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IMPORTANT-PARENT AND PHYSICIAN-PILEASE 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
module, it is recommended that you verify that your medical provider has completed this module before
scheduling 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

[ Student demographic information is complete

(] Medicine and allergy information is complete

[ All questions are answered on the history form

() “Yes” answers are explained completely, where indicated, on both pages
[J Athlete and Parent signatures are completed on hoth pages.

Physician Section-Physical Examination Form and Clearance Form
[0 All physical findings (height, weight, BP, pulse and vision) are filled out by the physician.
Vision section may not state "Declined, Sees Eye Doctor”, or "Done in School”,
[] Clearance, physician’s signature and date of exam are completed on both pages.

O Physician’s signature/date indicating completion of the Student-Athlete Cardiac Assessment
Professional Development Moduls.

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

Please make a copy of your physical for your records.
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ATTENTION PARENT/GUARDIAN: The pwpantclpation physicai examination (page 3} must be complated by a health care pmwder who has, comp!eled
e Studerit-Athleté Cardiac Assessment Profassional Development Module, <27 3 e

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Wate: This form is fo be filled out by the patient and parent prior fo seeing the phiysician. The physician should keepa copy of this foran in the chart,)
Date of Exam

Name Date of birth

Sex Age Grade School Spori(s)

Medicines and Altergies: Please [ist aif of the prescription and over-the-counter medicines and suppiemants ferbat and nutritional) that yau are currently taking

Do you have any allergies? M Yes W No If yas, please identify specific allergy balow.
B Medicines M Pollens W Faod M Stinging Insects

Explain “Yes" answers below, Circle questions you don't know the answers to,

GENEHAL llUESTIONs ; LY ‘._‘:Nij;_';_ ‘MEDICAL QUESTIONS ShoNe
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have ditﬂculty hrealhmg G’-‘”“Q of
any reason? after exercise?
2. Do you kave ary angaing medical conditions? If so, plaase identity 27. Hava you ever used an inhaler or taken asthma medicine?
below: BB Asthma E Anemia E Diabstes W Infactions 28. 1s thera anyana in your family who has asthma?
Uther: 29 Wera you born wilhout or are you missing & kidnay, 2n eye, 2 testicle
3. Have you euer spent the night in the hospital? (rales), your splaen, or any ather orgaa?
4, Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEARTHEALTH-QUESTIONS ARDITE YOUE 1 "Yes:'|""Mo-"} | 31, Have you had infactious mononucieosis (mono) within tha last month?
5. Have you ever passed cut or nearly passed out DURENG or 32. 00 you have any rashes, pressure sores, or ather skin prablams?
AFTER evercise? 33, Have you had a herpes or MRSA skin infection?
6. Have you ever had_discomfort. pain, tightness, or pressura in your 34, Have you ever had a head injury or concussion?
chest during exercise?

35. Have you ever had a hil or blow ta the kead that caused confusion,

7. Does your heart ever race or sip heats (irreguiar beats) during exercise? prolonged headachs, ar memasy problems?
8, E::ci c;c;lc:ﬁ; te;rer Ityo'ld you that you have any heart problems? If so, 36. Do you have & history of saizure disorder?
B High hlcad S:]Ees.su;e B Aheat mumur 37. Do yous have headaches with exercise?
B High cholestaral B Aheart infection 38, Have you ever had numbness, tingling, or weakness in your arms or
M Kawasaki disease (Other; fegs after heing hit or faling?
9, Has a doctor ever ordered a test far your heart? (For example, ECG/EKS, 39, Have you ever Dbeen unable to move your ams or legs after being hit
echocardingram) or faliing?
10. Do you get fightheaded or feaf more short of breath than expected 40. Have you ever become ill white exercising in the heat?
during exercisa? 41, Doyou gat fraguent muscls cramps when exerclsing?
1, Have you ever had an unaxplainad seizure? 42. Do you or somaeona in your family hava sickle cell irait or disaase?
2. Do you get mare tired or shost of hreath marg quickly than yaur friends 43, Have you had any problems wih your eyes o vision?

during exercise?

44, Have you had any oye injuries?

‘HEART:HEALTH QUESTIONS ABOUT YOUR: I:AMIL‘I : i | 35 45. Do you wear glasses of contact lenses?

