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IMPORTANT- PARENT AND PHYSICIAN PLEASE READ

Student Name Grade
Date of Birth Sex Sport

Address

Parent Email Best Contact #

Second Contact Name and #

DATE OF EXAM

The NJ Department of Education requires this form be used for all sport physical examinations
(PPE). The PPE may only be completed by a licensed physician, advanced practice nurse
(APN) or physician assistant (PA) that has completed the Student-Athlete Cardiac Assessment
professional development modute. It is recommended that you verify that your medical provider
has completed this module before schedule an appointment for a PPE.

Before you leave the physician’s office, the following checklist should be reviewed to
ensure that your physical is complete. Our school physician will not approve/clear your
physical unless all pages are completed in full and correctly.

Parent Section-History Form and Supplemental History Form
O Student demographic information is complete
L1 Medicine and Allergy information is complete.
O All questions are answered on the history form
O YES answers are explained completely, where indicated, on both pages.
3 Athlete & Parent signature and date are completed on both pages.

Physician Section-Physical Examination Form and Clearance Form
O ALL Physical Findings (height, weight, BP, pulse and VISION) are filled out by the
physician. Vision may not say “Declined, Sees Eye Doctor, or Done in School.”
(O Clearance, Physician’s signature and date of exam are completed on both pages.
) Physician signature/date indicating completion of the Student-Athlete Cardiac
Assessment Professional Development Modtile.

Your Physical (PPE) will not be processed and returned to you if all information is not complete.

Please make a copy of your physical for your records.

1PN
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New Jersey Department of Education
Health History Update Questionnaire

Name of School:

NEW: This form (page 2) must be completed and signed by the parent/guardian and
included in the complete sports physical packet that is signed by the student's physician.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? Yes NOD

If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yes No

If yes, explain in detail:

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes E:INO

If yes, describe in detail.

4, Fainted or “blacked out?” Yes . Nolj

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” Yes[:] No

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? YesD Nor_—l
7. Been hospitalized or had to go to the emergency room? YesNoD

If yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?”” Yes . Nom

9. Started or stopped taking any over-the-counter or prescribed medications? YesD NOD
10. Been diagnosed with Coronavirus (COVID-19)? Yes NOD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? Yesm NOD
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? YesD NOD

Date: Signature of parent/guardian.:

9

Please Return Completed Form to the School Nurse’s Office




Al EENGUN PAREN) JGUARDIAN: Thel prepaiticidnption fhysical exemination (page 3) must be corpleted by a hiealth care provxderwho hag.completed
thaStudent-Athlate Cardiac Assessment Professi onal Devalopment Madule,

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form Is to be lilled out by the patient and parent grios o Seeing the physiclan. The phiysician should keem copy af this tormy in the chiart,)
Date of £xam

Name Qate of irth
Sex _____ Aga . Gradg School ) Spdrfs)

Modiclnes and AJ]ér_gies: Plaaso list glL.of the préstription aid over:the-couhtey tedicines and supplements (herbatsnid nutritional) that you dre curvently mklngl_

Doyouhaveanyallergiés? DI ¥es . No If Yes, p!easeldenmyspamﬁc allergy glow,
O Medicines ; 3 Poltens- £3 food ) £ Slinglng tisetts’

Explain “Yos” answers belnw. Cire c!e quesiwns yult ot knowthe Answers to.

. ; EETEE TR [EDIEAL QUESTIONS - i Yoa | ta |

1 Hasa daclur aver dcntcd orrosrﬂclod your mrt«clpaﬁon in moﬂs fo; ; 28, Doyou caugb wheezu. a MV" dmwlly bfﬂﬂ“‘[ng d““"ﬂ or

arty reasen? after oxercise?
2. DO.you havé ariy ongomg atodical conditons? il so; pivase Mentiy, 27, Have you evir used an haldr r takdp asthima Medicine?

below: [J Asthma 1 Aneoia T1 Diavetes £ Infeckons 28, I Ihere’anyone In Your farmilywho hs dsttima?

