
NEWARK CITY SCHOOLS ATHLETIC DEPARTMENT 
Preparticipation Physical Evaluation

LAST FIRST MI SEX AGEBIRTH DATE

     MM/DD/YY
STUDENT# GRADE SCHOOL

SPORT 1 SPORT 2 ADDRESS

PARENT/GUARDIAN PHONE (H) PHONE (W)

History section is to be carefully completed by the student and their parent(s) or legal guardian(s), prior to the physical examination, to assist in 
the detection of possible risk factors.  Circle questions you don't know the answer to.  Explain "YES" answers in the space provided.   

1.  Has a doctor ever denied or restricted partcipation in  athletics   
     for any reason? 
2.  Do you have an ongoing medical  condition (like diabetes or asthma)? 
3.  Are you currently taking any prescription medication or non- 
     prescription (over-the-counter) medications or pills? 
4.  Do you have allergies to medicines, pollens, foods or stinging insects? 
5.  Do you get more tired or short of breath than your peers with exercise? 
6.  Have you ever passed out or nearly passed out DURING exercise? 
7.  Have you ever passed out or nearly passed out AFTER exercise? 
8.  Have you ever had discomfort, pain, or pressure in your chest during 
     exercise? 
9.  Does your heart race or skip beats during exercise? 
10.  Has a doctor ever told you that you have (check all that apply): 
 High Blood Pressure A heart murmur 
 High Cholesterol  A heart infection 
11.  Has a doctor ever ordered a test for your heart?  (for example, 
       ECG,echocardiogram) 
12.  Has anyone in your family died for no apparent reason? 
13.  Does anyone in your family have a heart problem? 
14.  Has any family member or relative died of heart problems or  of  
       sudden death before age 50? 
15.  Does anyone in your family have Marfan syndrome? 
16.  Have you ever spent the night in a hospital? 
17.  Have you ever had surgery? 
  
18.  Have you ever had an injury, like a sprain, muscle or ligament tear,  
       or tendinitis, that caused you to miss a practice or game?   
      If yes, check  affected area below. 
19.  Have you had any broken or fractured bones or dislocated joints?   
       If yes, check affected area below. 
20.  Have you had a bone  or joint injury that required x-rays, MRI, CT,  
       surgery, injections, rehabilitation, physical therapy, a brace, a cast,  
       or crutches?    If yes, check affected area below. 
        Head         Neck            Shoulder            Arm                 Elbow             Forearm 
        Hand/Fingers              Chest                   Back               Hip                  Thigh 
        Knee                              Calf/shin             Ankle               Foot/toes 
  
21.  Have you ever had a stress fracture? 
22.  Have you been told that you have  or have you had an x-ray  
       for neck instability or atlantoaxial instability? 
23.  Do you regularly use a brace or assistive device? 
24.  Has a doctor ever told you that you have asthma or allergies?  
25.   Do you cough, wheeze, or have difficulty breathing during or after 
       exercise? 
    

    Yes  No

C C
26.  Is there anyone in your family who has asthma? 
27.  Have you ever used an inhaler or taken asthma medicine? 
28.  Were you born without or are you missing a kidney, an eye, a  
       testicle, or any other organ? 
29.  Have you had infectious mononucleoses (mono) within the last 
       month? 
30.  Do you have any rashes, pressure sores, or other skin problems? 
31.  Have you had a herpes (cold sores) or a MRSA skin infection? 
32.  Have you ever had a head injury or concussion? 
33.  Have you been hit in the head and been confused or lost memory? 
34.  Have you ever had a seizure?  
35.  Do you have headaches with exercise? 
36.  Have you ever had numbness, tingling, or weakness in your arms 
       or legs after being hit or falling? 
37.  Have you ever been unable to move your arms or legs after being 
       hit or falling? 
38.  When exercising in the heat, do you have severe muscle cramps  
       or become ill? 
39.  Has a doctor  told you that you or someone in your family has  
       sickle cell trait or sickle cell anemia? 
40.  Have you had any problems with your  ears or vision? 
41.  Do you wear glasses or  contact lenses? 
42.  Do you wear protective eyewear ( ie: goggles or a face shield)? 
43.  Eo you worry about your  weight? 
44.  Are you trying to gain or lose weight? 
45.  Are you on a special diet or do you avoid certain types of foods 
       have any known food allergies? 
46.  Have you ever had an eating disorder? 
47.  Do you have any concerns that you would like to discuss with  
       a doctor? 
FEMALES ONLY: 
48.  Have you ever had a menstrual period? 
49.  How old were you when you had your first menstrual period? 
50.  How many periods have you had in the last 12 months?  
  