13. Has any family member or relative died of heart prablems or had an " P
unexpectad or unaxgiained sudden death hefore age 50 fncluding 46. Do you wear profective eyeufear. sich as gaggles or a face shield?
drowning, ungxplained car accident, or sudden infant death syndrome)? 47, Do you worry about your weight?

14. Does anyone In your family have hyperfrophic cardiomyapathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syadrome, arehythmagenic right ventricufar cardiomyapathy, long GT lose weight?
syadrome, short QT syndrome, Brugada syndrome, or catechelaminergic 49, Are you on a special diet or do yau avoid certain types of foads?
polymorphic ventricular tachycardia?

o - P—— Po— " 50. Have you ever had an eating @sorder?

’ ir:;;ﬁreyf Z:;i;,‘ir‘?:{orgmi ¥ Niave 3 HearL prablent, pacemaier, of 51. Da you have any concerns that you would like to discuss with a ductur’?

16. Has anyone In your family had unexplaingd fainting, unexplainad FEMALES ONLY: - :
seizusas, or near drowning? §2. Have you ever had a menstrual penod"‘

“BONE AND'JOIHT: QUESTIONS i “Yoa:|-:No7| [ 53. How old were yot when you had your first menstrual period?

17. Have you ever had an injury to a bone, muscle, ligament, or tendon 54, How many periods have you had in the last 12 months?

that caused you to miss a practice o a gama?
18. Have you ever had any hroken ar fractured bones or dislocated joinis?

18, Have you ever had an injury that required x-rays, MAl, CT scan,
injections, therapy, a brace, a cast, ar cautches?

20, Have you ever had a stress fraciure?

2%, Have you ever baen told that you have or have you had an x-ray for neck
instabitity or atfantoaxtal instability? {Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23. Do you have a bona, muscle, or joint injury that bolhers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?
25, Do you have any history of juvenile arthritis or connective tissua disease?

Explain “yes” answers here

=3

| herehy state that, to the best of my knowledge, my answers to the above questions are complete and corract,

Signature of atylete Signatwre of parentfquardian Gate

©2010 American Acadamy of Family Fliysicians, American Acadermy of Pediatrics, American College of Sports Medicine, American Medical Sociely Tor Sports Medicing, American Orthopaedic
Seciety for Sports Medicine, and American Osteopathic Academy of Sports Medicing. Permission is granted 1o reprint for noncomimercial, educaticnal pupeses with acknowledgment.
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E PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)

. Typa of disability

, Date of disability

. Classification (if available}

, Gause of disahility (birlh, disease, accidentfirauma, other)

] olpa|=

. List the sports you are interested in playing

. Do you regularly yse a brace, assistive device, or prosthatic?

. Doyou use any special brace or assistive device for sports?

[
7.
8. Do you have any rashes, pressure soras, or any olher skin problems?
9. Do you hawve a bearing lnss? Do vou use a hearing aid?

10. Do you hava a visual impairment?

1. Do you zse any special devices for bowel cr bladder fisnction?

12, Do you have burning or discomfort when urinating?

13, Have you had autonomic dysreflexia?

14, Have you ever been diagnosed with a heat-related (hyperthermia) or cold-refated (hypothermia) liiness?

15. Do you have muscle spasticity?

16. Do your have frequent seizures that cannot be controlied by medication?

Explain "yes” answers hars

Please indicate if you have ever had any of the fokawing.

AMsantoaxial instability

X-ray evaluation for atlantoaxiaf instability

Dislocated joinds fmore than cne)

Easy biseding

Enlarged spleen

Hapatitis

Osteopenia or osteoporosis

Difficulty centrolling bowe?

Difficulty controlfing biadder

Numbness ar tingfing in arms or hands

Numbness o tingling in legs or faet

Waakness in arms or hands

Weakness in lags or feat

Recent changs in coordinaticn

Recent changs in ability to walk

Spina bifida

Latex allergy

Explain "yes” answers hera

{ hereby siate that, to the best of my knowledge, my answers {o the ahove questisns are complete and correct,

of alhlete Slgnature of fguardian

Date

© 2010 American Academy of Family Physicians, American Academ[y of Pediatrics, Amerigcan Coflege of Sporls Medicing, American Medical Sociely for Sperts Medicine, American Orthopaedic
Sporls Medicine. Permission is granted to reprint for noncormmercial, educational purposes with acknowledgment.
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‘NOTE: Ttie preparficiaption physicat examination must be concugted: by a health care provider who 1) 2 licensed physician, advanced prachce S
riurse, or physician assistant; and 2) completed the Studerit-Athlete Cardiac Assessment Professional Development Madule, : i

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS

1. Consider additional questions on more sensétive issues
* Do you feel stressed out or urder a lof of pressure?
* Do you aver feel sad, hopeless, depressed, or anxicus?
* Do you feel safe at your home or residence?
* Have you ever tried cigarettes, chewing tabacco, srutf, or dip?
* During the past 30 days, did you use chewing tobaceo, snuff, ar dip?
* Do you drink alcohel or use any other drugs?
* Have you ever taken anabialic steroids or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat helt, use a helmet, and use condams?
2. Consider reviewing questmns an cardiovascular symptoms (quest:uns B=1 4]

EXAMINATION: L
Height W Male W Fomale
BP

Vsmn R 20! L 20/ Corvected WY MN

‘MEDICAL : ; I NORMAL = i ARNOAMAL FINDINGS -5

Appeatance

» Marfan stigmata (kyphoscoliosis, high-arched pafate, pectus excavatum, arachnadaciyly,
arm span > height, hyperiaxity, myopia, MVP, aortic insutficiency)

Eyesfears/nosesthraat

« Pypils equat

« Heasing

Lymph nodas

Heart?

» Murmurs {auscultation standing, supine, +/- Valsalva)

» | gcation of point of maximal impulse PMI)

Pulses

s Simultaneous femeral and radial pulses

Lungs

Abdomen

Genitourinary {males onfy)®

Shkén

= HSV, lesions suggestiva of MRSA, tinea corparis
Neuralogic®
MUSCULOSKELETAL
Neck

Back

Sheulder/arm
Elbow/forearm
Wristhand/fingers
Hip/thigh

Knee

Leg/ankle

Footfoes

Functional
= Duck-walk, single leg hap

*Consider ECG, echocardiagram, and referral to cardiology for abnormal cardiac histary or exam,
*Consider GU exam if in privata setting, Having thirg party present is recommendad.
<Consider cognitive eval or baseling psychiatric testing if a history of significant concussion,

W Cleared for all sporis withaut restriction
W Cleared for all sports without restriction withs secommendations for further evaluation or treatment for

| Not cleared
M Pending further evaluation
M For any sposts
W Far cerain sports
Reasen

Recormmendations

| have examined the abgve-named student and completed the preparticipatian physical evatuation, The athlate does nat present apparant elinleal contraindlcalions to practice and
pailicigate in the spori(s) as outlined above. A copy of ke physisal exam is an record in my aftice and ean ke made available to the schaol al the request of the parents, H condilions
arise alter {e alhiete has been cleared for parligipation, a physician may rescled the slearanca entit the prablem is resolved and tha polential corsequences are comyplately explained
ta the athlete (and parants/guardians).

Name of physician, advanced pragtice nurse (AN}, physiclan assistant (PA) {print/type), Date of exam

Address Phone

Signature of physician, APN, PA

©2010 American Acadery of Family Physicians, American Academy of Pedlalrics, American College of Sparfs Medicine, Amerigan Medical Seciety for Sports Medicing, American Orthapaedic
Saciety for Sports Madlivins, and Amgrican Osteopathic Academy of Sports Medicing. Parmission is granted to reprint for noncommercial, educational purposes with acknawladgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex M OF Age Date of birth

1 Cleared for ali sporis without restriction

[ Cieared for all sports without restriction with recommendations for further evaluation or treatment for

{1 Not cieared
7] Pending further evaluation
3 For any sporis

[T For certain sports

Reason

Recammendations

EMERGENCY INFORMATION

Allergies

(ther information

HGP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
(Date)
Approved . Not Approved .
Signature:

| have examined the above-pamed student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined ahove, A copy of the physical exam is on record in my office
and ¢an be made available to the school at the request of the parents. If conditions arise after the athiete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athiete
(and parents/guardians).

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

Address Phone

Signature of physician, APN, PA

Completed Gardiac Assessment Professional Develepment Madule

Date Signaturg

© 2010 American Academy of Famity Physicians, American Academy of Pedialrics, American Coflage of Sports Madicing, American Medical Society for Sporls Medicing, American Orthopagdic
Sociely for Sports Medicine, and American Osteopathic Academy of Sporls Medicing. Permission is granted fo reprint for noricommercial, educational purposes with acknowledgmant.
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