
EAGLE POINT CHRISTIAN ACADEMY Physical Examination Form
ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION FORM

Part A: BDEALTH HISTORY QUESTIONNAmE
(To be completed by this parent and student)

Today's Date:_

Student's Name:

Date of Birtb:

Grade:

Physician:

Name;
Phone (woik):.

School;

Sport:

Phone;

Date ofLast Fhysical:

Sex: M F (circle one) Age:

Home Phone:

District-

Emergency Contact Information

Fax:

Relationship to student
Phone (home): Phone (cell):.

Directiong! Pleaseanswerthe followingqiiestionsabout (hestudent's medicalhistoty. Explain ail "yes" refuses at the bottomofthe page. Please
respond to all questions.

1. Have you had or do you currentlyhave;

a. A sports physical within the past 365 days?
b. An injury or illness sbice your last exam?
c. A chronicOT ongoingiUness (such as diabetesor asthma)?

1. Use an inhaler or other prescription medidne to control asthma?
d. Any prescribed or over the counter medications that you take cma regular basis?
e. Surgery,hospitalization or any emergencyroom visit(s)7
f. Aiq* allergies to medications?
g. Any allergiesto bee stings, pollen, latex or foods?

1. IVpe ofreaction: Rash? Hives? Other sidn condition?(Circle all that ^ply.)
2. Tate any medication/Epipentaken for allergysymptoms?(List below.)

h. Anyanemias or blooddisorders?

2. Have you had or do you currentlyhave any of the followinghead-related conditions since your last physical:

a. Concussion requiring a physician's evaluation?
1. Bow often and when? (Answer below.)

b. Memory lossor beenknocl^ out?
c. Aseizurc?
d. Frequent or severe headaches?

3. Have you had or do you curentlyhave any ofthe followingheart-related conditionssince your last physical:

a. Chest pain?
b. Heart murmur?
c. HI^ blood pressure or elevatedcholesterol level?
d. Restriction fiomsportsforhe^ problems?
e. Any &mily member or relative:

1. Die ofa heart problem before age 33?
2. Die ofa heart problem before age SO?
3. Die with no known reason?
4 Die while exercising? During or after? (Circle one.)
5. With Marfm's Syndrome?
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Y/N/Don't Know

Y/N/Don'tKnow
Y/N/Don'tKnow
Y/N/Don'tKnow
Y/N/Don'tKnow
Y/N/Don'tKnow
Y/N/Don'tBCnow
Y/N/Don'tKnow
Y/N/Don'tKnow
Y/N/Don'tKuow
Y/N/Don'tKnow

Y/N/Don'tKnow

Y/N/Don'tKnow

Y/N/Don'tKnow
Y/N/Don'tKnow

Y/N/Don'tKnow

Y /N/Don't Know
Y/N/Don'tKnow

Y/N/Don'tKnow

Y/N/Don'tKnow

Y/N/Don'tKnow
Y/N/Don'tKnow

Y/N/Don'tKnow
Y/N/Don'tKnow



4. Have you had ordo you currently have any ofthe following ear, nose, mouth or throat conditions
since your last pbysicai:

a. Vision problems?
I. Wear contacts, eyeglasses or protective eyewear? (Circle which type.)

^ b. Hearing loss orproblems?
I. Wear hearing aideaor implants?

c. Nasal fractures or frequent cose bleeds?
A Wear braces,retaineror protective mouth gear?
e. FreipienlstreporanyotiierconditionsQfthethioat(e.g.tonsillitis)?

Y/N/Dm't Know

Y/N/Don'tKnow

Y/N/Doa'tKnow

Y/N/Don't Know
Y/N/Doa'tKnow

Y/N/Don't Know

Y / N / Don't Know

5. Have you had ordo you currently have any ofthe following iieuramuscular/orthopedic conditions sincc your last pbysicai:

a A burner, stingeror pinchednerve?
b. A sprain?
c. A strain?

d. Swellingor pain in muscles, (eodons, bonesorjoints?
e. Adislocatedjoinl(s)7
f. Upper or lowerbade pain?
g. Fracture(s)or stress fecture(s)7
h. Doyouwear anyprotective braces orequipment foranypriorinjury?

Y/N/Don'

Y/N/Don'

Y/N/Don

Y/N/Don

Y/N/Don

Y/N/Don

Y/N/Don'

Y/N/Don

tKnow

(Know

tKnow

t Know
tKnow

'tKnow

tKnow

'tKnow

6. Haveyouhadordoyouoirreotly haveany of thefollowing generalor exercise relatedconditions sinceyourlast physical:

a. Difficulty breathing? During Exercise? (Cirdc one.)
1. AflernmniBgone mile
2. Coughing, wheezing or shortness of breathein weatherchanges?
3. Exercise-induced astiuna

i. Controlledwithmedication7(Lblbe!Qw.)
ii. Experience dizziness, passingoutor fainting?

b. Viral infections (e.g. mono, hepatitis)?
c. Become tiredmorequicklythanyour fiieods?
d. Any QfthefollQ\vingskin conditions;

1. Acne, contact dermatitis, ringwonn, warts, heipes?
2. Sun sensitivity?

e. Wei^t gain/loss (greater than or less than 10 pounds)?
1. Do you want to weigh more or less than you do now?