Explain "Yes" answers below (attach additional sheets as needed)  
  
: 
  
  
  
 

    Yes   No
C C

C C

C C
C C
C C

C C
C C

I (we) hereby state, to the best of my (our) knowledge, my (our)  answers to the above questions are complete and correct. 
  

         Signature:  _________________________________________  Date:_______________________ 
                      (Parent/Guardian) 

  

Modified from the OHSAA preparticipation physical exam form.  Rev 4/12/12
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Note:  The emergency information/protected health  information form that must be signed by both the parent and the student is on a seperate 
sheet.  History and emergency information/protected health information form must be completed prior to physical examination.
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NEWARK CITY SCHOOLS ATHLETIC DEPARTMENT 
Preparticipation Physical Evaluation

STUDENTS NAME

PHYSICAL EXAMINATION

The sections below are to be completed by the physician or staff after history has been completed.

Follow-up questions on more sensitive issues (optional): 
1.  Do you feel stressed out or under a lot of pressure? 
2.  Do you ever feel so sad or hopeless that you stop doing some of your usual activities for more than a few days? 
3.  Do you feel safe? 
4.  Have you ever taken any supplements to help you gain or lose weight or improve your performance? 
  
Notes:   ______________________________________________________________________________________________ 
_____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________

HEIGHT______   WEIGHT______   % BODY FAT(optional)______   PULSE_____   BP_____/_____  _____/_____  _____/_____ 
  
VISION R 20/________  L 20/________  CORRECTED:   Y   N       PUPILS:  EQUAL________  UNEQUAL_______

CLEARANCE

       Cleared without restrictions 
        Cleared, with recommendations for further evaluation or treatment for:  __________________________________________ 

        ___________________________________________________________________________________________________ 

        Not cleared for:       All sports        Certain sports:  _____________________Reason:  ______________________________ 

        Recommendations:  __________________________________________________________________________________ 

        ___________________________________________________________________________________________________ 

  Name of Practitioner (print):  _____________________________________________ MD, DO, DC, ANP, PA 
        Address: _____________________________________________     Phone:  ______________________  
     

 Signature of Practitioner:  _____________________________________________           Date of Exam:  _______________ 

MEDICAL NORMAL ABNORMAL FINDINGS INITIALS

Appearance

Eyes/Ears/Nose/Throat

Hearing

Lymph Nodes
Heart

Murmurs
Pulses
Lungs
Abdomen
MUSCULOSKELETAL *********** ********************************************************************************************* ****************
Neck
Back
Shoulder/Arm
Elbow/Forearm
Wrist/Hand/Fingers

Hip/Thigh

Knee

Leg/Ankle

Foot/Toes


NEWARK CITY SCHOOLS ATHLETIC DEPARTMENT
Preparticipation Physical Evaluation
     MM/DD/YY
History section is to be carefully completed by the student and their parent(s) or legal guardian(s), prior to the physical examination, to assist in the detection of possible risk factors.  Circle questions you don't know the answer to.  Explain "YES" answers in the space provided.   
1.  Has a doctor ever denied or restricted partcipation in  athletics  
     for any reason?
2.  Do you have an ongoing medical  condition (like diabetes or asthma)?
3.  Are you currently taking any prescription medication or non-
     prescription (over-the-counter) medications or pills?
4.  Do you have allergies to medicines, pollens, foods or stinging insects?
5.  Do you get more tired or short of breath than your peers with exercise?
6.  Have you ever passed out or nearly passed out DURING exercise?
7.  Have you ever passed out or nearly passed out AFTER exercise?
8.  Have you ever had discomfort, pain, or pressure in your chest during
     exercise?
9.  Does your heart race or skip beats during exercise?
10.  Has a doctor ever told you that you have (check all that apply):
         High Blood Pressure         A heart murmur
         High Cholesterol                  A heart infection
11.  Has a doctor ever ordered a test for your heart?  (for example,
       ECG,echocardiogram)
12.  Has anyone in your family died for no apparent reason?
13.  Does anyone in your family have a heart problem?
14.  Has any family member or relative died of heart problems or  of 
       sudden death before age 50?
15.  Does anyone in your family have Marfan syndrome?
16.  Have you ever spent the night in a hospital?
17.  Have you ever had surgery?
 
