NPS SPORTS PHYSICAL DOCUMENTS

BARRINGER HIGH SCHOOL

*These documents must be filled out completely prior to the
examination.

Hand in completed packets directly to;

Head Coach,
Athletic Trainer or Head of Athletics.

Newark Public Schools
Office of Health Services

Request/Consent for Medical Examination
By the School Physician

CHANGING HEARTS AND MINDS TO VALUE EDUCATION




B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is o be filled oul by the patient and parent prior ta seeing the physician. The physician shauld keep a copy of this form in the chart,)

Date of Exam
Name : Date of hirth
Sex Age Grade School Spork(s)
Medicines and Allergies: Please list all of the prescription and over-the-ceunter medicines and supplements (herbal and nutritional) that you are currently taking
o you have any aliergies? 0 Yes O No Hyaes, please identify spacific allergy below,
O Medicines [ Pollens [0 Food {1 Siinging Insects
GENERAL QUESTIONS. © ‘MEDICAL GUESTIONS
1. Has a doctor ever denled or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing duriag or
any reason? affer exerclse?
2, Do you have any angolng medicel conditions? I so, please Identify 27. Have you ever used an inhaler or taken asthma mediclne?
below: [J Asthma (3 Anemia [ Diabetes [ infections 28, Is there anyona in your family who has asthma?
Other: 29. Ware you born without or are you missing a Kidnay, an eye, a testicle
3. Have you ever spent the night In the hospitai? (malas), your splean, ar any other organ?
4. Have you eves had surgery? 30, Do you have groin pain or a painful bulga or hernla in the groin area?
HEJ Lf}‘{[jﬁg 2 IONS ABOUT Y - ; -l | 31. Have you had Infectious monanucleasls (moac) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, prassure sores, or other skin problems?
- AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
6. Have you avar had discomfor, pain, tighiness, or pressure in your 34, Have you ever had & head InJary o CoRcission?
chast during exercise? -
D hoart W0 beate f {ar baate) B 35. Have you aver had a hit or blow to the head that caused confusion,
7. Does your heart ever race or skip beats {iregular beats) during exercise? prolonged headache, or memory problems?
8, Eralzc?( ?zlolctt;:;f::; It;]ld you that you have any heari problems? if so, 36. Do you have a hislary of seizura disorger?
O High bicod prss.surs 1 A heart murmur 37. Do you have headaches with exercise?
O High cholesteral [J A heart infecion 38. Have you ever had rumbness, fingling, or waaknass in your arms of
I ¥awasakl diseass Other: lags after belng hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39, Hava you svar been unabie 1o move your arms or legs after belng hit
echecardiogram) or falfing?
10. Do you gt fightheaded or feel more short of breath than expectss 40. Havs you ever become Il withe exerclsing in the heat?
curing exerclse? 41, Do you get freguent muscle cramps when exerclsing?
11, Hava you ever had an unexplained seizure? 42, D you or someons in your family hava slckie cell tralf or diséase?
12. D you et more tired or shert of braath more quickiy than your friends 43, Have you had any probiems with your eyes or vision?
du”"}’ exe;c!se 9 44, Have you had any eye injurles?
:!3 ; “F;IH.}?HFS.HSN 301 L FAMI . 45. Do you wesr glasses or contact lenses?
. Has any famlly member or ralative died of heart arobiems of had an :
unexpacled or unexplained sudden death before age 50 (including 46. Do you wear pratective eyewear, such as gogales or a face shisld?
drowning, unexplained car accidant, or stdden infant death syndrome)? 47. Do you worry about your weight?
14, Does anyens in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arthythmegenic right ventricular cardiomyopaghy, long QT lose walght?
syndrome, short QT syndroms, Brugada syndrome, o catechoiamineric 49, Arg you on a spacial diet or do you avoid certain types of Toods?
poiymorphic ventricular tachycardia? —
50. Have you ever had an eating disorder?
15. Doss anyone in your family have a heart probiem, pacemaker, of "
Implanteg defliliator? 51 Do yois have ary ¢
18, Has anyone In your family had unexpleined falnting, unexplalined FEMALES DMLY
seizures, 0F near drowning ¥ 52, Have you evar had a menstrual period?
I i f 41 | 53. How old wara you when you had your first menstruat period?
54, How many periods have you had in the iast 12 months?
that caused you te miss a practice or a gama? Expfaln “yes" answars hore
18, Have you ever had any broken or fractured bones or dislocated jeints?
9. Have you ever had an injury that required x-rays, MRI, CT scan,
_Injections, therapy, a brace, a sast, or crulches?
20, Have you ever had & stress fracture? -
21, Have you ever been told that you have or have you had an x-ray for nack
Instabifity or atiantoaxial instability? (Down syndrome or dwarfism)
22. Do you regularly use a brase, orthotics, or other assistive device?
23. Do you have a bons, muscle, o7 joint Injury that bothers you?
24, Do any of your joints become paintul, swollen, feel warm, or look red?
25, Do you have any history of juverille arthritls or connective tissue disease?

