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Student's Name;

Grade: HRe . . = DOB:

Sport:

Athletic Pre-Participation thsmal Exam
o The entire Pre-Exam questionnaire must be completed and signed by a Parent/Guardian
before the physician completes an exam!nation
o All physicians are instructed to refuse any student who does not have the questionnaire -
completed and signed. : :
e The physical exammatlon is valld for 365 days ,

- Health Hlstorv Update

e The Heallh Hlstory Update must be completed by any athlete whose physical exam was
completed more than go days prtor to the, first day of offlclal practice.

All physical exam and health h/story updates must be submitted to the
A thlet/c Department Nurse

Athletlc Forms N

o Athletic Forms required for partlmpatlon are to be completed through our Online
Registration. L

e Please visit hitps://garfield-ar. rschooltodav com to register.

o Please select either High Schooi or Mlddle Schoo{ Registration from the
Registration drop down menu.

o Complete the requested mformatmn and check off items to acknowledge
notification of policies and consent.

o Please note that when selecting an Activity, you can only chose one sport for one
season. Do not select multiple sports!

o Once you complete the registration process, the system will prompt you to create a
username ana password. This will allow you to register for additional sports in other
seasons, or add registrations for siblings without requiring you to fill out all the forms
again.

o Any questions, please call the Athletic Department at 973-340-5010 x2007.




ATTENTION PARERT/GUARDIAN: The preparticiaption physical examinalion {_;mges&'must be completed by a heatth care provider who has completed
the Student-Alhlate Gardiac Assessment Professional Development Moedule.

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Nole: This form I to be fiffed out by the patient and parent prior 1o sealng the physician. The physician should keaps copy of this form In tha char, J
Date of Exam ___

Hame Date of birh
Sex Age Grade School Spori{s)

Medictnes and Aflergies: Pleass list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently faking

Do your have any allergles? B Yes [ No Ifyes, please identify specific allergy below.

I Medicines 0 rallens 0O Food [ Stinging Insects
Explain "Yes"” answers below. Circle guestions you don't know Lhe answers lo,
GENERAL QUESTIONS T Yes | No | [MEDICAL QUESTIONS T Yes | Mo
1. Has a doctor ever denled o cestricted your participation in sports for 26. Doyou cough, wheeze, or have difficulty breathing during of
any reason? affer exercise?
2. Do you hava any ongoing medical condilions? f o, pleass identify 27. Have you ever used an inhaler or taken asthma medicing?
betow: 00 Asthma [} Anemia EJ Disbetes [ Infections 28. |5 thers anyone in your family who has asthma?
Cher: CETEYS 29, Were you born without or are you missing a kidney, an eye, a tesiide
3. Have you ever spenl the night in the hospital? (males), your spieen, or any olher organ?
4. Have you ever had surgary? 30. Do you have grofn paln of a pairful bulge or heela in the groln area?
HEART {IEALTH QUESTIONS ABOUT YOU Yes | Ho '] |31, Have you had infectious mononuclecsls [mone) witkin 1hs last month?
5, Have you ever passed oui or nearty passed out DURING o 32. Dayou have any rashes, pressure soes, of other skin prablems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infestian?

6. Have you ever had discomfort, pain, tightness, or pressure in your 34

chest ulng exerclse? . Have you ever had a head injury or concussion?

35. Have your ever had a hil or biow to the head that caused confusion,

7. Does your heart ever race of skip beats (iregulsr beats) during exerclss? prolonged headach, o memory problerms?
8. Hma:c i 2?;6[(11&; l&:};e; ?t)?ki yoit that you have any hean problems? Jf so, 35. Do you have a history of selzurs disords?
£ I:lfgh bood pres—sure 00 Ahearl nwrinue 37. Do you have headaches wilh xerclse?
1 High chelesterol {1 Aheartintection 38. Have you ever had numbness, lingling, or weakness in your arms or
O Kawasald disease Other: legs atler being bit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 30. Have you ever been unable ta move your arms of ks affer belng it
echocardogram) or falfng?
10. Do you get Fghtheaded of fesl more short of breath than expected 40. Have you ever become itl while exercising in 1he heat?
during exercise? 41, Do you gat frequent musele cramps when exercising?
1. Have you ever had an unexplained seizure? 42. Do you or someone In your famity have sickie cell trait or diseage?
¥2. Do you get more lired or shorl of breath move quickly than your fdends 43, Have you had any problems with your eyes or viston?

durlng exercise?
HEARY HEALTH QUESYIONS ABOUT YOUR FAMILY Yos | Mo

13. Has any family membar or relative died of heart problems or had an
unexpecied or unexplained swiden death before ape 50 (indduding

44. Have you had any eye [nfuries?
45, Do you wear gasses or contact Jenses?
46. Do you wear proleciive eyewear, such as poggles or a Tace shigld?

drowning, unexplained ear accident, or sudden tnfant death syndromey? 47. Do you vioiry abou! your welght?

