B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Nofe: This form is to be filled out by tha patient and parent prior to seeing the physician. The physician shouid kesp this farm i the char, )

Date of Exam
Name Date of birlh
Sex Age Grade School Sport(st
Medicines and Allergles: Pease list all of the prescription and over-the-counter madicines and supplements (herbal and nutritional) that you are currently taking
Da you have any aliergles? [l Yes £ No If yes, please identify speciiic allergy below.
[0 Medicines O Pallens O Food O Stinging Insects
Explain “Yes" answers below, Circle questions you don't know the answers to,
GENERAL QUESTIDNS Yes | HNo MEDICAL QUESTIONS No
1. Has a doctor ever denied of restricted your participation in sports for 26. Bo you cough. wheeze. o kave difliculty breathing during or
any reason? alier exercise?
2. Do yay have any ongeing medical congiians? f so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
belovr: O Asthma [ Anemia O Oiabetes [ Infections 2B. 15 here anyone bn your lamily who has asthma?
Other: —— e 29. Ware you born without or are you missing a kidney, an eye, a festicle
3. Have you ever spent the night in the hosoitai? [males), your spleen. or any other organ?
4. Have you ever had surgary? 30. Bo you have groin pain or a painful bulgs or hemnia in the groin area?
HEART KEALTH QUESTIONS ABOUT YOU Yes | Ho 31, Have you had infections menonutleosis {mong) within the last month?
5. Have you ever passed oul or neary passed oul DURING or 32. Do you have ary raghes, pressure sores, or other skin problems?
AFTER exercise? : : 33. Hava you had 0 herpes or MRSA skin infection?
. E::sc’ )&U&:ﬂﬁ;c;:;anczl g;:nmfan, pain, tightness, or pressure in your 34. Have you ever kad a head injury of concussion?
- 35, Have you ever had a hit or blaw to the haad that caused confusion,
7. Does your heart ever race or skip beats {imegular beats) during exercise? pm,D:;m headache, of memory problems?
8. Has a doctor ever told you Ihat you have any heast problems? il sa, i
check alt that apply: 36. Do you have a history of Sl.EIZlII'E m?or:er?
O High binod pressure C Aheart musmar 37. Do you have hoadaches wilh exercise?
01 High chalestaral O Atear infection 36. Have you ever had nurmbness, tingling, or weakness in your arms or
J Kawasald disease Qther: tegs after being hit or falfing?
9. Has o doctor ever ordered & 1est fof your heart? (For example, ECG/EKG, 39, Have you ever been unable o move your arms or legs after being hit
echocarttograrm) ot falling?

10. Bo you et lightheaded ur feel more shont of breath than expectzd 40. Have you ever become ifl while exercising In the heat?
duting exercige? 41. Do you get frequent muscle cramps when exercising?

11. Have you ever hao an unexplaingd seizure? 42, Do you or someona in your family have sickle cell trait or disease?

12. Do you get maore fired or short of breath more Guickly than your frlends 43, Have you had any problems with your eyes or vision?
during exercise? 44, Have you had any oye Injurlas?

HEART HEM;TH ’Q;UESTInus nngllr Youn F:Mll.'l - Yes | No 45. Do you WEar giasses of contact |omes?

13. Has any family member or relative died of heart problems of had an |
unexpected or unevplained sudden death before aga 50 (including 46. Do you wear protective eyewear, such 2s goggles of a face shield?
trowning, unexplained car aceident, of sudden infant death Syndrome? 47. Da you worry about yeur weight?

14. Does anyane in your family have hypertrophic cardiomyopathy, Marian 48. Are you trying ta or has anyone recormended that you gain or
syndrome, arhythinlogenic right ventricular cardiomyapathy, long QT lose welght?
syndrome, shart QT syndrome, Brugada syndrome, or catechotaminergic 49. Afe you on a special diet or do you avold certaln types of foods?

= ;nlvmorphnc \:enmcu;a: l:cr::ardmh? pv = $50. Have you ever had an eating disorder?

. Tioes anyore in your famlly have a hean problem, pacemaker, or - - -
Implanted defibrillator? 51. Do you have any concerns that you would fike to diseuss with a dogtor?

16. Has anyone in your family knd unexplained fainting, unexplained FEMALES DHLY
Seitures, of near drovming? 52, Hava you ever had a menstrieal period?

BONE ARD JOINT DUESTIONS Yes | No 53. How old were you when you had your first menstrual peripd?

17. Have you ever had an Injury lo a bone, muscle, ligament, or fendon 54. How many perlons have you had in the last 12 months?
that caused you to miss a practice or a game? Explaln “yes” answers here

18. Hava you ever had any braken of fraciured bones or dislocated joirils?

19, Hava you aver hadt an Injury that required x-rays, MRI, CT scan,
injections, herapy, a brace, a cast, or cruiches?

20. Hava you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-fay for neck;
instabilily or atlantoaxial instability? (Down syndrome of thwarfism)

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

23. Do you have 2 bane, muscle, or joint injury thal bothers you?

24, Do any of your joints bacome painful, swollan, feel wanm, of loak red?

25. Do you have any history of juvenile arthritls or cannective Sissuo disease?

| hereby state that, o the best of my knowledge, my answers to the ahove questions are complete and correct.

Signature of athiete Slpy

of pareat/guardian

Dale
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University Orthopedics, Inc.
Physical Therapy Department

RELEASE AND INDEMNIFICATION

In consideration of University Orthopedics, Inc. (UO]) allowing my minor child
{(print name of child) == 10 be treated by UQI’s
physicians and/or non-physician clinicians although the child is
unaccompanied by a parent or guardian, I, on behalfl of mysclf, my child, and
my successors, heirs and assigns, hereby release UOI, its physicians, non-
physician clinicians, officers, employees, and agents from any and all liability
related in any way to treatment rendered to my child or to any other
circumstance related to my child being unaccompanied in UOI’s offices. 1 also
agree to be liable for any and all damage caused by my child and to indemnify
UOI, its physicians, non-physician clinicians, olficers, employees and agents
against any claims, whether at law or in equity, relating in any way to
treatment rendered to my child or to any other circumstance related to my
child being unaccompanied in UOI'’s offices. I understand that UOI reserves
the right to withdraw permission at any time for my child to receive treatment
in UOI'’s offices while unaccompanied by a parent or guardian.

Parent/Legal Guardian Witness

Name (Please Print) Date



