th .
" Graders...

For all 6th, 7th, and 8

Findlay Middle School Mass Physicals
Date: Tuesday May 21

Time: 5:00

Location: Blanchard Valley Medical Associates
200 West Pearl St.

Cost : S10

Physical form medical history and pre-
information must be filled out
in advance or no physical will
be given.

Packets can be picked up in the main office.
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PREPARTICIPATION PHYSICAL EVALUATION March 2073-June 2014 Page 1of 8
HISTORY FORM
{Note: This form s to te filledt out by the student and parent prior to sesing the medical examiner. The medical examiner should keep this form in the chan.)
Date of Exam

hame ' Rate of birth
Sex Age Grade Scheot Sports)

Address

Emergency Contact Relationship
Phona {H) W) {Celf) {Emal)

Medigines and Allergies: Please fist the prescription and over-fne-counter medicines and supplements (nerba and nutriiionaléncluding energy drinks/ protein suppiements) that you are
currertly taking

Do you have any allergies? [ Yes [JNo if yes, piease identify specific allergy elow. '

L] Medicines 1 Poftens £ Foog ] Stimging Insects
Explain "Yes"” answers below, Circle questions you don't know the answers to.

2 i BB ONEANDUEINTOUETTION
1. Has adoctor ever denied or restrcted your pariicipation in sports for any 22, Do you reguiarly use a brace, cnnatrcs or other gesistive device?
rsason? 23, Do you have & bone, muscie, or ol injury that bothers vou?
2 Doyou have any ohgoing metical condiions? if so, please identify 24, Do any of your joints become pamiul. swolien, feel warm, or ook red?
tée:?w: Agthma Anemia Diabetes infections {25, Do youhave any history of juveniie anihnilis o CORNECTVe Hissue disBase?
ther:
3. Haveyou ever spant tha night in the hospital? EMEDIGARRREST
4 Have yoy ever had surgery? 26, Do you cough, wheszs, or have difficulty Dreathing auring or after exercise? |
i ! 47, ° Hawve yau ever used an inhaler o faken asthma medicine? i
£ Have you oy passed cutor nearLy passed out DURING or AFTER 28, is thers anvone m your family who has asthma? !
exencise? 29, Were you bom without or are You missing a kidney, an eye, atesticle imass),
6. Have vou ever had discomior, pain, lightness, or pressure in your chest Vour spleen, or any other oman?
during exercige? 30. Do vourhave groin pain of a painful buige or hemia in the proin area?
7. Does vour heart ever raos or skip beats (meguiar beats) auring exercise? 1. Have you had infectious monontcleosis fmono} within the past month?
8 Has adoctor ever fold ved that you have any heari problems? i so, check 32. Do you have any rasnes, pressure sores, of ofher skin probiems?
alt that apply: 33, Have you had a heres (cold sores) or MRSA [staph) siin infeciion”
o High blond pressure i Aheari mummur 34.  Have you ever had a head injury or concussion?
1 High chotesterol o Aheal infeciion 35, Have you ever had a hit or blow 10 the head that caused confusion,
1 Kawasaki disease Cther proionged headaches, or mamory problems?
8 Has adocior ever orderst a test for your heart? (For example, ECG/EKG, 36, Do you have a history of seizurs disorder or epfiensy?
gohocardiogram) 37, Do vou have neadaches with exercise?
10 Do you get fghiheaded o feef more shori of breath than expecied during 38, Have you ever had numbness. tnafing, or weakness in your ams or
i exercise? legs afier being it or falng 7 !
11, Have you gver pad an unexpiamed seizure? 39, Have you ever been unabls to move your amms or legs afier being hit or faling
12, Doyou get more tred or short of breath more quickly than vour fiends 40, Have you sver become il while exercising in the heat?

during exercige?
R AT A S RN AR R DR EA e
13, Has any family memper or relativa dieg of heart problems or had an
unexpecied or unexplained sudden death before age 50 finciuding

41 Do vou get requant mustis cramps When exercising?

42, Do youor someona in vour iamily have siciia cell fraft or dissase?
43, Have you had any probisms with vour eyes of vision?

44, Have you hed an eve injury?

drowning, uhexplained car accidenl, or sudden infani death syndrome)? 45 Do you wear glasses or contact isnses?

4. Does anyone in your family have hyperirophic cardiomyopathy, Marfan 46. Do you wear proleciive evewsar, such as gogalss or a face shield? !
synarome, arryhinmogens riaht vantdcuiar cardiomyecpany, long QT 47, Do vou worry about vour waight? i
syndrerme, short T syndromme, Brugada syndrome, of catechoamingrgic 4B, Are you tnang 1o gam or lose weight? Has anvone recommenced that you 607 :
polymorphic venirioutar tachysardia? A4S Are you on a special Siel or do vou avoid cerlein ypas of ioogs?

5. Doss anyone in your family have a hear probiem, pacemaker, or impianted i 5G Have you ever had an eaiing disordar? i
defibrifiator? Do you nava any concems that vou would Hike 1o discuss with & docior?

10, Has anyone in your famiy had unexplained fainting, unexpleined seizures,

o ngar drowning? i 52, Have You gver nad a menstrual period?
L BDNEARDI DT RPESTIONG il 53 How pld were you wien you hao vour first menstrual periad?

7. Have you ever had an injury 1o 2 bone, muscle, ligamert, of tendon th
catised you fo miss a praciice or game?

18, tave you ever had any broken or faciured tones or disiooRied ioint? Expiain "yes" answers here

18, Have you ever had an inury it requred x-rays, MR C7 scan, injsctions,
therapy, & brace, & cast, or crutches?

20, Have you ever had a stress fraciure”? :

: 2%, Have you ever been tofd fnat you have or have vou had an x-ray for neck E !

i instabifity or atiantoaxial iistabilty? (Down syndtame or dwatfism) i ]

54, How many penods have you had in the last 12 monins? ;

I nereby state that, 1o the best of my knowledge, my answers to the above questions are compiste and correct.

Signature of Student Sunature of perentiguarian Daie:

Th= stugent hes Tamily insurange [ Yes £l hg, N ves famiy insurance COMEany neme and oolicy number

#2076 American Academy of Family Physicians, Americen Acatiemy of Pediatrics, American Callage of Sports Medicine, American Orthopasdic Society for Sports Medicine, and American Dsteopathic Acatiemy
af Sports Medicine. Permission is gramed to reprint for noncommercial, educational purpeses with acknowledgment. -Revised 1/13



£, Ohio High School Athletic Association L

PREPARTICIPATION PHYSICAL EVALUATION March 2013-June 2014 Page 2 of 5
THE ATHLETE WITH SPECIAL NEEDS - SUPPLEMENTAL HISTORY FORM

PLEASE COMPLETEZ ONLY IF YOUR STUDENT HAS SPECIAL NEEDS OR A DISABILITY.

Date of Exam

Nams Date of birth
Sex Age Grade School Sporffs)

1. Tvpe of disability

2. Date of disabifity

3. Classification (i available)
F

5

Causs of disabliity {birfn, disaase, accidentirauma, oiter)

List the sports you are inferested in plaving

€. Do you regularly use 2 brace, assistive devies or prosthetic?
7. | Do you use a special bracs or assistive device for sports?
8. | Do you have any rashes, Dressure sores, or any ofner skin problems?
©. | Do vou have a hearing oss7 Do vou Use-a hearing aig?
10, 1 Do you have a visuai impairmen!?
1. | Do you have any special devices for bows! or bladder funclion?
12. | Do you have buming or tiscomior when urinating?
13. | Have vouhad autonomic dysrefisxia?
14. | Have you ever bagn diagnosed with a heat refated {nyperthermia) or coid-related fhypothermia} finess”?
15. | Do vou have muscie spasticis?
16. | Do you heve frequent selzures fiai cannol be controfied by medication? §

Explain "yes" answers here

Please indicate if you have ever had any of the foliowing,

Atlantoaxial instability
Xeray evaluation for eflanicaxial instability
Uislocated joints {more tan ong)

fagy bieading

Enfarged spieen

Hepatiis

Ostecpania of osteoporosis

Difficuty congralling bowel

Difficutty controking biadder

Numbness of tnging in amms or hands
Numbness of fingling in legs or feef
Weakness in amg or hands

Weakness in legs o teet

Recent change in coordination

Recent changs in ability o walk
Spina bifida

Latex aflergy : | {
Explain “yes" answers here

I nereny state that, to the bast of my knowledge, my answers 1o the above guestions are complete and correct.

