MEDICAL HISTORY:

®
Student Name: Date of Exam:
michigan high | athletic association Family Doctor: Phone:
- MEDICAL QUESTIONS Y
Has & doctor evat denled of rastricted your participation In sports for any reasen? Do you cough, wheaze or have difficulty breathing during or after exercisa? 4
Do yous have any anguing medical conditions? I so, please identfy below: Have you ever uged an mnhalar of taken asthma medicina? ]
ClAsthma OaAnemia [ 0iabetes O Infections 03 Cther Is there anyone in your farmdy wha has asthma?
Have you aver spent he night In the hospital or have you ever had surgery? VWera you born without, or missing a kidriay, eys, tasticks (males), spleen or any other argan?
-HEART HEALTH QUESTIONS ABOUT YOU A W | Do you hava groin pain or a painful buige or bamia In the groln area?
Have you aver passed out or nearly passed out DURING or AFTER exerclse? -Havayou had infectious monanuclecsts (mono) within the last month? )
Have you aver had discomfort, pain, tightness, or pressure In your chest during exercisa? 150 you hava any rashes, prassure sores of othar skin problems?
Does your heart evar race or skip beats (lregular beats) during exercisa? Hava you had a herpes or MRSA skin infection? ]
Has a doclor ever tokd you that you have any heart problems? Check afl that apply: Do you have haadaches or get frequent muscla cramps when exercising?
(3 High bood pressure O Heart murmur - &3 Heartinfection £ High cholestaro! Have you ever become il whila exercising in the haat?
[ Kawasakl disease J Other. Do you or someons in your family have slckle cell trait or diseasa?
Has a dodor ardered a test for your heart? {example, ECG/EKG, echocardiogram) Have you had any problams with your ayes of vislon or any eye injuries?
Do you gst lightheaded or feel more shor of breath than expected dl:r'ng exarcisa? 60 you wear glassas or confact lenses?
Do you have a history of seizure disordar or had an urexplained selzure? B Do you weaf prolective eyewear such esgogghs ora facashield? ) | |
Do you get more tired or short of breath more quickly Hian your friends during axeﬂ:—isa? Immunization History: Are you missing any recommended vaceines?
AR p » * ABQ DUR FA Do you have any aflergies?
Has anyona in your family had unexplained fainting, unaxplained seizures or near drowning? Hevs you ever had a head injury or concussion?
Does anyene in your family have a hear! probiem, pacemaker or implanted defibrillator? Do yous hava any concems that you would Ike 9 discuss with a doctor?
Has any famdy member or relative died of heart problems or had an unexpacted or unaxplained sudden Have you evar received a blow o the head that caused confusion, prolonged haadache or
death before age 50 (nchding drowning, unexpiained car accident or suddan infant death syndrome)? memary problems?
Does anyone in your famity have hypertrophic cardiornynpalt_}y Marfan syndrome, arhythmogenic Hava you ever had numbness, lingling, weakness of inablily to mova your ams of legs
right ventricular camiomyopathy, QT syrdrome, short QT syndrome, Brugada syndrome of after bedng hit or fafiing?
catacholaminenglc pofymorphic ventricular tachycardia?
-~ BONE AND JOINT QUESTIONS AW | Have you ever had an eating disorder? N
Hava you ever kad an injury to a bana, muscle, kgament of tanden that caused you to miss a practics of a gama? T you woimy about your waight? )
Hava you ever had any braken or fractured bones, dislocated joints of stress fracture? Ara you frying to or has anyons recommended that you gain or losa weight?
Hava you ever had an Injury that required x-rays, MRI, CT scan, injactions, therapy, a brace, a cast or crulches? N Ara you on a special diet or 0o you avold cerlaln typas of foods?
Do you reqularty use a brace, erthotics or other zssistive ﬁgﬂm? - FEMALES ONLY (Optional} Y
Do you have a bane, musde or Joint injury that bothers you? Have you ever had a menatrual pariod? ]
Do any of your jaints betome painfut, swallen, feel warr o look red? How old were you when you had your first menstrual peried?
Do you have any hislory of juvenile arthritis or connactive lissue disease? Hew many periods have you had in the last 12 months?
Far yo a1t ek it ol sty D sy o Gty

ST U PHYSICALEXAMINATION 8 MEDICAL CLEARANCE: Completed by MD, DO, PAor NP - RETURN DIRECTLY TO PATIENT
EXAMINATION: Height: ‘ Weight: QMale O Female  BP: / Pulse: Vision: R 20/ L2/ Carrected: Y OIN
MEDICAL 7 e e I ABNORMAL IMUSCULOSKELETAL [ NORMAL% ABNORMAL

Appparance: Marfan stymata (kyphoscoliosis, high-arched palate, pectus excavatum, amachnodactyly, Heck

anm span > height, hyperlauity, myopia, MVP, aorlic insufficisnicy)

