& Ohio High School Athletic Association @J

PREPARTICIPATION PHYSICAL EVALUATION 2015-2016 Page 10f 6

HISTORY FORM - Please be advised that this paper form is no longer the OHSAA standard.
(Mote: This fkorm is to be filed oul by the student and panent pror fo Seeing the medical examiner. The medical examiner should keep this form in the chart )
Date of Exam

MName Date of birth
- A Grade School Sport(s)
Address
Emergency Comact: Relationship _
Phone (H) W) __(Cell) (Email)
Medicines and Allergies: Please kst the prescoplion and over-the-countar medicings and supplements {herbal and nutritional-sncluding energy drinks’ protein supplements) that you are
currantly taking
Do you have any allerges? [] Yes [JNo I yes. please identify speciic allergy below
| 7 medicines O Posens O Food [ siinging Insects
ain “Yes" answers below. Circle questions you don’t know the answers lo.
ENGRALQUESTONS : SEOWWED Yos | Mo
1. Has a doclor ever denied of resincled your paniicipation n spans for any 22, Do you regulary use a brace, ortholics, or oiher asssive device”
Teason? ; 23, Do you have & bone, muscle, o joint injry that bothers you?
2. Do you have any ongaing medical condons? If so, please identify | 24, Do any of your jonts become painful, swollen, feel warm, o look red?
h.;u'ﬁh Asthma Anemia Drabiters Infections 25, Do you have any history of juvenie arthitis or connective ssue Gsease?
C
3 Fave you eve spent e ght e hospil? £ . .
4. Have you ever had surge | 26. Do you cough, wheeze, or have difficulty braathing during of afles exercrse?
~ HEART HEX ESTION T T R N 21 Have you ever used an inhaler o aken asthma medicng”
9. Have you ever passed oul or nearly passed oul DURING or AFTER |28 Is there anyone in your family who has asthma?
SHENCSE 7 pa'] wmmmﬂmlwmmmgamwanm,am{mmb
6. Have you ever had dscombon, pain, ghiness, of pressue in your chest your spleen, or @ny olfver argan?
dunng exercise’ M. Do you have groin pain o 8 paniul bukpe or heme in the groin area?
| _T. MWM“HH&EU“MiWH%IHﬂﬂ? 31 Have you had infectious mononuckessis (mono) wihn me past monih?
B.  Has a doctor ever tokd you that you have any heart problems? If so. check 3. Do you have any rashes, pressure sores, or oifer skin problems?
all that apply- 33.  Have you had & herpes |cokl sores) or MRSA (staph) skin miechon?
L} High blood pressure O3 A NeeEn M. Have you ever had a head injury or concussion 7
[ High cholestergl 0 A haan indeciion 35,  Heve you ever had & hil or blow 1o the head Fal caused confusion
j = L Kawasaki disease R e S prolonged headaches, or memary problams ?
8. Has a doctor ever oidered a Lest for your heart? (For axampe, ECGEKG, 36. Do you have a hestory of sezure disonder or epilepsy? 3
echocatdiogram | 37. Do you have headaches with easrcise”? ]
. Do you get lightheaced or leel more shor of brealh than expectd during 38, Have you ever had numbness, fingling, or weakness i your ams of
BRRCISE T legs after being hit or falling?
11, Hawe you ever had an unexplained seizure? 3. qumhmu'ﬂhhhmmm_nmwhgsmthriuﬁg?
12, Do you get more tired or shon of braaih more quickly than your inends 40,  Have you ever become il while exercising n the heal?
uring exercise’? 4. Do muscle when gxercising?
T HE STIONS ] L R 42. Do you of 50Meoné in your family have s« cell ail or disease 7
Has any family member o relalive died of heart problems or had an 43.  Have you had any problems with your eyes of vision?
unexpected of uneaplained sudden ceath before age 50 (includng 44,  Have you had an eye injury?
OFOwInY). unéxplained car accident, of sudden infant death syrdrome)? 45. Do you wear glasses of contact knses?
| 147 Does anyone i your family have hyperiroghe cardiomyopathy, Marfan 46. Do you wear protective @yewear, such as goggkes or a face shiek?
syndroeme, armyhEnmcgenic nght ventricular candicmyopathny, long QT 4T, Do you worry aboit your weight? &
!yndrm,mmurm,ﬂmgﬂiﬂm.mmgm 48, Are you Irying ko gain of lose weight? Has anyone recommended thal you do?
polymorphic venincular tachycardia _ 49, Are you on a special diet or do you avoid cenain types of loads?
15 Does anyone n your famdy have a hean problem, pacemaker, or imglanted EE 50.  Have you ever had an eating disorder?
defibrillasor? 51. Do you have any concems thal you would like 0 Giscuss wilh a doclor?
6. Has anyone in your family had unexplained faining, unexplaned seizures, e R ) "
OF near drowning? 9. Have you ever nad & menstnal period?
BONEAND JOWNTOUESTIONS = 53.  How old were you when you had your first menstrual period?
17, Have you ever had an injury Lo a bone, muscle, kgament, or lendon that 54 How many penods have you had in the last 12 monins? E
Ciugiad you bo miss a practice of game?
18, Hawe you ever had any broken o raciured bones or dislocated joints? Explain “yes" answers here
18 Have you ever had an injury that required x<ays, MR CT scan, inpections,
therapy, & brace, 8 casi, or cruiches?
0. Have you ever had a siress fracture? b G
&1, Have you ever been 1okl that you hawve o have you had an x-ry for neck o
nstabilty or atanioaxial nsiabiity 7 (Down syndeome or dwarfism)
| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.
Signabure of Shadert____ 5 Signature of parenuiguaidan Drane:
L0 Silatsnl Figs lgmily inguranci :