18.  Have you ever had an injury, like a sprain, muscle or ligament tear, 
       or tendinitis, that caused you to miss a practice or game?  
      If yes, check  affected area below.
19.  Have you had any broken or fractured bones or dislocated joints?  
       If yes, check affected area below.
20.  Have you had a bone  or joint injury that required x-rays, MRI, CT, 
       surgery, injections, rehabilitation, physical therapy, a brace, a cast, 
       or crutches?    If yes, check affected area below.
        Head         Neck            Shoulder            Arm                 Elbow             Forearm
        Hand/Fingers              Chest                   Back               Hip                  Thigh
        Knee                              Calf/shin             Ankle               Foot/toes
 
21.  Have you ever had a stress fracture?
22.  Have you been told that you have  or have you had an x-ray 
       for neck instability or atlantoaxial instability?
23.  Do you regularly use a brace or assistive device?
24.  Has a doctor ever told you that you have asthma or allergies? 
25.   Do you cough, wheeze, or have difficulty breathing during or after
       exercise?
    
    Yes  No
26.  Is there anyone in your family who has asthma?
27.  Have you ever used an inhaler or taken asthma medicine?
28.  Were you born without or are you missing a kidney, an eye, a 
       testicle, or any other organ?
29.  Have you had infectious mononucleoses (mono) within the last
       month?
30.  Do you have any rashes, pressure sores, or other skin problems?
31.  Have you had a herpes (cold sores) or a MRSA skin infection?
32.  Have you ever had a head injury or concussion?
33.  Have you been hit in the head and been confused or lost memory?
34.  Have you ever had a seizure? 
35.  Do you have headaches with exercise?
36.  Have you ever had numbness, tingling, or weakness in your arms
       or legs after being hit or falling?
37.  Have you ever been unable to move your arms or legs after being
       hit or falling?
38.  When exercising in the heat, do you have severe muscle cramps 
       or become ill?
39.  Has a doctor  told you that you or someone in your family has 
       sickle cell trait or sickle cell anemia?
40.  Have you had any problems with your  ears or vision?
41.  Do you wear glasses or  contact lenses?
42.  Do you wear protective eyewear ( ie: goggles or a face shield)?
43.  Eo you worry about your  weight?
44.  Are you trying to gain or lose weight?
45.  Are you on a special diet or do you avoid certain types of foods
       have any known food allergies?
46.  Have you ever had an eating disorder?
47.  Do you have any concerns that you would like to discuss with 
       a doctor?
FEMALES ONLY:
48.  Have you ever had a menstrual period?
49.  How old were you when you had your first menstrual period?
50.  How many periods have you had in the last 12 months? 
 
Explain "Yes" answers below (attach additional sheets as needed) 
 
:
 
 
 
 
    Yes   No
I (we) hereby state, to the best of my (our) knowledge, my (our)  answers to the above questions are complete and correct.
 
         Signature:  _________________________________________                  Date:_______________________
                                                      (Parent/Guardian)
 
 
Modified from the OHSAA preparticipation physical exam form.  Rev 4/12/12
HISTORY
Note:  The emergency information/protected health  information form that must be signed by both the parent and the student is on a seperate sheet.  History and emergency information/protected health information form must be completed prior to physical examination.
NEWARK CITY SCHOOLS ATHLETIC DEPARTMENT
Preparticipation Physical Evaluation
PHYSICAL EXAMINATION
The sections below are to be completed by the physician or staff after history has been completed.
Follow-up questions on more sensitive issues (optional):
1.  Do you feel stressed out or under a lot of pressure?
2.  Do you ever feel so sad or hopeless that you stop doing some of your usual activities for more than a few days?
3.  Do you feel safe?
4.  Have you ever taken any supplements to help you gain or lose weight or improve your performance?
 
Notes:   ______________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
HEIGHT______   WEIGHT______   % BODY FAT(optional)______   PULSE_____   BP_____/_____  _____/_____  _____/_____
 
VISION R 20/________  L 20/________                  CORRECTED:   Y   N               PUPILS:  EQUAL________  UNEQUAL_______
CLEARANCE
       Cleared without restrictions
        Cleared, with recommendations for further evaluation or treatment for:  __________________________________________
        ___________________________________________________________________________________________________
        Not cleared for:       All sports        Certain sports:  _____________________Reason:  ______________________________
        Recommendations:  __________________________________________________________________________________
        ___________________________________________________________________________________________________
  Name of Practitioner (print):  _____________________________________________ MD, DO, DC, ANP, PA
        Address: _____________________________________________     Phone:  ______________________ 
    
 Signature of Practitioner:  _____________________________________________                   Date of Exam:  _______________ 
MEDICAL
NORMAL
ABNORMAL FINDINGS
INITIALS
Appearance
Eyes/Ears/Nose/Throat
Hearing
Lymph Nodes
Heart
Murmurs
Pulses
Lungs
Abdomen
MUSCULOSKELETAL
***********
*********************************************************************************************
****************
Neck
Back
Shoulder/Arm
Elbow/Forearm
Wrist/Hand/Fingers
Hip/Thigh
Knee
Leg/Ankle
Foot/Toes
	PrintButton1: 
	TextField1: 
	TextField2: 
	TextField3: 
	DropDownList1: 
	TextField4: 
	DateTimeField1: 
	TextField5: 
	DropDownList2: 
	DropDownList3: 
	DropDownList4: 
	DropDownList5: 
	TextField6: 
	TextField7: 
	PhoneNum: 
	CheckBox1: 0
	CheckBox2: 0
	CheckBox3: 0
	CheckBox4: 0
	CheckBox5: 0
	CheckBox6: 0
	CheckBox7: 0
	CheckBox8: 0
	CheckBox9: 0
	CheckBox10: 0
	CheckBox11: 0
	CheckBox12: 0
	CheckBox13: 0
	CheckBox14: 0
	CheckBox15: 0
	CheckBox16: 0
	CheckBox17: 0
	CheckBox18: 0
	CheckBox19: 0
	CheckBox20: 0
	CheckBox21: 0
	CheckBox22: 0
	CheckBox23: 0
	CheckBox24: 0
	CheckBox25: 0
	CheckBox26: 0
	CheckBox27: 0
	CheckBox28: 0
	CheckBox29: 0
	CheckBox30: 0
	CheckBox31: 0
	CheckBox32: 0
	CheckBox33: 0
	CheckBox34: 0
	CheckBox35: 0
	CheckBox36: 0
	CheckBox37: 0
	CheckBox38: 0
	CheckBox39: 0
	CheckBox40: 0
	CheckBox41: 0
	CheckBox42: 0
	CheckBox43: 0
	CheckBox44: 0
	CheckBox45: 0
	CheckBox48: 0
	CheckBox49: 0
	CheckBox50: 0
	CheckBox51: 0
	CheckBox52: 0
	CheckBox53: 0
	CheckBox54: 0
	CheckBox55: 0
	CheckBox56: 0
	CheckBox57: 0
	CheckBox58: 0
	CheckBox59: 0
	CheckBox60: 0
	CheckBox61: 0
	CheckBox62: 0
	CheckBox63: 0
	CheckBox64: 0
	CheckBox65: 0
	CheckBox66: 0
	CheckBox67: 0
	CheckBox68: 0
	CheckBox69: 0
	CheckBox70: 0
	CheckBox71: 0
	CheckBox72: 0
	CheckBox73: 0
	CheckBox74: 0
	CheckBox75: 0
	CheckBox76: 0
	CheckBox77: 0
	CheckBox78: 0
	CheckBox79: 0
	CheckBox80: 0
	CheckBox81: 0
	CheckBox82: 0
	CheckBox83: 0
	CheckBox84: 0
	CheckBox85: 0
	CheckBox86: 0
	CheckBox87: 0
	CheckBox88: 0
	CheckBox89: 0
	CheckBox90: 0
	CheckBox91: 0
	CheckBox92: 0
	CheckBox93: 0
	CheckBox94: 0
	CheckBox95: 0
	CheckBox96: 0
	CheckBox97: 0
	CheckBox98: 0
	CheckBox99: 0
	CheckBox100: 0
	CheckBox101: 0
	CheckBox102: 0
	CheckBox103: 0
	CheckBox104: 0
	CheckBox105: 0
	CheckBox106: 0
	CheckBox107: 0
	CheckBox108: 0
	CheckBox109: 0
	CheckBox110: 0
	CheckBox111: 0
	CheckBox112: 0
	CheckBox113: 0
	CheckBox114: 0
	CheckBox115: 0
	TextField8: 