F hereby state that, to the best of my knowledge, my answers to the above questions are compiete and correct.

Signature of afklete Signature of parentfguardian Date
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Sociely for Sports Medicine, and Amarican Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommerchal, educational purpeses with acknowledgment,
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This page does not apply to all student/athletes.

B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Dats of Exam.
Name Dats of birth
Sex Ags Gracle Scheot Sport(s)

. Typs of disability

Date of disahlity

Classification {If available)

. Cause of disablity (irth, disease, accident/trauma, other)
List the sports you are inferested In playing

| fpat—

Do you regularly use a brace, assistive device, or prosthetic?
Da you use any special brace or asslstive device for sports?
Do vou have any rashes, pressure sores, or any other skin problems?

Do you have a hearing loss? Do you use a hearing aid?

1¢. Do you have a visual Impairment?

11, Do you use any special devisas for howsl or bladder function?

12. Do you have buring or discomfort when urinating?

13, Hava you had autonomic dysreflexia? )

14, Have you ever been diagnosed with a heat-related (hyperthermia) er cold-relsted (ypothermia) less?
15, Do you have muscle spasticity?

16, Do you have {requent seizures that cannot be controfled by medication?

Expialn “yes" answers here

Plaasa inticate If you have sver had any of the following,

Allantoaxial instabllity

¥-ray avaluation for atlantoaxial instabifity
Dislocated joinfs (more than cne)

Easy blesding

Enfarged spleen

Hepatitis

Osteopenta or ostecporosis

Difficulty controfiing bowsl

Difficulty controdiing blackler
Nismbness or tingling In arms or hands
Nurmbness or tingling in legs or feet
Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in abllty to walk

Spina bifida

Latex allergy

Explain “yes™ answers here

| herely state that, to the Best of my mowledge, my answers to the above questions are complate and correct.

Signaiure of athlets Signature of p fguard Date

©2610 Amarican Acatemy of Family Physicians, Amarican Acadermy of Pedialrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Soclety for Sports Medicire, and American Osteopathic Academy of Sports Medicine. Permisslon is granted fo reprint for noncommercla), educational purposes with acknowledgment.
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@ PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nams Date of birth
PHYSICIAN REMINDERS

1. Gonsider additional questiois on more sensitive {ssues
* Do you feel stressed ot or under a lod of pressure?
* Do you ever feel sad, hopeless, depressed, or anxlous?
* Do you feel safe at your homa or residence?
* Have you ever triet cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tabacce, snuff, or dip?
* Do you deink aleohet or use any other drugs?
* Have you ever {aken anabolic steroids or used any other performance supplement?
* Have vou ever laken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat belt, use a helmat, and use condoms?
2. Conslder reviewing questions on cardiovascular symptoms (questions §-14),

EXANINATIO
Height Weight O Male O Femate
BP ! { ! ) Pulse Viston R 20/ L 20/ Comected O Y O N

IREDICAL

Appearance

= Marfan stigmata (kyphosceliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyparlaxity, myopia, MVF, aortic Insufficiency)

