This Form should be maintamed by the healtheare provider completing the physical exam {medical home). & should not be shared
with schools, The medical eligibility farm is the only form thet should be submitted to a school. The physical exam must be
completed by a healiheare provider who is 3 licensed physician, advanced practice nurse or physician assistant who hag completed the
Smudent, - Athlete Cardiac Assessment Professional Development module Hosted by the Wew Jersey Department of Education.

& PREPARTICIPATION PHYSICAL EVALUATION lInterim Guidancs)

AMINATION PORM

Date of birth:

PHYSICIAN REBUNDERS
1. Consider addifional questions on more-sensitive issues.

* Do you feel siressed out or under o lof of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel sefe of your home or residence?
+ Have you sver Iried cigorefies, e-cigarettes, chewing tobaceo, snuff, or dip?
= During the past 30 days, did you use chewing tobacce, snoff, or dip2
+ Do you drink aleshol or use any other drugs?
¢ Hove you ever foken anabolic steroids or used any other performancs-enhancing supplement?
«  Huove you aver foken any supplements fo help you gain or lose weight or improve your performance?
* Do you wear o seot belt, use o helmet, ond use condoms?

2. x_DnSM:EeI reviewing questions on cardiovescular symp?om« (Qéiw@ 3 of History Form).

/ { / | Pulse: Vision: R 20/ L2C/  Corected: 1Y [OIN

Previously received COVID-19 vaccine: OY LN

Admmls?e: ed COVID-19 vaccine at this visit. OY  ON  yes: O First dose O Second dese O Th|rd dase [ Boos?el datels)

Appecsr{mce
¢ Marfon stigmota (ophoscolissis, high-arched polate, pecius excovalom, arochnodactyly, hyperlaxity,
myopic, mitral valve prolapse [MVP], and corfic insufficiency!

Fyes, ears, nose, and throat
s Pupils equal
¢ Hearing

Lymph nodes

Hear2
«  Murmurs {ouscololion standing, auscuftation suping, and + Yatsalva maneuver)

Lungs

Ahdomen

Skin

v Herpes simplex virus {HSV), fesians suggestive of methicilin-resistant Sfaphyfococcus cuvreus (MRSA), or
finea corparis

Neuroioglcal _

Back

Shauider and arm

Elbow and forearm
Weist, hand, and {:'mgers
Hip and thigh

Knee

leg and anlde

Foot and foes

Funciional
o Doub|e-|eg squcd test, singie-ieg squat test, and hox drop or step cirop fest

» Cansider electrocardiography [ECG), echocardiography, referrct 1o o cardiclogist for abnormal cardiac history or examination findings, o a combi-
nation of those.

Marme of hedlth care professionad {print or typeh: Datte:

Address: Phone;

Signoture of health care Professional: MD, DO, NP, or PA

© 2019 American Acadamy of Fomily Physicians, American Acodemy of Pedialrics, American Caflege of Sports Medicine, American Medical Socisty for Sports Medicine, American
Chithopaedic Sociely for Sporis Medicing, and Americea C‘sfeopcml)ic AcaJem}' of Sporis Medicine . Pznmission is gmn!edF ko reprint for noncommercial, educational purposes with
acknowledgment.



This form ghould be maintained by the healthcare provider completing the physical exam {medical home). It should not be shared with
schools. The medical eligihility form jsthe only form that should be submmitted to 2 school. The physical exam moust be completed by a
healthcare provider who is a licensed. physician, advanced practice mmuxse or physician assistant who has completed the Stadent -Athlete
Cardiac Assessment Professional Development module hosted by the New Jersey Depastinent of Education.

B PREPARTICIPATION PHYSICAL EVALUATION lnterim Guidancel
HiSTORY FORM

Note: Complete and sign this form {with your parents if younger than 18) before your uppointment.

