Name Sport (circle one) Cheerleading Dance Team

The Pennsylvania State University
Department of Intercollegiate Athletics
Team-Sports Preparticipation Physical Evaluation

Prior to participation in any tryout, practice, scrimmage, competition or
conditioning program, involving a team-sport, athletes must undergo a
physical examination administered or supervised by a physician. The
examination must be administered within six months prior to the start of the
athlete’s participation. Athletes have an obligation to disclose any medical
condition and/or injury that as occurred since this physical examination prior

General

Instructions

to participation.

This document is provided as a screening tool to guide your assessment of
the athlete’s fitness for athletic competition. This form is recommended by
the National Collegiate Athletic Association and was developed by the
American Academy of Family Physicians, American Academy of Pediatrics,
American College of Sports Medicine, American Medical Society for Sports
Medicine, American Orthopaedic Society for Sports Medicine, and the
American Osteopathic Academy of Sports Medicine, For more information
please see Wappes, James R., Ed., Pre-participation Physical Evaluation
(McGraw-Hill, 2005, 3rd edition).

The examination of the athlete may be performed by a Physician Assistant,
Certified Registered Nurse Practitioner, or other medical professional, under

Notice to
Physicians:

the approval and supervision of a licensed medical physician, where
permitted by law. This form must be approved and signed by a licensed
medical physician. PLEASE PUT PHYSICIAN LICENSE # BY SIGNATURE ON
FINAL PAGE (CLEARANCE FORM).

TEAM-SPORTS ATHLETICS- This form MUST be completed and submitted to
NATALIE MECKSTROTH MA. ATC, Women's Basketball Office, 146 Bryce

Notice to )
Jordan Center, University Park, PA 16802. Please return this form at least 2

Athle
tos weeks prior to participation.

Direct any questions to Natalie via. 814-863-3435

Team-Sports Office Use Only

Recelved by: = Date received:

HistoryFom __  Physical Examination Form__ Clearance Form____  Oktofile



Bl PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Nofe:m&fwmmobemkdmaymepaﬂammdmmmbmmwmwmmm;skhnmwepﬂl#fwmm the chart,)
Date of Exam

Name Date of birth

Sex Age Grade Schoal Spart(s)

Medicines and Allergles: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies?
O Medicines O Pollens

O Yes [ No If yes, please identify specific ailaray below.
O Food

O Stinging Insects

Explain "Yes" answers below. Circle musﬁons you don't know the answers to.

GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS Yes | Mo
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheezs, of have difficulty breathing during o
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: (1 Asthma [1 Anemia [J Diabetes [ infections 28. Is there anyone in your famity who has asthma?
Other: 29. Were you bon without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bisge or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious mononucleasis (monc) within the fast month?
5. Have you ever passed out of nearfy passed out DURIHG or 32. Da you have any rashes, pressure soves, or other skin problems?
AFTER exercise? 33, Have you had a herpes or MASA skin infection?
8. mmwmmwnmwwa In your 34. Have you ever had a head injury or concussion?
7. Does your hear ever race or skip beats (ireguiar beals) during exercise? e Mt & ey S oot B catta o,
o My o yow et s b et W, 36. Do you have a history of seizwe disorder?
o Iﬂuhhlowmm O Aboart marics 37. Do you have headaches viith exercise?
O High chotesterol O Aheart infection 38. Have you ever had numbness, tingling, o weakness in your amms o
O Kawasaki disease Other: legs afier being hit or falling?
9. Has a doclor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever bean unable to move your ams o legs after being hit
echocardiogram) o falling?
10. Do you get fightheaded o feel more short of breath than expected 40. Have you ever become il while exercising in the heat?
during exercise? 41. Do you gel frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle cell trait or disease?
12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems wilh your eyes or vision?
during exsrcise? 44. Have you had any eye injuries?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes | No 45. Do you wear giasses of contac lenses?
13. mﬂ’mmmmmg‘mﬁ 46. Do you wear protective eyewsar, such as gogales o a face shield?
droviming, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?
14, MWHWWMMWWMWW 48. Are you trying lo o has anyone recommended that you gain o
WN;MUTWWB &WM'HHH?::&N'G 49 :W? diet or do you avold f
. or
DU Venlicatar taclycania? 50, mﬁmu:ﬁmamd:’m e
e T iy s X ot llon gocomenar o 51. D0 you have any concers thal you woukd 1ke I tiscuss with a docior?
16. Has amyone in your family had unsxplained fainting, unexplained FRMALES OMLY
seizures, or near drowning? 52. Have you ever had a menstrual period?
BOMNE AND JOINT QUESTIONS Yes | No 53. How old wiere you vhen you had your first menstrual period?