Eyes/Ears/Nose/Throat: Pupils Equat Hearing Back

Lymph nodes ShouiderArm
Haart: Mumiss (suscultation standing, supine, +/- Valsalva) Location of point of maxima! impuisa (PRI Ebow/Foreamm
Pulses: Simuttaneous femoral and mdial pulses WiistHand/Fingers
Lungs Hip/Thigh
Abdamen Knea
Genitourinary (males only) Leg/Ankis

Skin: HSV: Leslans suggastive of MRSA, tinea corporis FoolToes
Neurologic Funtlional Duck Walk

RECOMMENDATIONS:
| cartify that | have examinad tha above studant and recommend him/har as balng able to competa in supervised athletic activities NOT crossed out below.
BASEBALL ~ BASKETBALL — BOWLING — COMPETITIVE CHEER - CROSS COUNTRY ~ FOOTBALL - GOLF - GYMNASTICS — ICE HOCKEY
LACROSSE — SKING ~ SOCCER - SOFTBALL — SWIMMING/DIVING - TENNIS ~ TRACK & FIELD — VOLLEYBALL - WRESTLING

R, Name of Examiner (print/type): Date:
" Signature of Examiner: (CheckOne) @ MD ©O DO QO PA O NP

. EXAMINER

Student: Grade: Doctar: Phone: { )
IN EMERGENCY (1) Home #: { } Cell #: { )
IN EMERGENCY (2): Home #: { ) Cell #: { )
Drug Reactions: Current Medications;

Allergies: FORM A: FEB-20-17




PRE-PARTICIPATION PHYSICAL - CONSENT - INSURANCE

There are FOUR (4} signatures on this page @ {0 be completed by student, parent/guardian and/or 18-year-old

'.i‘fi'&'.':‘o:u"m‘.“’ A CURRENT-YEAR PHYSICAL IS ONE GIVEN ON OR AFTER APRIL 15 OF THE PREVIOUS SCHOOL YEARQ
Studant Name:
LAST FIRST MIDDLE INITIAL
Student Address:
5TREET CITY 2P
Gender: 0 M O F Age: Dato of Birth: Place of Birth (City/State):
School: CirtleGrade: 6 7 8 8 10 1M 42
Father/Guardian Nama;
Phone (home): (work): {cell):
Mother/Guardian Nama;
Phone (homa) (work), (cell);
Emall Address: Parent/Guardian/18-Year-Old:

The information submitted herein is truthful to the bast of my knowiedge. By my/my child's signature below, liwe acknowledge that l/iwe have received
cancussion educational information that meets Michigan Department of Health and Human Services and MHSAA requirements.

Further, in consideration of my/my child's participation in MHSAA-spansored athlalics, twe do hereby agree, understand, appreciate, and acknowledga: .
that partleipation in such athletics Is puraly voluntary; that such activitles Involve physical exertion and contact and that there Is Inharant risk of

parsonal injury associated with participation In such activities, which risk liwe assume; and that Lwe agree to, and hereby waive any and ali claims, suits, losses,
actions, or causes of action against the MHSAA, its members, officers, representatives, committee mambers, employees, agents, attomeys, insurers, voluntesrs, and
affiliates based on any Injury to me, my child, ar any person, whather because of Inherent risk, accidert, negligence, or otherwise, during or arising in any way from my/my
child’s participation in an MHSAA-sponsored sport.

IAwe understand that | am/we are expacted lo adhers firmly Lo all established athletic policies of my school district and the MHSAA. lfwe hereby give my consent for the

above student to engage In interscholasiic athletics and for the disclosurs to the MHSAA of information atharwiss protected by FERPA and HIPAA for the purpese of
determining efigibtlity for Interscholastic athletics. My child has my permission to accompany the feam as a membar on its out-of-town trips.

Signature of STUDENT; Dale;

Slgnature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

iy

Our son/daughter will comply with the specific insurance regulatians of the schoal district.

The student-athlete has health insurance: [ YES QO NO

if YES, Family Insurance Co: Insurance ID #;

Additionally, | hereby state that, to the best of my knowledge, my answers to the medical history questions (see reverse) are complete and correct.

m Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

----------------------------- (DETACH HERE IF NEEDED TQ ACCOMPANY STUDENT-ATHLETE) - = = = = - = = « v o w m v v v s emmmc o mme e e

I, , an 18-year-id, or the parant or guardian of , recognize that as a result of

athiefic parficipation, medica treatment on an emergency basis may be necessary, and further racognize thal school personnel may be unable to contact me for my consent for emergency medical
care. | do heraby consent In advance to such emargency care, inciuding hospitsd! cars, as may be deemed necassary under the then-existing circumstances an to assume the expensas of such care.

(4) Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:



