Ihone Date

Section B. — Health History - To be completed by all students and their parent(s) prior to examination:

Date of last 1etanus (required every 10 vears): Date of first MMR (required):
Date of second MMR (required): Dates of Hepatitis B series {recommended);
The following are questions to be answered by checking the appropriate space under YES or NQ.
Yes No Yes MNo
Have v bevn under o doclor's care or hospitalized in the past 12 Welght problems .o | 1 [ 1]
MOTRSE T e cssesemssssssnsbennsenns | E 3 BT - oe cynmarinsaniissvacannsrsnssnsssmiinms [ ] [ ]
Have vou ever hod any t"-[fIL of -iurh,uy.‘ .............. [ 1 [ 1 Hivesormsh ... ... | | [ 1]
Doy v want 1o talk about @ health problem, injury. or emotional Bee-sting allergy .....ooociiiavcciiiininiiinrasiian | ] I 1
problem®. ..o = | 1 Medicine rescions ..., | | 1
Has anvone 0 vour unmulml: mmﬂv. un:h..r ugc S0 Heart trouble or mummur .. e e eeeeeemeees I | I 1
ever had heart trouble? L [ 1] [ 1] High blood pressure ... [ ] 1 1
died suddenly? .. pcesnsessmals 1 [ 1 Chest pain with exereise .o [ ] 1 ]
Have vou ever had or do ynu now hqm:' Dizziness or faintness with exercise ..ooooveees [ | [ 1
Birain coneussion (head injury) ... [ ] I 1 [RTTRYITR
Tendency to lose consciousness {faint), [ ] [ 1 Smioke or chew tobaccoT. o [ ] [ 1]
Convalsions or epilepsy .o, I 1 [ 1 lake any medicine regularly? . ..o ] I |
Meck or back mjury ..o | ] | 1 IFYES, nime of medication -,
Very bad vision imone eve ... | | [ 1 Take any medicine for emergeney use? ... ] [ ]
Tor wenr glasses or contact lenses ... [ 1 [ 1] Y ES, name of medication )
Heanng 1058 .. covmvinssiimmn i [ 1] [ 1 LIS BIEOHATT Loy P s s vk [ 1 [ ]
Perforated eardrom ..o | I 1] Use other dmgs? [ 1 [ 1]
Discharge fromear(s) oo [ ] 1 Fave you ever heen 1uI:I h'r}_,l'l.'Lllr.l Hpnrl\l'l: s of w health
Hemin oo __[ | [ 1 O | 1 [ 1
Kidney |rmhlulm o Wl T | [ | [Fvou have answered YES 1o any of the above
Loss of [unction an'ltst!cle {bo:,*:j -1 1 I 1 guestions, plense explan below:
Menstrual problems (girls) o [ 1 [ 1

Ape ol menstruation
uone fractures
Joim dIQ[L.'vE..'I1II1I'I ar 11lh1,r pmh]t.m\
Foot or ankle problems .. L S

— — — —
o
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Section C. — Physical Examination (Required Yearly) — To be completed by health care professional.

Date of Exam

Height ~~ Weight Pulse BP

Vision: Lefi 20/ Right20/ [] Without corrective lenses  [] With corrective lenses
Normal Abn. | Not Done | Comments

Skin =

Eves B o =

Ears/nosefthroat I

‘Mouth and teeth

Neck

Spine

Cardiovascular

Abdomen

Genitalia-hernia

Lymphatics

Neurological

Upper extr.

Hip/thigh/knees

Ankles and feet

Healtheare Professional’s Recommendations
[] No history or physical findings on this exam would prohibit this student from participating in sports.

[_] This student should have the following health problems evaluated or treated before participation
recommendations can be made:

[_] This student has health problems that prohibit him or her from participating in the requested sports:

however, this student can participate in the following sports:

LMDDOYPAINP Date
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