Ofher _ 4 = 29, Wate you bomn willioutor-afe you missing a tidiey. a eye, @ tasticle
3. Have youzverspenttlieaight In e hospital?” {males}, your splean, or &ny dlher-omant
4. Hava you ever tiagd syfuiey?. 30. Do you have groin paln 0r-3, painful huige or hemfa i the groin area?

HEART:HEALY QUESTIONSABOQUTYOS. ~ .= . =h:¥e8 | Noo | | 31 Have yau hadinleclios mononicigosis monoY within the last month?

5. Haveyou averpassed outor nearly passerf out DURING o : i 32, Bo 1§00 héve 'any'xﬁuho". sifé‘sour‘eﬂdi'«is'.of’oihé'rislei'ﬁ.ﬁ‘rdbn'n"ms‘j?‘

AFTER exarciad?:

6: Have.you ever had discomlort, paln, gtrnpgs, or prassure:inyubi
chesl duriag oxercise?

34 Have you ever hau a haad njuey of concusslon"

e - - 35, Have you ever hid 3 hit or blowto tis headihat caused confusion,
7. Dots your henrt evertzce or:skip beats iregular brats) guringexercise? pralanged hcadache, oF mefary problems?.
8. g?:&iﬂcg&m{;w you ihatyou have any Heast proBloms? 50, 36.'Da you bave a history bf sef2urd disorder?
I3 High blood pressure ‘T Ansart murows 17.. Do youhave headachos Whhiékercise?,
E1 High chatesterot 3 Aheartinlgetion 38. Havs you ever had numbness, tingling, & weakndss it your arms or°
01 Kawasgk disease Dther: legs atter being hit ot falling?
9. Has a Boclorever ordered  test Tor your heanl? (For example; ECG/EKG, 1 | 39: Have yau ever heen unable to move your atms or legs afies buing hit
soligcardiogiam) S folling?
10. 0o you got Hiahtheaded orfeel moro shartofareath than expecleu 40; Have you ever became Hl while exorciéing i the heat?’
dusing exercise? 41, 00 you get frequent Musclecamips whei exercising?
11, Hava you gver hadaa unux;;!aingd sermm_‘f o . , 42, Do yowor Someong in your family hiive sfekis cep irait or disease?
12. Do you get more. tired gr Stioit'ot biealh mase quickiy than yéu'r'(«l'éhds 43; Hava you Kud any problems wilh your'syes or vision?
durivg axdrgise? — e e

44, Have you had any ayn Injurles?. ;
5. Do yauwear plasses of contacl lefigea? : A

HEARY HERLTH QUESTIONS ABOUT YOUIR FAMILY.
L’} Hus any. famlly member.ar selalive-died of axt nmulams of. had an

unckpnctad nr-uexplained sudden dealh bilar age5 0 fncluding ' 46 o you wear prolective eyéwedn stich A5 gaggles or 4 fage: 5h|§3d7
drowming, unexplalfed ear nccidem o sadden iafaalt dotih oyndeoumo)? - ‘47.. 0o you worry-dbotit your weighty

14, Does.anyone in yourfamily.hava hyp eirophl cardiomyepathy, Martan 48, -Arg you trying to or has anyony ragomitended ;natyou gzl oy
syndranie, anhythmogenic. dighi venlricular. caidio myopathy, long at -Jost weight?-

-gyndrom, snert QT $yddrorme, Brugadasyndeame, o¢ cilechokininesgic
polymorphic véntriculir lachyeardiad

15 Dogs Pyosie T your Tarhly higve a'hoast pioblert, pacemaker. of

49, Are voi on 4 spicidl diet or doyoii avoid cerfain types:of taods?
.50, Have you ever hat an edting glsafder?

Inplasted defibritiator? 51, 80 you have ariy concerns, tt o would like to d]sduss wdh adostir? |
16, Was anyoné I yaur family fidyiioxplolied fainting, Unexplhiad. :
seazums. & pegr dwwning? oz Bavo yau wur hwd a menatrunl omlod’
: T R 53, Hodvold were yau 9hed'you tiid Yaor st mensieuial erind?
ry~lo a bone ow scle, llgamvnl. df e ndun 54. Hoiw many periods vy Y 0u trad s th last 12 monlhis?’
 {hat caused you'la Niigs  pjctics or Agaie?

- - — “Exglain “yes” answvers herd
18. Havo you ovir had- -any bioken or “fractursd Bones ar disiosatsq folts?.

10. Hays you evér had an ity Ut iequired irays, ML CY scan,
injactians, Iherany 8 biace, A GAsk or ¢intehes?:

20. Have you ever hod a8iress lcaniure?:

21, Wave you ever beog lold hat youhave grliave yoo lial an x:rayfor etk
Instabllity o allanixial mslabu{lly? {Ddvr Syndramé or dviaitism)

22; Do you vepuinlly usé-a brace, oithallgs, or other assistive devica?

23, Do you have:a.bono, nilisele, ot Joint Gy that Wsihars yed?

24, Lo any of yaur joints become painful, Swollen, teel warm, o fook ed?
26. Do youhava any histoty of juvenlls arlhxms of cnnneutwe fissiie dn;ea.sa‘i

1 hereby siati that, fo tho hestof my knowlesdge, wy powors tg the above guoestions are cemplgte and corvesty

Kignature of athlgle Shyiteture of parent/guasdt " Dato

© 201 0 Americon Academy of Eamily Physicians. Ameifoan Acaberny of Pediatiics. Anienéan College of Sports Medicine, Amerlcan Medical Soclety for Spoils Madicine, American Dﬂﬂopasdla
TR for Sports Medicine, snd Amérian Osteopathic Acidenty of Sporis Medicino. Peralission 13 granted lo reprint for noncommersial, educationat amoses wih acknowledgment,
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PREPARTICIPATION PHYSICAL EVALUATION

THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL. HISTORY FORM

Dateof Exam
Nartie _ Datd of birth
Sex __ Age. i . Grada -Schibl Spority)

1. Type af disahillty

2. Date of digabllity.

3. Classlfication (if available).

4. Causs of dlaahility (birih, disease, atcidentitumna; Gibu)

5. Ustihe spons yon are inlerabted in playing

s

AT

6. Do YoUl reguiarly use a brace, assistivedevice, or prosthetlc?

7. Do you use any special brae.or assistive tevica tor sports?-

8. Do you lrave aby pashing, fizossurs soris, or any tihor skin problems?

9, Doyou haye a Hearing 1oss? Ba You use.a héarin wid?:

10. Do you have.a visual irapaltment?

11. Do you use 3ny special dovicos for bovrel or bladder function?

12. Do'you have bumlig of Blscanifart whign uiftiating?

13. Hayo you hizd autenomis dysrellexia?

14, Have you over.boan diagnoseif with a heat-related (mypertharmia) or cold-related (hypothermia) liiness?

15, Do you have musele spasticiiy?

16, Do yau have featjidnit sbhutos hat cantiot be. controlted by medizalion?.

Explain “yes” snswers fiere

Please indlcate i you tiave evar had any of the following-

T
s

e T

TR

Allantaexlal instabifity

X-ray svaluntion fot allantoax)al nstability

Distacadsd joinks {fiare thian ona)

Easy bleéding

Enlgeyed spleen

Hepalltis

Outedponia of osleoporasio

Difficuity controlling hﬁwﬁl-

Dlfficulty conteoliing badder

tumbness or tingling in anns ar hands

Numbiess or tingling i egs or fret’

Wenkness in arms.of hangds

Weaknoss in legs-or feet

ficeent change in coordinglion

Recenf change In ablllty {0 walk

Spina bifiga

Latox dllergy

Explain “yes™ aivswarg hetb

1 hereby state that, to the best ot my kiowledge, my arswers 1o the abaus questions are complata and eorreot.