£ves/ears/nose/throat

* Pupils equal

* Hearing

Lymph nodes

Heart®

» Murmurs (auscuitation standing, supine, +/- Valsalva)

« Location of polnt of maximal impulse (Pl

Pulses
+ Slmultaneous famoral and radial pulses

Lungs
Abdomen
Genitourinary (males only)®

Skin
« HSV, laslons suggestive of MRSA, tinea corporls

Neurologic®

Back

Shoulderfarm

Ethowforaarm
Wristhandffingers

Hip/thigh

Knee

Leg/anile

Footftoes

Functional

« Duck-walk, single leg hop

*Gonsider £GG, echocardicgram, and referral Lo cardiotogy for abnormal cardiac histosy or exatn,
Consider Gt exam If in private setling. Having third parly present is recommended.
“Consider cognitive ion or basefne neurcpsychiateic testing If a histary of significant concussion.

O Clearad for all sports witheut restriction
OO Cieared for all sports without restriction with recommendations for further evaluation or treatment for

O Not clearad
O Pending further svaluation
O Fer any sporis
3 For certaln sporis
Reason

Recommendations

I have examined the abeve-named student and completed the preparticipation physical evaluatien. The athlete does not present apparent clinical contraindleatians to practica and
participate b the sport{s) as outtined above, A copy of the physical exam is on racort [ my effice and can be made avaltable 1o 1ke school at he request of the parents, If cenditions
arlse alier the athlete has hean cloared for partielpation, a physiclan may rescind thoe clearance unti the problem is resolved and the potential consequences ars completely explatned
{0 the athiate {and parenis/guardians). )

Name of physician, advanced practice nurse (APN}, physician assistant (PA) (print/type) . Date

Address Phong

Signature of physician, APN, PA

©2010 American Academy of Family Physiclans, American Academy of Pediatrics, American College of Sports Medicine, American Medical Soclety for Sports Msdicine, American Orthopasdic
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B PREPARTICIPATION PHYSICAL EVALUATION
CLLEARANCE FORM

Name Sex OM OF Age Date of birth

1 Cieared for all sports witheut restriction

0 Cieared for all sports without resriction with recommendatiens for further evaluation or treatment for

[0 Not cleared
I3 Pending further evaluation
O for any sports
1 For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Gther information

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications ta practice and participale in the sport{s) as oulined ahove. 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. i conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance untit the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant {PA) Date
Address Phore

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010 Amarivan Academy of Family Physicians, American Acacemy of Pediatrics, American College of Sports Medicing, American Medical Soclety for Sports Medicine, American Orfhopaedic
Saciely for Sports Medicine, and American Osteopathic Academy of Sports Medicine, Parmission Is granted fo reprint for noncommercial, educational purposes with acknewledgment.
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NEW JERSEY STATE INTERSCHOLASTIC ATHLETIC ASSOCIATION
1161 Route 130 North, Robbinsville, NJ 08691-1104

COVID-19 Questionnaire

Name of Student: Date:
Parent/Guardian Cell: Sport:
COVID-19 Questions: Please Circle One
Has your son/daughter been diagnosed with Coronavirus (COVID-19)? YES NO
» If diagnosed with Coronavirus (COVID-19), was your son/daughter
. YES NO
symptomatic?
» If diagnosed with Coronavirus (COVID-19), was your son/daughter
o YES NO
hospitalized?
Has any member of the student-athlete’s household been diagnosed with YES NO
Coronavirus (COVID-19)?
Signature of Parent/Guardian:

To participate in workouts during the summer recess period, the parent/guardian must complete this form. This
form only needs to be completed one time. This is a recommended template for the COVID-19 Questionnaire.
Districts can determine the best means (electronic or paper) and platform (Survey Monkey, Microsoft Teams,
Google Docs etc.) to administer the questionnaire.



Parent/Guardian Information

Parent/Guardian Name:

Address:

Parent/Guardian
Tel./Mobile #:

Parent/Guardian Email:

Student Name:

Student School ID#: Date of Birth
(mm/dd/yyyy)

Student School:

Signature of Parent/ Guardian®
(if child is under age 18)

Date:




