Preparticipation Physical Evaluation

DATE OF EXAM

Name Sex Age Date of birth
Grade__ School Sport(s)
Address Phone
Personal physician
In case of emergency, conilact
MName Relationship Phone (H) W)
Explain “Yes” answers below. 24. Do you cough, wheeze, or have difficulty breathing Yes No
Circle gquestions you don't know the answers to. during or after exercise? 0 Q
Yes No 25. Is there anyone in your family who has asthma? I
1. Has a doctor ever denied or restricted your 26. Have you ever used an inhaler or taken asthma medicine? L1 U
_._participation in sports for any reason? R = 27. Were you born without or are you missing a kidney,
2. Do you have an ongoing medical condition an egye, a testicle, or any other organ? ey
. {ike diabetes or asthma)? a o 28. Have you had infectious mononucieosis (mono)
3. Are you currently taking any prescnptlon or within the last month? a b
.. nonprescription {over-the-counter) medicines or pills? (0 [l 29. Do you have any rashes, pressure sores, or other '
4, Do you have allergies to medicines, pollens, foods, skin problems? oo
__ orstinging insects? o 4d 30. Have you had a herpes skin infection? o o
5. Have you ever passed out or nearly passed out 31. Have you ever had a head injury or concussion? J 4
.. DURING exercise? 0.9 32. Have you heen hit in the haad and been confused
6. Have you aver passed out or nearly passed out or Jost your memory? imE|
. AFTER exercise? u.a 33. Have you ever had a seizure? o O
7. Have you ever had discomfori pain, or pressure in . 34. Do you have headaches with exercise? I=lls
your chest during e exermse? [ ) e .
8. Doss your hea O A 35. Have you ever had numbness, ngling, or weakness -
e Y SRR - ~in your arms or legs after being hit or falling®? a o
9. i{'igzskdaclﬁlg;teappl;()ﬂd you that yo"' have 36. Have you ever been unable to move your arms or -
T High blood pressure {1 A heart musmur . Jage after be."fg h.lt or falfing? 2B
01 High cholesterol D A heart infection 37. gssgeezgﬁsg;;go;nl:::o:ﬂ?:tflEga you have severe o0
10 ?:f:x:;[gl‘;r eE"ngm:ggga: dilzztr;c:;)your heart? a oo 38. Has a doctor loid you that you or someone in your -
- . : - {family has sickle cell trait or sickle cell disease? 1
| 1, Has anyone in your family died for no apparent reascm‘P S 39. Have );,ou had any probleﬂ%s with your eyes or vison® OO
:; .305.’?! any;onell in yourtfgmﬂy hT\}e a’:,e':-‘t ;f)r: b:;m? B 40. Do you wear glasses or contacl. lenses? O O
. Has any family member or relative died of he. -
MP_FQ.E?.'..E?.“.{"-". ar Oyf,,ﬁlﬂddﬁﬂ_,q,eath before age 507 2.Boo o E ?aigus:::z?proiemlve eyeuveat such a2 goggles or 0 il
14. Does anyone in your fami!y have Mai nsyndr_o e? O 0O 42. Are you happy with your welght? o '. o
18, 0B 43, Are you irying to gain or lose weight? g g
o o 44. Has anyone recommended you change your welght
or eating habits? o Q
45, Do you fimit or carefully gontrol what you eai? 0 0
46. Do you have any concerns that you would like to
discuss with a doctor? ’ oo
FEMALES ONLY
47, B g

. Have you ever had a stress fract

21. Have you been told that you have or 1ave Yo you had
an x-ray for atlantoaxial {neck) instability?

22 _Do you regularly use a brace or assistive déwce‘?

23. Has a doctor ever told you that you have asthma
or allergies?

]

o
D
o

oo oo

O

48, How ofd were you when you had your first menstrual p penod?
48.
Expilain “Yes” answers here:

Have you ever had a menstrual period?

How many periods have you had in the last year?

Signature of athlete

Signature of parent/guardian

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

Date

€ 2004 Awmerican Acadermy of Family Plysicions, 4
Spéres Medicine, and American Osteopathic Academy af . .Spom Medicine.

4 of Pedictirivs, A

Cottege of Sparts Mudicing, Amuerican Medical Sociely fir Sports Medichie, American Ortbopaedic Suciety for

Parent or Legal Guardian Signature

Date

1 hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the
school for the purposes of participation in athletics and activities.




Preparticipation Physical Evaluation ICAL EXAMINATION

Name Date of birth
Height Weight % Body fat (optional} Pulse B8P / ( / , 7 )

Vision R 20/ L 20/ Comrected: Y N Pupils: Equal Unequal ___ i

Follow-Up Questions on More Sensitive Issues
1. Do you feel stressed out or under a lot of pressure?
2. Do you ever feel so sad or hopeless that you stop doing some of your usual activities for more than a few days?
3. Do you feel safe?
4 Have you ever tried cigarette smoking, even 1 or 2 puffs? Do you currently smoke?
5 During the past 30 days, did you use chewing tobacco, sauff, or dip?
6. During the past 30 days, have  you. had at [east T drink of alcohol?

wtthout a docior 5 prescrlphon? )

help you gain or lose weight or improve your performance?

9. Questions from the Youth Risk Behavior Survey (http:/fwww. cde. gov/HealthyYouth/yrbs/index.htm} on guns,
sealbelts, unprotected sex, domestic violence, drugs, etc

Notes:

N

Cdoo;o

£}

[l

Appearance

Eyes/ears/nose/throat

Hearing

Lymph nodes
Heart
Murmurs

Puises

Lungs
Abdomen
Genitourinary’
Skin

Neck
Back

Shoulder/arm

Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankie

Footftoes

“Multiple-examiner set-up anly.
tHaving a third party present is recommended for the genitourinary exarination.

Notes:

Name of physician (print/type) Date

Address Phone

Signature of physician , MD or DO

& 2004 Amiatcan Acadenzy of Famity Piysictane. Americun Academy of fedinrres, American Medical Socicty for Sports Medicine.
Asnerican Qrabupacdic Socicly for Sporrs Mediciee, ard Amertcan Ostwopatbic Acadany of Sports Medicine,




Preparticipation Physical Evaluation

Name Sex Age Date of birth

2 Cleared without restriction

0 Cleared, with recommendations for further evaluation or treatment for:

3 Not cleared for 11 All sports {1 Certain sports: Reason:

Recommendations:

poliomyelitis;

Name of physician (print/type) Date

Address Phone

Signature of physician

, MD or DO

© 2004 Antericen Acedenty of Famify Physicious, Americant Acddeny of Pediatrics, Anverican Medical Socivty for Sprues Medicine,
American Qrtbopaedic Society for Sparts Meicine. avid American Gytecpriibic Acadenty of Suarks Medicing.




To be completed for
students participating in
all NSAA activities.

NEBRASKA SCHOOL ACTIVITIES ASSOCIATION (NSAA)
Student and Parent Consent Form

School Year:200___-200___ Member Schook:
Name of Student:
Date of Birth: Place of Birth:

The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above named Student and are
collectively referred to as "Parent”.

The Parent and Student hereby:

(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a
privilege;

(2) Understand and agree that (a) by this Consent Eorm the NSAA has provided to the Parent and Student of the existence of
potential dangers associated with athletic participation; (b) participation in any athletic activity may involve injury of some type;
{c) the severity of such injury can range from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the
body's bones, joints, ligaments, tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare
occasions, injuries so severe as to resuit in total disability, paralysis and death; and, (d) even the best coaching, the use of the
best protective equipment and strict observance of rules, injuries are still a possibility;

(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities rules of the NSAA member school for which the Student is

participating; and,

{(4) Consent and agree to (a) the disclosure by the Member School at which the Student is enrolted to the NSAA, and
subsequent disclosure by the NSAA, of information regarding the Student, including the student's name, address, telephone
listing, electronic mail address, photograph, date of and place of birth, major fields of study, dates of attendance, grade level,
enrollment status (e.g., full-time or part-time), participation in officially recognized activities and sports, weight and heightofas a
member of athletic teams, degrees, honors and awards received, statistics regarding performance, records or documentation
related to eligibility for NSAA sponsored activities, medical records, and any other information refated to the Student's
participation in NSAA sponsored activities; and, {b) the Student being photographed, video taped, audio taped, or recorded by
any other means while participating in NSAA activities and contests, consent to and waive any privacy rights with regard to the
display of such recordings, and waive any claims of ownership or other rights with regard to such photographs or recordings or
to the broadcast, sale or display of such photographs or recordings. '

1 acknowledge that | have read paragraphs (1) through (4) above, understand and agree to the terms thereof, including the
warning of potential risk of injury inherent in participation in athletic activities.

DATED this day of .

Name of Student [Print Name] Student Signature

(I am}We are) the Student's [circle appropriate choice] (Parent) (Guardian).  ())(We) acknowledge that (I)}(We) have read
paragraphs (1) through {4) above, understand and agree to the terms thereof, including the warning of potential risk of injury
inherent in participation in athletic activities. Having read the warning in paragraph (3) above and understanding the potential
risk of injury to my Student, (I}{we) hereby give (my)(our) permission for [insert student name] to practice
and compete for the above named high school in activities approved by the NSAA, except those crossed out below:

Baseball Golf Tennis Play Production | Basketball Swimming/Diving
Track Foothall Speech Cross Country Soccer Volleybail
Music Softball Wrestling Debate Journalism

DATED this day of .

Parent [Print Name] Parent Sighature