Signaturo of athletn Slgnatina of p

Rale

©2010 Amarican Acadomy of Family Physiclans, American Academy of Pedlairic.
Sacioly far Sports Medicine, ind Amerlcan Osleopaihic Academy of Sports Meaie
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NUTE: e preparticiaption physical examination must be conducted by a'tipglth:care provider wha ) is-aicénaed physician, advanged: pracllclan
| nurse, of physiclan assistant; and 2) comiiiated the Student-Athlgle Garilidc’ Assessmient Frofessional Dévélopment Module.

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL. EXAMINATION FORM

Name

PHYSICIAW REMINBERS

1. Consider additional questions on moro sensitive issues
* Do you feel strissed qut or ndera fot of pressure?.
* Do you ever feg] sad, hopeless, dcpressed, oy anxioss?
* Da you feel safe at your hante o fésidence?
* Have you ever tried elgareiles, chewing tobacco, snuff, or djp?
* During the past 3y days, did you yye.chewing tobaces, smuth, or dip?
* Da you drink alcokiof of use any other gruga?
* Have you ever takeli ahubhlie fteralds of usedany oﬁmr perlormanes supglement?
* Hivo you ever tiken any supplements to'Tiglp you-gain or Josu welght or Improve your performtance?
* Do you wear a seat fielt, use a Halmet, nd use condoms?
2. Consider mv!ewmg quastions on carifovasoular symntums {questions 5-14)

Date of birth

'ﬂctgm I Male €} Femgle

BF Vision R).D! 1207 Gouoctad CI Y Ei N

MEdlea - T L e A s WY T T e R

Appeatanca

= Wadan siigmata tuphoscollosis, high-arched palate, postus exchvalim, aracnodactylf),

ann opan > halgnt, iyperdasity, niyepli MV apeit indutziency)

Eyas/pare/nase/throal

» Puplls equal

« Hearing

Lyaiph.nodes

Hoarts

o Maamurs (auscullalmn slauﬂing.supme +- Uafisalva)

* Location of point of maxlmal lpuie (PMI)

Pulses

» Simutaneous fenioral and fdied pulses’

Lings

Abdomen

Genitourinary {males only)

Shin _

» HSY, laslons sugtjeslive’of MASA; fidea tuiporis

Neusolagle?

| MUSBULOSKELETAL - i R T RS T T A R AT R e
Neck

Back

Stouldsr/am)

Elbaw/fosarm

Wristfhand/fingers

Hip/high

[

Lag/ankle

Fontloes

Functional

= Duck-watk, singln-leg hop

Canidur £GG, echuca:dmgfam, 20 ralorgol to cardiblogy fo¢ annorndl caidiac hustory of exam.

*Comslder BU oxam U in prfvate Selting. Hawngmlm gqny present i recainmended,
iCongider conpitiva ovakial orbisefine g tasllng # -nxlstoty of Smficant oviteyission,

[ Cleared fof all sparfs without msm‘s;t‘m
7 Clearpd for 3) snarts without séstrlolion ith rebommendaiionsifor lurther evatudlion or treplment for

£3 Not clearett
2 Poinding firther ovaldiation
£ For iy sporfs
£ For'certain sporls
Redson
Recommiendaifons .

I have examined te dbové-names siudent and completed the prafacticipation jhysica) ‘svalvation. The aiblete doos ho peesent apparent clinteal cantraingioalinng 14 praciize and
"pamcipa!u In the. sporl(s} ashuillined abave, A capy of the physical exam Is on cecord tn ny office.and can be made avalfale g he School at 1ns reque'st of thi pareats, If conditioas

aitss affer the athlete has Iw.en aleaved far pamcipalmn A physlcian may ieseind the nlearanr:e itk the promem isresoived and the pnlenilal LonseqUknces dre completely explamed

tg the athlele {and patentslguamlans)‘

Name of physician, advanced praclico nurse (APN), pliysician assistant {PA} (print/type).

Address

Slnature of physician, APN, PA

Date

Phivne

@200 Amertcan Academy of Fanily Physiclans, Amedcan Acadeny of Podiatrics, Amedean Gollego of Sparls Medicine, American Medical Sozlely for Sports Medielng, Amarican Orthopaedic

Sociely for Sports Sedicine, an6 Amorican Ostegpathic Academy of Sports Medcing. Pormlission Is granted to raprint for abncommercial, edveational purposes with neknowledgmant,
V{2 Y
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name ___ . _SexDOM OF Age Date-of birth
1 Cleaced for all sports without restriction

L1 Claared for all sports without restriction with recommendations for further évatualion or ireatment for

O Not cleared
0 Pending furttier svaluation
1 For any sporfs
I For certain sports

Reasoqn
Recommendations
EMERGENGY INFORMATION
Allergies
Olier information
HGP OFFICE STAMP 'SCHOOL PHYSICIAN:
Reviewed on
; {Dato)
Approved .. Not A‘ppfoved'm___i

Signature;

thave examined the above-named siudent. and compieled 1he preparticipation physical evaluation. The athlete ioes riot present apparent
clinical contramdmatmn 1o practice ang participate in the sport(s) as outtined above, A copy of the physicas exiam is on record tn my office
and can be matle available to the school at this request of the parents. )f conmtmns arise after the athlete has been eleared for frarticipation;,

he physician may reseind the cléatanice uitil the problem is resojved and the potential conssquences arg complately explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physitian assistant (PA] . Dats
Address

Phone

Sigriature of physician, APN, PA

Complated Cardiac Assessment Professional Bevelopment Module

Date Signature_

©2010American Acadenty of Family Physicians, Amenicon Acacemy of Peslatrics. Amssican Calfege of Sposts Medisine, American Medical Soclely for Sporis Madicine, American Orthopaedie
Sacloty for Sports Madicin, snd Ameeair Gstespathic Academy of Sparts Modicne. Permisslan Is granled t ceprint for noncommercial, educations! plitposgs with acknowledgment,
Now Jersoy Dapartinant of Education 2014; Pursuant ta P.L.2013; ¢,71



Athletic Parental Consent Form

Student’s Name Grade
Sport School Year
CONSENT

I/we hereby give consent to my son/daughter to participate in thcabove listed interscholastic sports program during
the above listed schiool year. 1/wealso give permission for Emergency Medical Treaf aient by the team
physician, school nurse, athletic trainer, hospita, and allied medical personnel for conditions arising in athletics.
I/We understand that this includes initinl and post injury treatment. This includes, but is not limited to: hot/cold
modalities, electrical stiroulation, ultrasound, muscle strengthening and exercise to increase range of motion and
agifity. I/Wealso give permission for preventative care including tapingand bracing. I'We alse give permission to
allow the Athletic Training staffand treating physician to exchange information relating toa specific injury and/or
medical condition. This exchange cun be in the form of a facsimile, email, or verbal conversation. fwe roalize that
such activity involves the potential for injury that is inherent inall sports. IAve acknowledge that even with the best
coaching, usc of the most advanced protective equipment and siricet observance of school rules, injuries are still a
possibility. Oa rare occasions these injuries can be so severe as to result in total disability, paralysis or even death,
Ywe acknowledge that I/we have read and understand this waming. Fucther, I/ we will not hold Watchung Hills
Regional School District, or its representatives responsible in any way for injurles that may occur to my
son/daughter because of his/her participation in the sport listed above.

Further, I/we also give permission for medical infermation regarding my sen/daughter to be shared between
the districts physicfan, nurse, athletic trainer, athletic director, and coach.

Please circle ALL that apply: Asthma: Yes/No
Carries Inhaler : Yes/No -
Severe Food/Drug Allergy: Yes/No

Carries Epi-Pen/Benadryl: Yes/No
NanmeofFood/Drug Allexgic fo:

Diabetes: Yes/No Carries Medication/Snacle Yes/No
Selzure Disorder: Yes/No Rescue medication: Yes/No

Cardiac Issue: Yes/No ' Please explain:

Any other medical concern:

Plestse explain in detail:

Signature Parent/Guardian Date