Signature of Studen Signature of parentiguardian Dae:

- ®2010 American Acatemy of Family Physicians, American Acadermy of Pediatrics, American College of Sports Medicine, American Orthopaediz Seciety for Sports Medicing, and American Gsteapathic Acaderny
of Sponts Medicine. Permission s granted fo reprint for nencommercizl, educations) puposes with acknowiedgiment. -Revised 1/13
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PREPARTICIPATION PHYSICAL EVALUATION March 2013-June 2014

PHYSICAL EXAMINATION FORM

Name

PHYSICIAN REMINDERS
1. Consider additonal qussions on more sensitive issues.
« Do vou feef stressed out or unter a fot of pressure?
= Do you ever fesl sad, hopeiess, depressed or anxicus?
* Do you fee! safe at your home or residenca?
= Have you ever tried tigareites, chawing tobacco, snuff, of dip?
« During the past 30 days, did you use chewing tobaceo, snuff, or dip?
= Do you drink alcohol or use any offer drugs?
s ~Have you ever taken anabolic steroids or used any other performance suppisment?
= Have you ever taken any supplements i help you gain or fose weight o improve your performance?
« Do you wear a seat bell, use a heimet or uss condoms?
o Doyou consume energy drinks?
2. Considsr reviewing guestions on cardiovascular symptems (questiens 5-14),

Date of birn

Height Weight

1 Male 1 Female

BP / ( / Vision R 20/

Corsctad oY ON

Appearance
Marfen stigmata {kyphostoliosis, high-arched palate, pectis excavaltum, arachnodacily,
arm span > height. hypesiaxity, myopla, MVP, aortic insufficiency)

Evesfearsinosefthroal
Pupils equal
Hearing

Lymph noges

Heart
Murmurs fauscultation standing, supine, +- Valsalva)
Lotation of the point of maximal impulse {PMD

Pulses
Simultaneous femoraf and radial pulses

Lungs

Abdomen

Genitourinary {males only)

Skin
i HSY, lesions suggesiive of MRSA, tinea corporis

Neurologic

Neck

Back

Shoulderfarm

Elbow/forearm

Wristhandfiingars

Fipfthigh

Knge

Leg/ankie

Foothoss

Functionat
Duck walk, single leg nop

*Consider ECG, echocardiogram, or refertal to cardiclogy for apnarimal cardiac history or exam.
*Consider GU exam if in private setiing. Having thirg part presen is recommended.
cConsider cogritive or baseling newropsvehialnt tasing if 8 histery of sgnificant concussion

©2010 American Azademy of Family Physicians, American Academy of Pediatrics, American College of Sparts Medicine, American Orthopaedic Sotiety for Sports Medicitie, and American Osteopatie Academy

of Sperts Medicine. Permission is granted (o reprint for noncommercial, educalionsl purposes with acknowledgmen:. -Revised 113




PREPARTICIPATION PHYSICAL EVALUATION March 2013-June 2014 Page 4 of 8
CLEARANCE FORM

tote: Authorization lorms {pages 5 and 6} must be signed by both the parent/guardian and the stucen!,

Name Sex TIM TIF Age Date of birh

[0 Cleared for il sports without rastrittion

O Cleared for ali sports without restriction with recommendations for further evaluafion or freatment for

O Not Cleared

B3 Pending further evaluation
] For any spors

L3 For certain sporis

Reason

Recommendations

 have examined the above-named student and completed the preparticipation: physical evaiuation. The student does not present apparent clinical contraindications
to practice and participate in the sport(s) as outlined above, A copy of the physical exam is on record in my office and can be made avaitabie to the school at e
request of the parents. in the event that the examination is conducted en masse at the schoal, the school administrator shall retain a copy of the PPE, If conditions
arise after the student has been clearad for participation, the physician may rescind the ciearance until the probiem is resolved and the potential consequences ars
completely expiained to the athiete (and parents/guardians;.