L gty (el L
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of Sports Medicine. Permission is granted fo regrint for poncommercial, educational purposes with scknowledgment. -Revised 1713



@ Ohio High School Athletic Association L'§

PREPARTICIPATION PHYSICAL EVALUATION 2015-2016 Page 2 of &
THE ATHLETE WITH SPECIAL NEEDS - SUPPLEMENTAL HISTORY FORM

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

Date of Exam
Name Date of b
Sex Age Grade School : Sportls)

1. Type of daabilily

£ Date of desabality

3 Classification [ available)
4

b

. Cause of disabikty (bintn, disease, accentlrauma, other)
. Listing spars you ane interested in playing
6. Do you reguiarly use a Drace, assislive device o prosihelic?

7. | Do you use a special brace o 3335i8Wve device for spors?

8. | Do you hawe any rashes, pressure s0es, of any olher skin problems?
9 Dﬁmhm'aamwuhﬁ?mmunlmm?

10 | Do you have a visual impairment?

1| Do you have any special devices for bowel or pladder function?

12 mmmmuﬁmmm‘r
13. | Have you had autonamic dysreflexia? |
4. | Have you ever been diggrosed with a heat retated (hyperthenmia) o cold-related (ypomenma) liness?

15, | Do you have muscle spasticity™
16. | Do you have frequent seszures thal cannol be conltrolied by medication?
Explain “yes™ answers here

A-day evaluabion far atlanioasal insability : -
Dhalocabad joinis (mone Man o)

| Easy bleeding

Enlarged splesn

Hepablis

| Oslevoenia of osleoporos:s

Difficulty controfing bowel

 Diffaculty controliing bladoer
Mumibeess of Inglng in anms or hands
Murmibness or Bnglng i legs o leel
WWiakness i anms of hands
Weakivss n legs or feet

Recen| change i coordinabion
Recert change n ability 10 walk

Spina bifida
Latex allergy
Explain "yes" answers here

| hereby state that, to the best of my knowledge. my answers to the above questions are complete and correct,
Signanare of Susdant e e Y Sl B ST Signabuie ol paiediliguadian : Diaie