17. Have you ever had an injury fo a bone, musdle, bgament, or tendon
that caused you to miss a practice or a gama?

4. How many periods have you had i the fast 12 months?

18. Have you ever had any broken or fractured bones or distocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

Explain ®yes* answers here

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
Instability or atlantoaxial instabitity? (Dovm syndroma or dwarfism)

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

23. Do you have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, o look red?

25. Do you have any Nstory of juvenile astheitis or connective tissue dissase?

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

Signature of athets

Signature of

Date

©2010 American Academy of Family Physicians, Amarican Acadermy of

HECS6)

mmwwmsmmmmhmm mmamm
Sociely for Sports Medicing, and American Dsteopalhic Academy of Sports Medicine. Permission I3 granled lo reprint for noncommercial, educational purpases with acknovdedgment.
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Spori(s)

1. Type of disabiity

2. Dale of disabifity

3. Classification (if availabls)

4. Cause of disability (birth, diseass, accidenl/irauma, other)

5. List the sports you are Interested In playing

6. Do you regularly use a brace, assistive device, or prasthetic?

7. Do you use any special brace or assistive device for sporis?

&mmmwmummauwmmmmn

G.Doyoumahmnwboywmlhuﬂmm

10. Do you have & visual mpairment?

11. Do you use any spectal devices for boveel or bladder function?

12. Do you have buming or discomfort when urinating?

13. Have you had aulonomic dysceflexia?

14. Have you ever been diagnosed vilh a heat-related (hyperihermia) or cold-relaled (hypothermia) Riness?

15. Do you have mustie spasticity?

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

Explain "yes® answers here

Piease indicale il you have ever had any of the foliowing,

Yes

Allantoaxial instatiiity

X-ray evaluation for aliantoaxial instability

Distocated Joints (more than one)

Easy bieeding

Enlarged spieen

Hepatitis

Osleopenta or osteoporosis

Ditficulty controfling bows!

Difficulty controfling bladder ) E

Numbness or tingling in arms or hands

Humbness of tingling In legs or fest

Weakness In ams or hands

VWeakness In legs or feet

Recenl change in coordination

Recent change in ability to walk

Spina bifida

Latex aflergy

Explain "yes” answers here

l#nnbymhhl.hlluhnlnlnqhwwbdge,mvmshhahnmbmmmpmndm

Signature of athile Signature of parent/gurdi

Dats

©2010 American Acadsmy of Family Physiclans, American Academy of Pedialrics, American Collaga of Sports Medicine, American Medical Soclaly for Sports Medicine, American Orthopaedic
Sociely lor Sports Medicins, and American Osteopathic Academy of Sports Medicins, Pernyission Is granted to reprint for noncommercial, sducational purposes with acknowledgment,



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN RERINDERS
1. Consider addifional questions on more sensitiva issues
* Do you feel stressed out o¢ under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or andous?
+ Do you fee! safe al your home or residence?
* Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tcbacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
 Have you ever taken anabolic steroids or used any other performance supplement?
* Have you ever laken any supplements to help you gain of lose welght or improve your performance?
* Do you wear a seal bell, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5-14).

EXAMINATION

Height Vieight 0 Mae O Female

BP / { / } Pulse Vision R 20/ L 20/ Comected OY DO N
MEDICAL : § HORMAL ABNORMAL FINDINGS

Appearance

* Marfan stigmala (kyphoscoliosis, high-asched palate, pectus excavatum, arachnodactyly,
a1m span > height, hyperiaity, myopla, MVF, sortic insufficiency)

Eyes/ears/nosethioat

* Pupils equal

* Hearing

Lymph nodes

Heart*

¢ Mumurs (auscultation standing, supine, +/- Valsalva)

*_Localion of point of maxmal impuise (PAY)

Pulses

* _Simuitaneous femoral and radial puises

Lungs

Abdomen

Genitourinary (males only)®

Skin

*_HSV, lesions suggestive of MASA, tinea corporis
Neurologic®
MUSCULOSKELETAL
Neck
Back
Shoulder/arm
Elbow/Torearm
Wristhand/fingers
Hip/thigh
Knee
ankle
Fooltoes
Functional
* Duck-waik, singla leg hop

*Considi ECB, echocardogram, and relerral to cardiology for abaima! cardac history of exam.,
*Consider GU exam It In privale setng. Having thed party present is recommended.
Consider cognitive of baseSna payeiiatic testing if a hatory of signficant concussion.

O Cteared for all sports without restriction
01 Cleared for all sports without restriction with recommendations for furthar evaluation of treatment for

O Hot cleared
0O Pending further evaluation

O For any sports
[ For certain sports
Reason
Recommendations

|mwmmm:mnmwmmpmmmummmmmm:mudmmlmlmmammmhﬁumumﬂm and
participate in the spoit(s) as outlined above. A copy of the physical exam is on record in my office and can be made available 1o the school at the request of the parents. If condi-
tions arise after the athlele has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the polential consequences are complelely
explained to the athiele (and parents/guardians).

Name of physician (print/type) Date
Address Phone

Signature of physician .MDor DO

©2010 American Academy of Famfly Physicians, American Academy of Pedialrics, Amsrican College ol Sports Medicine, American Medical Society for Sports Medicins, Amevican Orthopasdc
Sociely for Sports Medicine, and American Osteopathic Academy of Sporis Medicing. Permission is granted 1o reprint for noncommercial, educalional purposes with acknowdedgment.
HEQSD3 S-7831410



. Other information

Bl PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name SexOM OF Age Date of birth
O Cleared for all sports without restriction
O3 Cleared for all sports without restriction vrith recommendations for further evaluation or treatment for

3 Not cleared
O3 Pending further evaluation

O For any sports
[0 For certain sports
Reason
Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate In the spori(s) as outlined 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 (print/type) Date
Address Phone
Signature of physician ,MD or DO

EMERGENCY INFORMATION
Allergles

czommmmwofmmuummmmwmmm Coliega of Sports Wedicine, American Medical Society for Sports Medicine, Amedican Orthopaedic
Sociely for Sports Medicine, and American Osteopatic Academy of Sports Medicine. Permission Is granted to reprint for noncommercial, educational purposes with scknovdedgment.