14, Does anyone [n your family have hypertrophic cardiomyopathy, Marfan 48. Are you frying to of has anyone recemmended thal you gain of
symerome, ardsythmogen'c right ventricutar cardiomyopathy, long QT loss welght?
syndeome, short 0T syndroma, Brugada syndrome, o catechelaminergic 49. Ara you on a special diet or do you avoid certain types of foo6s?

palymorphic ventricutar tachycardia?
15. Does anyong In your family have & heart problem, pacemaker, or

80, Hava you ever had an eating disorder?

implanted defirliator? 51, Doyou ha_ve any concenss that you would Eke to discuss wilh a doctor?
16. Has anyone in your famity had unexplained fainling, unexplained FEMALES OHLY :

selrures, of near drowning? - 52, Have you ever had a menslrual perod?
BONE AHD JOINT QUESTIONS Yes Ho 53. Hew ol wese you whan you had your first menstneal perlod?
17. Have you ever had an injury 4o a boag, muscls, Egament, or tendon B4, Howr many perods have you had in the kst 12 monlns?

that caused you to miss a practice or a game?
18. Have you ever had any broken or fractured bones or diskicaled joints?

16. Have you ever had an injury that required x-rays, MRI, CT scan,
Injections, therapy, a brace, a tasl, of crutches?

20. Have yous ever had a stress fracture?

21. Have youi ever been [old that you have or have you had an x-ray for neck
Instabiity or atlantoaxial Instabiity? (Down syndrome or dwaifism)

22. Do yeu regulatly use a brace, orlhobics, or olher assistive device?

23. Do you have a bone, musde, or Joint fnjury that bothers you?

24. Do any of your jolnts become painful, swollen, feel warm, or look red?
25, Do you havs any history of Juvenile arthrits or connective tissue dissasa?

Explain “yes” answers here

I hereby state that, to the best of my knowledge, my answers fo the ahove questions are complete and correct,

Sgnatwre of athlzte .. Siprabee of parentiguardian Dals

©@2010- American Academy of Family Physicians, American Academy of Pedialrics, American Collegs of Spais Medicine, American Med'ral Sociely for Sports Medicine, American Onthopasdic
Soclely for Sporis Medicing, and American Osteopathlc Academy of Sports Medicine. Permlssion Is granted to reprint for noncommercial, educational purposas wilh acknowledgiment.

{ECSM 922310400
New Jersey Department of Education 2014; Pursuan! to P.L.2013, ¢.71




HOTE: The preparticiaption physicail examination must be conducted by a health care provider who 1) is a licensed physician, advanced praclician
mirse, or physician assistant; and 2} completed the Student-Alhlete Cardiac Assessment Professional Developmant Module,

# PREPARTICIPATION PHYSICAL EVALUATION
FPHYSICAL EXAMINATION FORM

Hame Date of bith _

PHYSIGIAN BERFINDERS
1. Gonsider additlonal questions on mare sensitive issties
* o you feel slressed out or under a bt of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do you fesl safe al your home or resldence?
* Have youl ever tried cigaretles, chewing tobacco, snuff, or dip?
* During the past 30 days, il you use chewing 1obacco, snulf, or dip?
* Do you deink aleohs! or use any other drugs?
* Have you ever 1aken anabolic steroids or used any oiher performance supplement?
* Have you ever taken any supplements fo help you galn or lose welght or improve your performance?
* Do you viear a seal belt, use a helmal, and use condorms?
2. Constder reviawing quastions on cardiovascular symgatoms {tuestlons 5-14).

EXAMINATION

Height Weight O Male 0O Female

BP / { ! ) Pulse Viston | 20/ L0/ Corecled Y T H

MEDICAL - NORMAL e ABHORMAL FINDIHGS

Appearance

« Marfan stigmala (kyphoscaliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperanity, myopls, MVP, amtic insufficiency)

Evesfears/inosefhioat

« Pupits equal

s Hearing

Lymph nodes

Heart?

* Nurmurs (suscultation stanging, suping, +/- Vakalva)

+ Location of poinl of maximal impulse (FLY)

Pulses

» Simutaneous fernoral and radia) pulses

Lungs

Abdomen .

Genftourinary (males onhyy*

Skin

« HBY, lesions sungeslive of WRSA, tinea corporis

Heuwrologie®

MUSHULOSKELETAL

Meck

Back

Shoukderfarm

Elboveforearm

Wristhandfingers

Hipdhigh

Knea

Leg/anklp

Fogtftoss

Functionaj

* Duck-walk, single leg hop

sGonsider ECG, exhasardionram, 22 refemel to cardiobogy for eTnommel cardizs histoy of eram.

'Goreider GU evam i in pitvate setltg. Hang bird party present s 1ecemmended.

HCorsidar cogrilhe evabiation o baseEne neurepsychiatnis fasting i a history of sinifcant concussion.

[T Cleared for all sporls without restriclion
[T Cleared for gil spars wilhout restriclion wilh recommendations for furlfier evahration o treatment for

{1 Mol cleared
1 Pending furlher evalualion
O For any sporls
E1 For cerdaln sports
Reason

Recommendallons __

| have examined ths abova-named sludeat and completed the prepadicipation physical avaluation. The athlete doss not presenl apparent clinical contraindicalions to praclice and
participala in the spori(s) as ontlined above. A copy of the physital exam is on record in my office and can be made available to he school al the request of the pasents. H condltions
aiise afler ke alhlele has heen cleared for participalion, a physician may rescind the clearance uatil the problem fs resolved aad the polenttai consequences ate complelely explatned
ta lhe athizle (and parents/guardians).

Name ‘of physiclan, advanced praclice nurse (APN), physician assistant (PA) {print/type} - Date

hadress N Phona

Signature of physiclan, APN,PA .

©2010 American Acaderny of Family Physitians, American Academy of Pedialrics, Amefican College of Sports Medicine, American Medical Sociely for Sports Medivine, American Orthepaedic
Soclety for Sports Medicing, and Anerican Osleopathic Academy of Sporls Madicing. Parmission Is granted o reprint for norcommercial, educational purposes with acknowledgnent,
HEGS03

526310410
New Jersey Department of Education 2014; Pursuant to P.L2013, ¢.71 :




B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM ‘

Hame Sex OM OF Age Date of birlh

O Cleared for all sporis without resteiction

£1 Cleared for ail sports without resteiction with recommendations for further evaluation or treatment for

[J Hot cleared
0 Pending further evaluation
1 for any sports
B3 For cerlain sporls

Reason

Recommendalions

EMERGENCY INFORMATION

Allergles

Other information

HCP OFFICE STAMP SCGHOOL PHYSIGIAN:
Reviewedon__ —_—
{Date}
Approved Not Approved __

Signature:

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical conlraindications to practice and parlicipate in the spori(s) as outtined above. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared! for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians}.

Name of physician, advanced practice nurse {APN}, physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Gardiac Assessment Professianal Bevelopment Module

Date Signature

©2010 American Academy of Family Physicians, Amercan Academy of Pediatiics, American College of Sports Medicing, Amesican Madical Sociely for Sports Med'cing, American Oropasdic
Soclely for Sports Medlcine, and Aimetjean Osteopathic Academy of Sports Medicine, Permisston i3 granted lo reprint for noncommarelal, educational puiposes viith acknowledgment.
Kew Jarsey Depariment of Education 2014; Pursuant to P.L.2013, ¢.71




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Dale of Exam

lame Date of birh

Sex Age Grade _ Schoot Spaort(s)

. Type of disabifty

. Drata of disability

. Classificalion {if available)

. Cause of disablity (birth, diseass, accidentfrauma, other)

S NI LR L

. List the sports you are interesled in playing
R Co " Yes Ho

. Do you reqularly use & brace, assislive device, or prosthetic?

. Do you use any special brace o ass!stive device tor spoils?

6
7
8. Da you have any rashes, pressure sores, or any olher skin problems?
9. Do you have a hearing boss? Do you use a hearing aid?

10, Do yous have a visual Impairment?

1. Do you use any spectal devices for bowel or bladder funclion?

12. Do you have burning or discomfort when urinating?

13. Have you had aulonomis dysreflexia?

14. Have you sver been diagnosed vath a heat-related (hypetthesmia) or cold-refated (hypothermia) illness?

15, Do you have musdle spaslicity?

16. Do you havs Trequent seizures thal cannot be controlled by medication?

Explaln “yes™ answess here

Please Indicale if you have ever had any of the feltowing.

Yos Ko

Allantoaxdal instability

X-ray evakuation for atfantoaxial Instabllity

Distocated joinls (more than one}

Easy bleeding

Entarged spleen

Hepalilis

Osleopenia or osleoporosis

Difficulty controlling howel

Difficulty controling bladder

Humbness or tinglng in arms ¢r hands

Mumbness or tingling In legs or feet

VWeakness in arms or hands

Weakness In keas or feet

Recent change In coordination

Recent change In ability to valk

Spina bifida

Latex allergy

Explain “yes” answess here

Fherehy stale Lhal, to the bast of my knowledgs, my answers o the above questions are complate and cotrect,

Slonature of attikts Sipnatire of paeent/guard:an Date

©2010 Amearican Academy of Family Bhysicians, American Academ ly of Pediztiics, American College of Sports Medicine, Amedcan Medical Society for Sposts Medicing, Amedean Orthopaadic
Sociely for Sports Medlting, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommerchsl, educational purposes with acknowledgment,
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