Name: Daste of birth:
Dafe of exomination: Sports):
Sex assigned ot birth (F, M, or intersex): . How do you identify your gender? {F, M, non-binary, or ancther gender):

Hove you had COVID-192 {check cne): T3Y &N

Have you been immunized for COVID-192 (check one): ©Y TN If yes, have you had: 01 One shot [ Two shols
Tt Three shots T Booster dates)

List past and current madical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all curreni prescriptions, over-the-counter medicines, and supplements (herbal and nutritiondl).

Do you have any allergies? If yes, please list oll your allergies (ie, medicines, poliens, food, stinging insecis).

Patient Health Questionnaire Version 4 [PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

MNototall  Several doys Over half the days  Nearly every day

Feeling nervous, anxious, or on adge O 1 2 3
Not heing able to stop or control werrying 0 1 2 3
Lifle interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

(A sum of 23 is considered wositive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes. )

9. Do you get light-hended or feel shorter of braath
1. Do you have any concerns that you would fike to then your friends during exarcise?

discuss with your provider?

- - - 10, Have you ever had o seizure?
2. Has a previder ever denied or resiricted your

parficipation in sports for any reason?

3. Do you have any ongeing medical fssues or recent 11, Has ony family member o relative died of
illness? hecrt problems or had an unexpected or
unexploined sudden death before age 35

vears {including drowning or unexplained cor
4. Hove you ever pussed out or nearly pussed out crash)?

during or afier axercise?

12. Does anyone in your family hove o genefic
heart problem such as hypertrophic cordio-
myapathy (HOM}, Marfan syndrome, arrhyth-

4. Doss your heurt ever race, flutfer in your chest, mogenic right ventriculor cordiomyopathy

or slip beats (irregular beats} during exercise? {ARVC), long GT syndrome (LRTS), short QT
syndrome (SQTS], Brugada syndrome, or
cotecholominergic pelymorphic vansricular

lachycordio {CPVT)R

3. Heve you ever had discomiort, pain, fighiness,
or pressure in your chest during exercise?

7. Has a dodor ever teld you that you have any
heart problems?

8. Has o doctor aver requested o lest for your

heart? For example, elechrocardiagraphy (ECG) 13. Has anyone in your family had o pacemaker
o echocardiography ot ot implunted defibriffator before age 352




ANE O] IESTION:
14. Have you ever had a siress fracture or on injury fo @

bone, musde, ligament, joint, or tendon that cavsed
9 {
you fo miss o practice or game?

15, Do you have a hone, muscle, ligament, or joint
injury then bothers you?

z R T o Al GEORIES
16. Da you cough, wheeze, or have difficulty breathing
during or ofter exercise?

2

25. Do you worry aboul your weight?

26. Are you Irying ko or hos anyone recommended thal
you gain or lose weight?

27. Are you on a specidl diet or de you avoid cerfain
types of foods or food groups?

28. Have you ever hod an ecfing disorder?

A RN R i

29, Have you ever had o menstrual period?

17. Are you missing o kidney, an eye, d testicle, your
spleen, or any other organ?

30. How old were you when you had your first menstrual
period?

18. Do you have groin or festicle pain or o paintl bulge
or hernia in the groin arsa?

1% Do you hove any recurring skin rashes or
rashies thot come and go, induding herpes or
mathicillin-resistant Sfaphyloroccus aureus IMRSAJE

23, Have you had ¢ concussian or heod injury ther
coused confusion, o profonged headache, os
memory problems?

21. Have you ever had numbiness, had tingling; had
weaknass in your arms or lags, or been unable io
move your arms or legs affer being hit or falling?

22. Have you aver beceme ill while exercising in the
heot?

have sickle cell trait or disease?

23. Do you or doss someane in your family iFe

31. When was your most recent menstruat period?

32. How muny perieds have you had in the past 12
months?

Explain “Yes” answers here.

24, Have you ever had or do you have any problems

with your eyes-or vision?

