Preparticipation Physical Evaluation Medieal Elgibility Form

The Medical Rligibility Form is the only form that should be submitted to
sehool, It should be kept on file with the student’s schoal health record.

Studest Athlete’s Name Date of Bivth

Drate of BExam

o Medically eligible forall sports without restrietion

o Medically cligible for all sports without restriction with recommendations for further evaluation or treatment of

HEIGHT WEIGHT___ BP
o Medically eligible for cerfain sporis VISION CORRECTED R L
@ Notmedically eligible pending furlher evaluation NOT CORRECTED R L
HEARING SCOLIOSIS

v Notmedically eligible for any spovis

Recommendations:

[

- 1 have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does pot huve apparent clinieal contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of
the physical exmmination findings- are on record in my office and ean be made avaifable to the school at the request of the parents. (f
conditions arfke after the athlele hag been cleared for participation, the physician may rescind the medical eligibility until the pmblun is
resalved snd the potentisl consequences ars completely explained to the athlele (and parents or guardians).

Signature of physician, APN, PA Oftice stamp

Address:

Name of bealtheare professional (print)

B

I certify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Deparlment of
Pruostion.

wature of healthcure provider

Shared Health Information

Aldlergios

¥ sm’}l n’li sronided ’,lw .

Thits fores fiag been modified 1o reeal tha glatiles saof forth by Now Jeriey,




This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be shared
with schools, The medical eligibility form is the only form that should be submitted to a school. The physical exam must be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the
Student - Afhlete Cardiac Assessment Professional Development module Hosted by the New Jersey Department of Education.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.

Do you feel stressed out or under a lot of pressure?

Do you ever feel sad, hopeless, depressed, or anxious?

Do you feel safe at your home or residence?

Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?

During the past 30 days, did you use chewing tobacco, snuff, or dip?

Do you drink alcohol or use any other drugs?

Have you ever fcken anabolic steroids or used any other performance-enhancing supplement?
Have you ever foken any supplements to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms {Q4-Q13 of History Form).

BP: / { / } Pulse: Vision: R 20/ L 20/ Corrected: OY ON

Previously received COVID-19 vaccine: OY [ON
Administered COVID-19 vaccine at this visit: Y ON Ifyes: O First dose O Second dose [ Third dose [ Booster date(s)

Appearnce
*  Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MYP], and aortic insufficiency)

Eyes, ears, nose, and throat
e Pupils equal
¢ Hearing

Lymph nodes

Hear
*  Murmurs (auscultation standing, auscultation supine, and * Valsalva maneuver)

Lungs

Abdomen

Skin

¢ Herpes simplex virus {HSV}, lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

Neurological

Neck

Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and toes

Functional
« Double-leg squat test, single-leg squat test, and box drop or step drop test

@ Consider elec&roccrdiography (ECG), echocdrdiogrcphy, referral to a ccrdio|ogist for abnormal cardiac hisfory or examination findings, or a combi-

nation of those.
Name of health care professional {print or type}: Date:
Address: Phone:

Signature of health care professional: , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granled lo reprint for noncommercial, educational purposes with
acknowledgment.



This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be
shared with schools. The Medical Eligibility Form is the only form that should be submitted to a school.

m PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth:

Type of disability:
. Date of disability:

. Classification  (if available):

i

2

3

4. Cause of disability (birth, disease, injury, or other):
5. List the sports you are playing:

. Do you regularly use a brace, an assistive device, or a prosthetic device for daily activities?

6
7. Do you use any special brace or assistive device for sports?
8

. Do you have any rashes, pressure sores, or other skin problems?

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

10. Do you have a visual impairment?

1. Doyou use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating!

{3. Have you had autonomic dysreflexia?

I4. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?

I15. Do you have muscle spasticity!

16. Do you have frequent seizures that cannot be controlled by medication?

Explain “Yes” answers here.

Please indicate whether you have ever had any of the following conditions:

Atlantoaxial instability

Radiographic (x-ray) evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk
Spina bifida
Latex allergy

Explain “Yes” answers here.

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.

Signature of athlete:

Signature of parent or guardian:
Date:

© 2019 American Academy of Femily Physicians, Amedcan Academy of Pedistiics, American College of Sports Medicine, American Medical Sociely for Spords Medicine, American
Orthopaedic Sociely for Spois Medicine, and American Osleopalhic Acsdemy of Sporfs Medicine. Permission s granfed lo reprinl for noncommercial, educational puposes with
acknowledgment.