©2010 Amarican Academy of Family Physicians, American Academy of Pediatrics, American Collge of Sparts Mudicing, American Or thapaedic Sociely for Sports Medicing, and American Osteopathic Academy
of Sports Medicine. Permission is granted to repnnt for noncommercial, educational purposes wilh acknowledgment. -Revisad 111
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PREPARTICIPATION PHYSICAL EVALUATION  2015-2016 Page 3 of 6
PHYSICAL EXAMINATION FORM
Name i

PHYSICIAN REMINDERS

1. Consider additional questions on more sensilive issues.

Do you feel stressed out or under a lot of pressure?

Do you ever feel sad, hopeless, depressed or anxious?

Do you feel sale al your home or residence?

Have you ever ned cigareties, chewing tobacco, snuff, or dip?

Durng the past 30 days, did you use chewing tobacco, snuff, or dip?

D you drink alcohol or use any other drugs?

Have you ever taken anabolic stercids or used any other pedommance supplérment?
Have you ever laken any supplements 1o help you gain or lose weighl or improve your performance?
Do you wear a seat bell, use a helmet or use condoms? )
Do you consume enengy drinks?

2. Consider reviewing Questions on cardiovascular symptoms (questions 5-14).

"::.:'._EE . = = s -1.,‘.:_ 1‘1" s __‘,l__ :?:: " ._.:.1-;: : .. I_ j 11 .. _, E' |'_:.'_. X
71 -'L;a-:mzﬁ*- -2 e, S e T
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i e _ﬁ F':.‘f'“ s ety | iRy bl
ratis i Lt e TR Al SR 3 R

Marfan stigmata (kyphoscoboss, high-arched palale. pecius excavaium, arachnodactyfy,
anm span > height, hyperaxily, myopia, MVP, aortic insufficency)

" Eyesearsnoseftvoat
Pugils equal
Heanrg

Lymph nodes
Hean
Murrmars (auscullaton standing, supsne, +/- Valsaka)
Location of the point of maomal impuise (PMI)
Pulses
Swmultansous lemoral and radial pulses
Lungs
Abdomen
Genitourinary (makes only)
Skin
HSV, lesions suggestive of MRSA, linea corporis

Functional
Duck walk, single leg hop

WConsider ECG, schocardiogram, or referral to cardialogy for abnormal cardiac hisiory or gxam,
Wonsider GU exam if in prvale seting. Having third par present is recommendid. :
“Consider cogiive or baselne neurapsychiaing 1esting if a history of significant concussion.

22010 Amarican Academy of Family Physicians, American Academy of Padiatrics, Amarican College of Sports Medicine, American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Acadeiny
of 5ports Medicine. Permission is granted 1o reprint for RONCOMMercial, educalional purposes with acknowiedgment. Revised 113



PREPARTICIPATION PHYSICAL EVALUATION 2015-2016 Page 4 of 6
CLEARANCE FORM

Mote: Aulhonzation forms (pages 5 and 6) must De signed Dy Dolh the parendiguardian and Me siudent.

MName Sexs OM OF Age Dale of birth

1 Cleared for all sports without restriction

L1 Cleared for all sports without restriction with recommendations for further evaluation or reatment for

[J Mot Cleared
[ Pending further evaluation
L1 For any sponts
1 For certain sporis
Reason
Recommendations

I have examined the above-named student and completed the pre-participation physical evaluation. 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 available to
the school at the request of the parents, In the event that the examination is conducted en masse at the school, the school administrator shall retain a copy of the
PPE. If conditions arise after the student 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 parentsiguardians).

Name of physician or medical examiner (printtype) Dale of Exam
Address Phone
Signature of physician/medical examiner MD. DO, D.C..P.A or ANP,

EMERGENCY INFORMATION

Personal Physician A _ Tt Phone

In case of Emergency, contact Phone ! A e

Allergies i : B e T
Other Information

EH0T0 Amenican Academy of Family Pliysicians, American Acsdemy of Pediatrics, American College of Sports Medicing, Amwerican Ovihopasdic Sociely for Sports Medicing, and Amevican Osteopathic Acsdeny
of Sports Medicing. Parmission (s gramhed io reprinf for noncommarcial, educational purposes with acknowledgment. -Revised 113



PREPARTICIPATION PHYSICAL EVALUATION 2015-2016 Page 5 of 6

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  2015-2016

| hereby authonze the release and disclosure of the personal health information of
(*School).

The information described below may be released o the School principal or assistant principal, athletic director, coach, athletic trainer, physical education teacher, school nurse

or other member of the School's adminisirative staff as necessary 1o evaluate the Student's eligibility to participate in school sponsored activities, including but not limited to
interscholastic sports programs, physical educabon classes or other classroom activities,

Personal health informaton of the Student which may be released and disclosed includes records of physical examinations performed to determine the Student's eligibility 1o
participate in school spensored activities, including but not limited to the Pre-participation Evaluation form or other similar document required by the School prior to determining
ehgibility of the Student to participate in classroom or other School sponsored activities; records of the evaluation, diagnosis and treatment of injuries which the Student incurred
while engaging in school sponsored activities, including but not limited to practice sessions, fraining and competition; and other records as necessary 1o delermine the Student's
physical ftness to partcipate in school sponsored activities.

The personal health information described above may be released or disclosed Lo the School by the Student's personal physician or physicians; a physician or other health care
professional retained by the School o perform physical examnations to determine the Student's eligibility to participate in certain school sponscred activities or to provide
treatment to students injured while parbcipating in such activiies, whether or not such physicians or other health care profiessionals are paid for their services or volunteer their
time 1o the School; or any other EMT, hospital, physician or other health care professional who evaluales, diagnoses or treals an injury or other condition incurred by the student
while participating in school sponsored activities.,

e ("Student”), as described below, to

| understand that the School has requested this authonzation 10 release or disclose the personal health information described above to make certain decisions about the
Student's health and ability to participate in certain school sponsored and classroom activities, and that the School is a not a health care provider or health plan covered by
federal HIPAA privacy regulations, and the information described below may be redisclosed and may not continue 10 be protected by the federal HIPAA privacy regulations. |
also understand that the School is covered under the federal regulations thal gavem the privacy of educational records, and that the persenal health information disclosed under
this authonzation may be protecied by those regulations.

| also understand that health care prowiders and health plans may nel condition the provision of ireaiment or payment on the signing of this authorization; however, the Student's
participabion in cenasn school sponsored activites may be condiioned on the signing of this authorization.

| wnderstand that | may revoke this authonzation in writing at any time, except fo the exlent that action has been taken by a health care provider in reliance on this authorization,
by sending a written revocabon to the school principal (or designee) whose name and address appears below.

Name of Principal:

School Address:

This authonzation will expire when the student is no longer envolled as a student al 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.

T e T T e

Student's Signature Birth date of Student, including year

e s s e —————

Mame of Student's personal raagsmlgﬁ'ﬂ if applicable

| am the Student’s (check ane): _ Parent _ Legal Guardian (documentation must be provided)
Signature of Student's pﬂﬁﬂﬂﬂi r;pr_nﬁﬂn’mh;ﬂ- if appﬁ:ablﬂ'“ 2 Date
A of this has his/her nal e

L2010 American Academy of Family Physiclans, American Academy of Pediatrics, American Callege of Sponts Medhclne, American Orthopaedic Seciefy for Sports Medicing, snd American Osteopalflc Academy
of Sports Medicing. Permission ls granted b0 regrnt for Roncommercial, educational purposes with acknowledgmend. -Rewvised 7113



PREPARTICIPATION PHYSICAL EVALUATION 2015-2016 Page 6 of 6

This document is to be signed by the participant from member sch the parficipant's parent.

| have read, understand and acknowledge receipt of the OHSAA Student Athlete Eligibility Guide which contains a summary of the eligibility rules
of the Ohio High School Athletic Association. | understand that a copy of the OHSAA Handbook is on file with the principal and athletic administrator and that |

may review it, in its entirety, if | so choose. All OHSAA bylaws and regulations from the Handbook are also posted on the OHSAA websile al ohsaa.org,
*| understand that an OHSAA member school must adhere to all rules and regulations thal pertain to the interscholastic athletics programs that the
school sponsors, but that local rules may be more stringent than OHSAA rules.

<’ lunderstand that participation in interscholastic athletics is a privilege not a right.

Student Code of Responsibility
" As a student athlete, | understand and accept the following responsibilities:

% | 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.
L2* | will respect the property of others.
27 1 wil respect and obey the rules of my school and laws of my community, state and country.
=¥ | will show respect to those who are responsible for enforcing the rules of my school and the laws of
my community, state and counlry.
" | understand that a student whose character or conduct violates the school's Athletic Code or School
Code of Responsibility is not in good standing and is ineligible for a period of ime as determined by
the principal.
*Informed Consent - By its nature, participation in interscholastic athletics includes risk of injury and transmission of infectious disease such as HIV and
Hepatitis B. Although serious injunes are not comman and the risk of HIV transmission is almost nonexistent in supervised school athlelic programs, it is
impossible to eliminate all risk. Participants have a responsibility to help reduce that risk. Participants must obey all safety rules, report all physical and

nygiene problems to their coaches, follow a proper conditioning program, and inspect their own equipment daily. PARENTS, GUARDIANS OR STUDENTS
WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN
AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN'S SIGNATURE.

2" | understand that in the case of injury or illness requiring treatment by medical personnel and transportation to a health care facility, that a
reasonable attempt will be made to conlact the parent or guardian in the case of the student-athlete being a minor, but that, if necessary, the student-athlete
will be treated and transported via ambulance to the nearest hospital,

L2*1 consent to medical treatment for the student following an injury or iliness suffered during practice andior a contest.

2 To enable the OHSAA to determine whether the herein named student is ehgible to participate in interscholastic athletics in an OHSAA member school |
consent to the release to the OHSAA any and all portions of school record files, beginning with seventh grade, of the herein named student, specifically
including, without limiting 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.

2*| consent to the OHSAA's use of the herein named student's name, likeness, and athletic-related information in reports of conlests, promotional
literature of the Association and other materials and releases related to interscholastic athletics.

' understand that if | drop a class, take course work through Post Secondary Enroliment Option, Credit Flexibility or other educational options, this action
could affect compliance with OHSAA academic standards and my eligibility.

* | understand all concussions are potentially serious and may result in complications including prolonged brain damage and death if not recognized
and managed properly. Further | understand that if my student is removed from a practice or competition due to a suspected concussion, he or she will be
unable to return to participation that day. After that day written authorization from a physician (M.D. or D.Q.) or an athletic trainer working under the
supervision of a physician will be required in order for the student 1o return to participation.

2* | have read and signed the Ohio Department of Health's Concussion Information Sheet and have retained a copy for myself.

_*By signing this we acknowledge that we have read the above information and that we consent to the herein named student's participation.
*Must Be Signed Before Physical Examination

" Birth date Grade in School " Dae

Shudent's Signaturne :

Parents or Guardian's Signature Date

AP American Academy of Family Physicians, Ameérican Acsdemy of Pedlatrics, American College of Sports Medicing, Amarican Orihopesdic Soclerty for Sports Medicine, and Amevican Osleopathle Acagemy
of Spovis Medicine, Permission (s granied io raprind for noncommaercial, educational purposes with acknowledgument. -Revised 171