! hereby state that, ta the best of my knowledge, my answers to the questions on this form are complere

ang correct.

N :
Signaiure of athlete:

Signature of parent or guardicn;

Date:

© 2003 American Academy of Family Physicians, American Academy of Padiatrics, American Cof
Americon Orthapoedic Sociaty for Sports Medivine, and Amarican Osteapothic Academy of Sports Medicine. Permizsion is gromled to reprint for noncommercial, edueo-

tionol purposes with acknowledgment.
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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.

MName; Date of birth:

i, Type of disabilicy:

2. Dare of disabilicy:

. Classification (i available):

Cause of disabilicy (birch, disease, injury, or other):

3
4.
5

. List the sports you are playing:

pREER e s &
Do you regularly use a brace, an assistive device, or a prosthede device for dally acdvities?

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

. Do you have a hearing Jose? Do you use a hearing aid]

6

7

8. Doyou have any rashes, pregsure sores, or other skin problems!
; -

]

. Do you have avisual impairmend

Ii. Do you use any special devices for bowel or bladder function!

t2. Do you have burping or discomfore when urinating?

. Have you had autonemic dysreflexial

3
14, Have you ever beer: dingnosed as having a heawrelated (hyporthermia) or cold-related (hypothermia} finess?
T
o

. Do you have muscle spasticity!

16. Do you have frequent seizures that cannot be controfled by medication!

Explain “Yes™” answers here.

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

Pt

Adantoxial instabilicy

Radiographic {x-+ray) evaluadon for adanroaxid instability

Ditlocated joints {more than one}

Easy bleeding

Enlarged spieen

Hepatitis

Osteopenia or asteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tngling in arms or hands

Numbness or tinging in lege o feet

VWeakness inarms or hands

Wealiness in flegs orfeet

Recent change in coordination

Recent change in ability to walk
Spina bifida
Latex aliergy

Explain *Yes” answers here.

t hereby stafe that, to the best of wmy knowledge, my answers fo the questions o this form are complete and cowrect

Signature of athlere:

Signatuie of parent or guardizn:

Date:
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Preparticip aﬁon Physical Evalnation Medical Eligibility Form

The Medical Eii gfbﬂity Form is the only form that shonid be submitted to
school. It should be kept on file with the stedent’s school health record.

Student Aihlete’s Name Date of Birth

Date of Bxam

o Medically cligible for ali sports without reshiction

Fad

o Medically eligible for all sports without restriction with recommendations for further evalnation or treaiment of

o Medicaliy eligible for certain gports

o Not medically eligible pending further evaliation
o Notmedicelly eligible for any sports

Recopmmendations:

Thave reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluati on. The
athlete does not have apparent clinical contraindications to practics and can participate in the spori(s) as outlived on this form. A copy of
the physical examination findings- ars on record in my office and can be made available to the school at the request of the parents. If
condifions arise after the athlete has been cleared for participation, the physiclan may rescind the medical eligibility until the problem is
resoived and the potential consequences are complefely explained to the athlete (and parents or guardians).

Signature of physician, APN, PA ‘ Office Stamp
Address:

Neame of healthcare professional (pnm}

1 certify T have completed the Cardiac A Assessment Professi @nﬂ Devalopment ?\{odde d_eveloped by the New Jerses Vv Depaﬁmem af
Bducation.

Sigrature of healthcare provider

' Shared Hezlﬁl_lnformatiam

Allergies

Medications:

Ofher miormation:

Emergency Contacis: :

© 2019 American Academy of Fansly Physicians, American deademy of Pediairics, dmerican College of Sporte Medicine, American Medical Sociery jor Sports Medicine,
American Orthopaedic Society for Sporis Medicine, and Americon Osieoparhic Acadensy of Spovis Medicine, Permission s granted to reprint for noncommercial edycamonal
purposes with ackrowledgment.

*This form has been modified fo mest the staftites sef forth by New Jersey.



