Physical Examination
Height Weight ——— Biood Pressure
Pulse: resting 15 hops after 2 minutes
Visuaf Aculy: Eyes (R} 20/ wloglasses . {L)20F

w/ glasses

Other Testing Norimal Abnormai Findings
General

Ekin

HEENT

Toeth (Denital Exam)
Neck

Lungs

Heart (5t and Stand)
Abdomen

Genitalia
Musculoskeletal
Neci

Shouider/Arm
Ethow/Forearm
Wrist/Hand

Back

Hipfthigh

Knee

Shin/Calf

Anidesteg

Foof

14, Peripheral Puises
12, Neurofogic

13. Mental Status

4. Marfan Screen

SopNDOEMLB

-~

Other Tests (opfionai)
e AurdifOIY Y e EKG

... % Body Fat e MUY SCrEEN e OhESE HeRaY
e Mg HET SMAC . Tanner Stage

©On the basis of the examinatfon on this day, | approve this chiid’s participation in mterscholastic
sports for one year.
Yes Mo Limitad __

Additional Comments:

Examinaffon Date _____ Physicians Signature

Physiclan's Assistant Signature?

Advanced Nurse Practifioner Signature*

* affective January 2003, the IHSA Board of Directors approved a recommendation, consistent
with the litinois School Code, that alows Physician's Assistants or Ad d Nurse Practitioners
to sign off on physicais,

STUDENT'S NAME

[ HSA

Hlinols Bigh School Asssciatien

SCHOOL NAME

Consent Form to self administer asthma medication
{not needed If current forim Is already on file witi school)

Parent Consent

i s do hereby give my son/dauaghier, .
permission to seff-adiminister hisfher asthma medloation as prescribed by his/her physiclan duri
athletic competiifon.

Parent Signature Date

Physician Gonsent

As a patient under my care, _
folfovring asthima medication.

...y 18 prescribed fo seff-administes the

Madication

Purpose.

Dosags

Time/Speciai Cireumstances

Physiciah Skmatire Date

MUST BE STAMPED 8Y PHYSICIAN TO BE VALID. PLACE STAMP HERE -




m =m= Preparticipation Examination

To be completed by athiote or paremni

Name

Last First

Mlddie

Soclsl Securliy Number
Address _
CHy/State

. School Year _

Ehrthdate Age Ciass

Parent’s Name

Sport/Poshtion

Address

Phone No.

Person to contact In case of emergency

PhoreNo.

Familly Doctor Cliy/state

Bhons No.

Past Medical History

1. Prosentiy taking medication
{including birth controf piiisj?

2, Have you been diaghosed with asthina?

3. Have you boen prescriboad by a physician to
use any asthma medication?

Yes Ko

if ves, please
expiain (what,
whare, when}

4. Do you have a cusrrant consent form fo
seff-administer the asthma medication on
fite with your schooi?

Allesgic fo medivine, foods, hee stings?

Wears any appliances—glassss, confact k ?

History of braces, chipped feath, htidges?

Had serfous or sigmificant illness in past?

5
6,
7.
8. Has ongoing medical problem?
9,
Q.

Any past susgical opaerations, accidents,
non-sposts oy refated injuries?

11.  Any past injuries directly related to sports?

12.  Any hospitalization not expiained ahove?

13. Any known deformities (such as curvature of
back, heart problems, one kidney, blindness in
one ave, one tasficte, ete.)?

4. Any serious family ilfness {such as diabeies,
bleeding disorders, eic.)?

18. Heart
Have you evor passed out during or after exercise?

Have you ever peen dizzy during or affer exercise?
Have you ever had chest pain during or
after exercise?

Do you gef fired more quickly than yous
friends do during exescise?

Have you ever had racing of your heart or
skipped hearibeats?

Have you had high biood prassiire or

No if yes, please
expian: (what,
where, when)

high chotesterof?
Have you ever heen told you have 8 heart murmin?
Has any family member or refatlve died of heart
problems or of sudden death hefore age 507

Have you had a sevare viraj infection (for example
myocarditis or mononiicleosts) within the {asf month?_

Has a physiclan ever denled or restricted yous
participation in sports for any heart problems? .

Has anyone in your family had a heaii attack
bafore the age of 507

18. Head and Nerve
Have you ever had a head injuty of concussion?
Have you sver been knocked out, become
uncenscious, or fost your memory?

Have you ever had a seizure?

Do you have frequent or severe headaches?
Have you ever had numbness or tingling in
your arms, hands, legs or faof?

Have you ever had a stinger, bumer or
pinched nerve?
17. Last tetnus shoi?
18. Last eys exam? Date
19. Last mensirual period (7 women) Date

Personal Habits Yes
Smoking/smokefess tobacco

Alcohol/non-medical drugs: marijuana, cocaine, ofc
Steroids

Esting Disorders - weight foss or gain?

B R

Review of sysiems (Piease checok Jf you have any probiems Wwith sny of the following areas of your

body)
Skin Lungs
Head e Heoart

e ___Eyes e Abdomen
Ears Back

. Nose o vtnation,

‘‘‘‘‘‘‘‘‘ Mouth/Throat Bowef Controf
Nuirition, Genfal (Including
Weight Controf menstrual for women)

HMock

Shoufders, Arms,
Hands

. Hips, Legs, Feef
Muscles—Strangth;
Feeling

. Mentai, Emotional

Fatiguee

Other: What?

| certify that the above infonmation is cosrect fo the best of my knowfedge.

Student Signature

Parenf/Guardian Skgnature

Both Student And Parent/Guardian Signatures Are Mandatory