Natme of physician or medical examiner {printftypa) ) Date of Exam
Address Phone
Signature of physician/medical exarminer ,MD,BC, DG PA CrANP,

EMERGENCY INFORMATION

Personal Physician Bhone
In case of Emergency, coniact Phone
Allergies

Cther Information

-

©2010 American Academy of Family Physicians, dmerican Academy of Pediatrics, American College of Sports Medicine. American Orthopastic Society for Sports Medicine, and Amerizan Osteopathic Academy
of Sports Medicine. Permission is granied 1o reprint for noncommertial, edutations! purposes with acknowledgment. -fevised 1/13
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punr?

THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL

OHSAA AUTHORIZATION FORM  2013-2014

[ hereby authorize the reiease and disclosure of the personal health information of ("Student"}, as described below, fo
{"School".

The information described below may be released to the School principal or assistant principal, athietic director, coach, athlsfic trainar, physical etducation teacher,
schoot nurse or other member of the School's administrative staff as necessary to evaluats the Student's eligibifity to participate in schoal sponsorad aciivities,
inciuding but nat imited to interscholastic spors programs, physical education classes or other classroom activitias,

Parsonat health information of the Student which may be released and disclosed includes records of physical examinations performed to defermine the Siudent's
eligibility io parficipate in school sponsered activifies, including but not limited to the Pra-participation Evaltation: form or other similar document required by the
School prier to datermining etigibility of the Student fo participate in classroom or other School sponsored activities; records of the evaluation, diagnosis and
treztment of injuries which the Student incusred white engaging in school sponsored activities, including but rot imited to practice sessions, fraining and compatifien;
and other records as nacessary to determine the Student's physical fitness to participate in school sponsored activities.

The personal healih information described above may be released or disclosed to the School by the Student's parsonat physician or physicians: 2 physician or ofher
health care professional retained by the School o periorm physical examinations to detsrmine the Stucent's siigibiiity to participate in certain schaof sansored
activiiies or to provide treatment to students injured whils parficipating in such activities, whether or not such physicians or other heafth care professionals are paid for
their services or voluntsar their time to the Schoot; or any other EMT, hospital, physician or other health care professional who evaluates, diagnoses or fraats an
injury or other condition incurred by the student while parficipating in scheol sponsored activities,

| understand that the School has requasied this authorization o release or disclose the personal health information described above to make certain dedisions about
the Student’s health and ability to participate in certain school sponsored and clagsroom activities, and that the Schoolis & not & health care provider or haglth pian
covered by federal HIPAA privacy regulafions, and the information described below may be redisclosed and may not confinue to be protected by the federal HIPAA
privacy reguiations. | aiso undersiand that the Scheol is covered under the federal regulafions that govern the privacy of sducational racords, and that the parsonal
aalih information disclosed under this authorization may be protecied by those regulations.

| aiso understand that health care providers and haalth plans may not condition the pravision of treatment or payment or the signing of tis authorization; however,
the Student's participation In certain schoo! sponsared activities may be conditioned on the signing of this authorization.

F understand that | may revoke this authorization in writing at any time, except to the extent that action has been isken by a heaith care provider in refiance on this
authorization, by sending a written revecation 1o the schoul principal (or designes) whose name and address appears below.

Name of Principal:

School Address;

This authorization will expire when the student is no fonger enrolled as a student at the school.

NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR LEGAL GUARDIAN TO BE VALID. IF
THE STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS AUTHORIZATION PERSONALLY.