£ Everhad feelingsofdepression?
g. Hrat-related problems (dcbydralioii, dizziness, fatigue, headache)?

1. Heatexhaustion(coo!,c!ammy,dampskin)?
2. Heat stroke Oiot,red, diy sidn)?

7. Females only:
Age of onset ofraenstrogtion:
Date of last menstruation:
Most numberofdays between menstniation ^cle(s);_

Explain all (yes) answers here (include relevant dates):

Y/N/Don"tKnow
Y/N/Don't Know

Y/N/Don't Know
Y/N/Don'tKnow

Y/N/Don't Know
Y/N/Don'tKnow

Y / N / Don't Know

Y/N/Don'tKnow

Y/N/Don'tKnow
Y/N/Don'tKnow

Y / N / Don't Know

Y / N / Don't Know

Y /N/Don't Know
Y/N/Don'tKnow

Y/N/Don'1 Know

I certify that the informationprovided herein is accurate to thebestof my knowledge as ofthe date ofmy signature.

Parent/Guardian Signature: Date:
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ATHLETIC PRE-PARTICIPATION PHYSICAL EVALUATION FORM
Part B: Physical Examination

(To be completed by the examining physician)

Examination Dale:

Student's Name:
Sex: M F (circle one)
Address;
City/State/Zlp:_
Sdiool: ~

Age:

Parent/Guardian's Full Name:

Name:

Address:

Grade:

-STUDENT INFORMATION-

Spoit
DalcofBitlfa:

Home Phone:
District:

-PHYSICIAN INFORMATION-

Pbone:

City/State/Zip:_

Fax:

PHYSICIAN OR PROVTOER INFORMATION-PLEASE COMPLETE BOTHPAGES

Height: Weight: Blood Pressure: / Pulse:

. Vision: R20/- .-L2(V Coirected: Y/H Contacts: Y/N - Glasses: Y/N

_bpm.

Indicators Normal?

fCircIe One)

Abnormal Findings/Comments

Head/Neck YES NO

Eyes/Scleia/Pupils YES NO

Ears YES NO

Nose/Moutfa/Throat

YES NO

Heart:
Munnms/Rhythms

YBS NO

Lungs:
Auscultation/Percussion YES NO

Chest Contour YES NO

Skin YES NO

Abdomen:
Assessment (IncL liver, spleen) YES NO

Tanner Stage:
Testes/Onset ofMenses: YES NO

Ncck/Back/Spine:
Range ofMotioni

YES

YES

NO

NO

Scoliosis: YES NO

Upper Extremities: YES NO

Lower Extremities: YES NO

Neurological:
Balance & Coordination:

Romberg:
YES

YES

NO

NO

Heel Walk: YES NO

Tandem Walk:
YES NO

Nose Touch: YES NO

Toe Walk: YES NO

Hernia?
(ifyes/possible, please explain)

YES/
Possible

NO
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Most recent immiinf7j»fifvic/n«ip.s;

MedicalioDs cunetitlybeingused:

Additional Observatioos:

GeneralDiagnosis:,
RecoauDeod^ons:

CLEARANCES

A. Student MAYt)ar(icipa(e in (be followiog sports: (CHECK all that apply)

CONTACT/COLLISION

LIMITED CONTACT

NON-CONTACT/STRENUOUS

NON-CONTACr/NON-STRENUOUS

SAMPLES OF CLASSIFICATION OF SPORTS BY CONTACT
Contact/Collision Limited Contact Non-Contact

Strenuous Non-«trpn»on»

Field Ifodntv Baseball Discus Bowline

Football Basketball Javelin Golf

Ice Hockey Cheerleadiniz Sliot out

Lacrosse. Divine'—^ • - ftewine-

Socccr Feacing Runnine/Cross Countrv

Field Strength Tiaming
Hi^ Jump Swimming

Pole vault Tfflnit

nvnmastiea Track

Skiing
Softball

Votlevball

B. Student MAYparticipate la following sport(s} ONLYAFTERcompIetiDBCVBluatlan/rehabilitation: (CnECKALLTHEAPFLv)

CONTACT/COLUSION
UMTTED CONTACT

NON-CONTACT/STRENUOUS
NON-CONTACT/NON-STRENUOUS

Please specify each conditian requiring clearance before participating ina sport in the classificatioa diectsd above:

Conditions requiringclearancebefore sportsparticipation indude, butare not limited to:Atlantoaxial inscabllliy; Bleedingdisorder;
ff}pcrrensian;Congeniial heart disease; Dysrhythmla; Mitral valve prolapse; Heart murmur; Cerebral palsy; Diabetes meliitus; Eating
disorders; Heat illness history; One-kidney athletes; Hepatomegaly, Splenomegaly; Afalignancy; History ofrepeated aincussion; Organ
transplant recipient; Qysticjibrosis: Sickle celldisease; and/orOne-eyed athletes or athletes with vision greater than 20/40 inoneeye.

EXAMINED DYr

Family Physician/Provider.
School Pbysidan

MD DO NP

Physician's/Provider's Signature:

Fbysiciaa's/Provlder's Stamp:

PA

Date;

Page 4 of4


