FPREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This farm is o be filled out by the patient and parent prior fo seeing the physician. The physician should keep His form in the chart)

Date of Exam
Name Dats of birth
Sex Age Grade Schoal Spori(s)

Medicines angd Allergies: Please Hst all of the prescription and over-the-counter medicines and supplements ¢herbai and nutritional) that you are currently taking

Do you have any atergies? I3 Yes [J Ne If yes, please ientify specific allergy bsiow,
{1 Medicines £3 Pollans 3 Fodl [ Stinging Insecls
Explain “Yes” answers below. Gircle questions you don't know the answers to,
GEMERAL GUESTIONS = =~ i T i " Y es | Wo ! |VEDICALQUESTIONS . ¢ Yes | We'
1. Has a doctor ever denied or restricted your pariicipation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongaing medical conditions? f so, please identify 27. Have you evey used an inhaler or faken asthma medicine?
below: £1 Asthma [ Anemia ] Diabetes [ Infections 28. Is there anyone in your family who has asthma?
Otner: 2%. Were you bam without or are you missing a kidney, an eye, a festicle
3. Have you cver spent the night in the hospitai? {males), yeur spieen, or any other ergan?
4, Have you ever had surgery? 30. Do you have groin pain or a painful bulge br hernia in the groin area?
‘HEARTHEALTH QUESTIONS ABOUT.YOU - Yos | Mo 31. Have you had infectious mononucteosis (inong) within the fast month?
5. Have you sver passec out or nearly passed out BURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Have you »ever had discomfott, pain, tightness, or pressure in your 34, Have you ever had a head injury or concussion?
chest during exortise? 35, H fiad a hit or biow to the head that caused confusi
) v G 3
. Does your hearl ever race or siip beats (ireqular deats) duging exercise? prﬂu\iznyg?:deh:z:dai:h:, ulr :'llzen?ov:y ;rol?le;i? 3 pAUSed comLsian
8. st?éci c:lj%c;'?; t'eavlr;r!tc‘-lé you that yous have any heart problems? If so, 36, Do you have a histary of seizure disorder?
1 High bloee p?e!;sure £ Aheart murmur 37. Do you have headaches with exercise?
L1 High cholestero! L1 Aheartinfection 38. Have you ever had numbness, tingling, or weakness in your arms or
] Kewasaki disease Othar: legs after being hit or falling?
9, Has a doclor ever orderad a iest for your hear(? (For example, ECG/EKG, 39, Have you ever tieen unable to move your arms 07 legs after being hit
echocardiegram) or falling?

10. Do you get fightheaded or feel more short of reath than expected 40. Have you ever become ill while axercising in the heat?
during exerciss? 41, Do you get frequient muscle cramps when sxescising?

11. Have you ever had an unexplained seizure? 42, Do you or spmecne in your family have sickle cell trait or dissase?

12. Do you get more tired or short of breath more qulckly than your frignds 43, Have you had any problems wih your eves of vision?

. dfl_ff_l}_g gxerc:sg?. N _ _ : 44. Have you had any eye injurias?

HEART HEALTH QUESTIONS ABOUT YOUR FAMELY - Yes | HNo 25, Do you waar glasses or comtadt lenges?

13. Has any family member or refative died of heart problems or had an ) o - - s el
unexpected or unexplained sudden death before age 50 {including 4. Do you wear proteciive eyewear, such as gopglas of a facs shictd?
drowning, unexplained car accident, or sudden infant death syndrerne)? 47. Do you worry about your weight?

14, Doss anyone in your family have hypertrophic cardiomyopathy, Marfan 48, Arg yﬂu_lrying {e or has anyone secommended hat you gain or
syndrame, arthythimogenic right vendricular cardiomyopathy, leng QT lose weight?
syndrame, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Ara you on a special diet or do you avoid ceriain types of foods?
polymorphic ventricular tachycardia? e

5D - P Po——y " 50. Have you ever had an eating diserder?

) i{g;;sgﬂg;ig{siﬁ:{mm] ¥ 118G & NSRTL pIOGIEM, pacemarer, or 51, Do you have any concerns that you would like to discuss with a doctor?

16. Kas anyore In your tamdly had ensxplained fainiing, unexpiained FEMALES GHLY
seizuras, or near drowning? 52. Have you ever had a menstrual peried?

BONE AND JOINT QUESTIONS Yes | No 53. How ald were you when you had your first menstrual period?

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

i i 7
that caused you to miss a practice or & game? Explain “yes” answers here

18, Have you ever had any broken o7 fractured bones or dislocated joinds?

19. Have you ever had an Injury that reqisired x-rays, MR, GT scan,
injections, therapy, a brace, a cast, or crutches?

2{. Have you ever had a siress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instabiity? (Down syndrome or dwarfism)

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

23. Do you have a bone, muscle, or joint injury that bothers you?

24 Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you have any history of juvenila arthritis or coniective tissue disease?

1 hereby state that, to the best of my knowledge, my answers to the abave questions are complete and correct.

Sigrature of athiete Sinnat

of parent/

Date
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MARTIN ORTHOPEDICS
PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF
PROTECTED HMEALTH INFORMATION

By signing this authorization, I authorize Martin Orthopedics to use and/or disclose
certain protected health information {PHI) about me to:

Athletic Department Staff at: Central Arkansas Christian School

This authorization permits Martin Orthopedics to use and/or disclose the following
individually identifiable health information about me (specifically describe the
information to be used or disclosed, such as date(s) of services, type of services,
level of detail to be released, origin of information, etc.):

Information concerning the condition and treatment of injuries sustained at
school sports functions to include athletic department activities, cheerleading,
drill team, band.

The information will be used or disclosed for the following purpose:
Athletic Sports Programs.

The purpose (s) is/are provided so that I can make an informed decision whether to
allow release of the information. This authorization will expire 14 months after
date below.

I do not have to sign this authorization in order to receive treatment from Martin
Ortho. In fact, I have the right to refuse to sign this authorization. When my
information is used or disclosed pursuant to this authorization, it may be subject to
redisclosure by the recipient and may no longer be protected by the federal HIPAA
Privacy Rule. I have the right to revoke this authorization in writing except to the
extent that the practices has acted in reliance upon this authorization. This practice
may in some cases receive payment for disclosing this patient’s protected healthcare
information. My written revocation must be submitted to Martin Orthopedics.

X

Signature of Parent/ Legal Guardian Relationship to Student Athlete

Student’s Name Date

Print Name of Parent/ Legal Guardian Date of Birth of Student Athlete



Central Arkansas Christian
Medical Consent Form

CAC and its staff have permission to administer first aid to the student(s) named
on this sheet as necessary. In the event of an emergency, and I cannot be reached,
I give my permission to the staff of CAC to obtain whatever care is necessary for
the health and well-being of my child. I agree to carry medical insurance.

It is not the responsibility of CAC to provide such coverage. I further understand
that my child(ren) must have a physical exam and certain immunizations in
accordance with state requirements.

Your signature verifies that you understand and agree to the statements on this page.

Student(s)

Parent/Guardian Signature

Date




FREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
FHYSHIAN REMIIBERS

1. Consider additiorrl questions on more sensitive issues
» o yous Teel stressed out or under a lot of pressure?
» Do you ever feej sad, hopeless, depressed, or anxious?
» Do you feei safe at your home or residence?
* Have you ever {ried cigareftes, chewing tubacco, snuff, or dip?
= During the past 30 days, did you use chewing tabacco, snuff, or dip?
« Do you drink alcohel or use any ether drugs?
« Have yote ever taken anaholic steroids or used any ciher performance suppiement?
+ Have yois evar taken any supplements to help you gain or lose wefght or improve your perforinance?
* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular sympioms {questions 5-14).

EXAMINATION _
Height Weight O Male [ Female
ap ! { i ) Pulse Vision R 20/
WEGAL - - T e
Appearance

= Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP acrtic irsufficiency)

Eyesfears/nosefthroat
* Pupiis equal

* Hearing

Lymph nodes

Heart?
+ Murmurs (auscultation standing, supine, +/- Valsalva)
= Location of point of maximal impuise (PMI)

Pulses
» Simulianecus femoral and radial pulses

Lungs

Abdomen

Genfiourinasy (males only)®
Skin

* HBV, lesgions suggestive of MRSA, tinea corporis
Neurologic©
MUSCULOSKELETAL
Neck

Baclk

Shoulder/arm
Eibowifforearm
Wrist/hand/fingers
Hip/thigh

Knee

Legfankle

Foat/toss

Functional
+ Duck-walk, single leg hop

L2y Cotrected [0 Y (3N
: - ABNURMAL FINDINGS

HORMAL

*Considar ECG, echocardiograim, and refesral to cardiology for abnermial cardiac history or exam,
“Gonsider GU gxam i In private setting, Having third party present is recommended,
<Consider cogniti on or baseling neuropsychiatric testing if 2 histary of significant concussion,

[0 Cleared for ali sports without restriction
[3 Cleared for ali sparis without restriction with recommendations for further evaluation or treatment for

[ Not cleared
O Pending further evaluation
O For any sports
O For ceriain sporis

Reasen

Recommendations

{ have examined the above-named student and completed the preparticipation physicat evaluation. The athlete dees not present apparent ¢linical contraindications to praclice and
pariivipate Jn the sport{s) as outlined above, A copy of the physical exam is on record in my office and can be made avatlable to the school at the request of the parents, If condl-
tions arise after the athiete has been cleared for parlicipation, the physician may rescind the clearance until the problem is resolved and the potentfal conseguences are completely
explained to the athdete {and parents/yuardians),

Name of physician {print/fiype) Date
Address Phone
Signature of physician .MD or DO
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