Student’s Signature Birih date of Student, inciuding vear

Name of Student's personal representative, ff applicable

| am the Student's {check one). Parent Legal Guardian (documentation must be provided)

Signaiure of Student's personal representative, if applicabls Date

A copy of this signed form has been provided to tiie student or histher personal representative
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12013-2014 Ohio High Schoel Athietic Association Eligibility and Authorization Statement|
This document is to be sianed by the parficioant from an OHSAA member school and by the participant's parent.
----- . | have read, understand and acknowtedge receipt of the OHSAA Student Athlete Eligibility Guide which contains a summary of the
eélg[btliiy rutes of the Chic High Sthool Athietiz Association. | understand that a copy of the OHSAA Handbesk is on file with the principal and
athietic administrator and that { may review it, in its entirety, if | so choose. All OHSAA bylaws and regulations from the Handbook are aise
posted on the CHSAA web site at www.ohsaa.org,
£ understand that an OHSAA member school must adhere to all rules and regulations that pertain fo the interscholastic athletics programs
that the schoo! sponsors, but that local rules may be more stringent than CHSAA rules.
“ 2% | undersiand that participation in interscholastic athletics is a privilege not a right,
Student Code of Responsibility
""? "As & student athlete, | understand and accept fhe following responsibiiities:

will respect the rights and beliefs of others and will treat others with courtesy and consideration,
will be fully responsible for my own actions and the consequences of my actions.
’““h | will respect the property of athers.
% | wil respect and obey the rules of my schocl and laws of my community, state and country.

'i? I will show respect to those who are responsibie for enfo;cmg the rutes of my schoo! and the laws of
my community, state and country.

&%} understand that 2 student whose character or conduct violates the schoo!'s Athietic Code or Schoo!

Code of Responsibility is nof in good standing and is ineiigible for a period of time as determined by

the principal,
Einformed Consent - By its nature, participation in inferschoiastic athletics includes risk of injury and transmission of infectious disease such as
HY and Hepatilis 8. Although sarious injuries are nof common and the risk of HIV transmission is aimost nonexistent in supervised school athietic
programs, it is impossible to eiiminate ali risk. Participants have a responsibility to help reduce that risk. Parficipants must obey all safety rules,
report all physical and hygiene problems to their coaches, foliow & proper conditioning program, and inspect their own equipment daily. PARENTS,
GUARDIANS OR STUDENTS WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED IN THIS WARNING SBOULD NOT SIGK THIS FORM.
STUDENTS MAY NOT PARTICIPATE IN AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN'S
SIGNATURE.
£5. | understand that in the case of i injury or iliness requiring treatment by medical personnsl and transportation to a health care facility, that
a reascnable attempt will be made fo contact the parent or guardian in the case of the siudent-athiete being a minor, bui that, if necessary, the
student—athlet= will be treated and transported vie ambuilance fo the nearest hospital.
£ consent to medical treatment for the student follow ing an injury or iliness suffered during practice andior a contest,

£¥T0 enable the OHSAA to determing whether the hersin named student is eiigible to participate in interscholastic athiefics in an OHSAA member
school | consent to the retease to the OHSAA any and alf portions of school record files, beginning with seventh grade, of the herein named
student, specifically including, without iimiting the generality of the foregaing, birth and age records, name and residence address of parent{sjor
guardian{s}, residence address of the student, academic work completed, grades received and attendance data.

Bl consent to the DHSAA's ise of the herein named student’s name, tkeness, and athlefic-reiated information in reports of contests,
promotiona! literature of the Asseclation and other materials and releases related to interscholastic athlefics.

£ understand that if | drop a ciass, take course work fhrough Post Secondary Enrellment Option, Credit Fiexiblity or ofther educational options,
this action could affect compiiance with OHSAA academic standards and my eligibility,

£5% | understand all concussions are petentially serious and may resuli in complications including prolonged brain damage and death i not
recognizes and managed properly. Further | understand that if my student is removed from a praciice or compefition due to a suspected concussion,
he or she will be unable fo retum to participation that day. After that day written authorization from a physician (M.D, or D.0.) or an athietic frainer
working under the supervision of a physician will be required in order for the student to return to participation.

& &85 | have read and sigried the Ohio Department of Health's Concussion information Sheet and have retained a copy for mysefl

&%By signing this we acknowiedge that we have read the above information and that we consent to the herein named student’s
participation.

*Must Be Signed Before Physical Examination

Student's Signature Birth date Grade in Scheol Dade

Parent's or Guardian's Signaturs Date

Rev. 1413



