ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page ) must be completed by a health care pravider who has comploted
the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form Is to be fillad ourt by the patient and parent prior lo sesing the physician. The physician should kees copy of this form in the chart)
Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)

Madicines and Allergles: Pleass list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? [ Yes O Mo [ yes, please identify specific allergy below.

O Medicines O Pollens O Foed [0 Stinging Insects
Explain “Yes” angwers below. Circla questions you don't know the answers to.
GENERAL QUESTIONS Yoz | No MEDICAL GUESTIONS Yes | Mo
1. Has a doctor ever denlad or rastricted your participation In sports for 26. Do you cough, wheeze, or have difficutty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? if so, pleasa |dentify 27. Have you aver used an Inhaler or taken asthma medicine?
baiow: O Asthma O Anemia OO Disbetes O Infactions 28. Is there anyons In your {amily who has asthma?
Dtner: 29. Ware you bom without or are you missing a kidney, an eye, a lasticle
3. Have you ever spent the night in the hospital? \males}, your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin paln or a painful bulge or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yos | Mo 31, Have you had Infectious mononucieosis jmong) within the last month?
5. Have you ever passad out or nearly passed out DURING of 32. Do you have any rashas, pressure sores, of other skin protlsms?
AFTER exercis? 33. Have you had a herpes or MASA skin (nfoction?
6 :::tmim;\adﬂimmm.mm.wwmmw 34. Have you ever had a haad Injury of concussion?
. 35. Have you ever had a hit o biow to the head that caused confusion,
7. Doas your heart evaf race of skip beats GTaguiar baats) during exercise? brokeaoed eatkihe 0f mamay Lootlee?
a8 Hasamls;;;ldymmywhavemyhmmmems?ww. 36. Do you have 2 history of saizure disorder?
l:li ”Hmbmmm O A heart mumor 37. 0o you have headaches with exarcise?
O High cholesterol O Aheart infection 38. Have you aver had numbness, tingling, or weakness in your arms or
O Kawasak| dissase Other: lags after being hil or falling?
9. Has a doctor ever ordered a test for your hsart? (For example, ECG/EKE, 39. Have you ever been unable to move your arms of legs after being hit
echocardiogram) o falling?
10. Do you get lighthaadad or feel mors short of breath than expected 40. Havs you evar become ilf while exercising in the heat?
during exercisa? 41. Do you get frequent muscle cramps when exercising?
11 Have you ever had an unexplained selzure? 42. Do you or someons In your family have sicide call trait or dissase?
12. Do you getn'_lur:tlredurstmtofbmam more quickly than your friends 43. Have you had any problems with your eyes or vision?
during exercise? 44, Have you had any eye Injuries?
":l:m:m;' ber mﬂmml had =2 (45 o youwom s o ot oses?
13. Has any mamber or rela lems of had an
unexpocted of unexplained sudden death batore age 50 {nciuding 46. Do you wear protective w,suchas gogoles or a faca shigld?
drowning. unexplainad car accident, or sudden infant death syndrome)? 47. Do you woity about your weight?
14. Does anyone In your family have hypartrophic cardiomyopathy, Marfan 48. Are you irying to or has anyone recommended that you gain or
syndrome, arhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short GT syndrome, Brugada syndroms, or catecholaminergic 49. Are you on a spacial diet of do you aveld certain types of foods?
potymorphic ventriculas tachycarda? 50 Havswv:u ever had an ealing uimleﬂ N
) anyone i lem, pacemaar - :
T s & DS pEbler: e I 51._Do you have any concerns that you would Iika to discuss with a doctor?
16. Has anyone In your family had mexplained fainting, unexplained FEMALES QLY
selzures, or near drowning? 52. Have you aver had a menstrual period?
BOME AND JOINT QUESTIONS Yoz | Mo $3. How old wera you when you had your first menstrual period?
17. Have you ever had an injury to & bone, muscle, ligament, or tendon 54. How many periods hava you had In the last 12 months?

that cursed you to miss a practica or a game?
18. Hawve you ever had any broken or fractured bones of dislocated joints?

19. Have you ever had an Injury that raquired x-rays, MAI, GT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21. Have you ever baen told that you have or have you had an x-ray for neck
instability or atiantoaxial instability? (Down syndrome or dwarfism)

22. Do you reguiarty use a brace, orthotics, or other assistive device?

23. Do you have a bone, muscls, or Joint Injury that bothars ywou?

24. Do any of your joints become painful, swollen, feal warm, or lok red?
25. Do you have any history of juvenile arthitis or connective tissue disease?

| heraby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Expfain “yes” answers here

o athlets Signature of p g Date
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Spari(s}

1. Type of disability

Date of disability

Classification {if avallabta)

2.
3
4. Cause of disabiilty fbirth, disease, acclentrauma, ather)
5. List the sports you ara interested in playing

. Do you reguiarly use a brace, assistive device, or prosthatic?

. Do you use any speclal brace or assistive device for sports?

B.
7
8. Do you have any rashes, pressura 5ores, o any ather skin problems?
4. Do you have a hearing loss? Do you use a hearing aid?

10. Do you have a vigual Impalrment?

11, Do you usa any special davices for bowal or bladder function?

12. Do you have bumning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you aver been dlagnosed with a haat-related (wperthermia) or cold-related (hypothermia) iiness?

15. Do you have muscle spasticity?

16. Do you have frequent selzures that cannat be contralled by medication?

Eiplain “yos” answers hare

Please indlcate H you have ever had any of the fotlowing,

Attantoaxial Instabliity

A-ray evaluation for atlantoaxial Instability

Dislocated joints {more than one)

Easy bieeding

Enlarged splgen

Hepatitis

Oxteoperia tv osteoporosis

Ditficulty controlfing bowal

Diffigutty controlling bladder

Numbness or tingling In arms of hands.

Numbness of tingling In legs or fest

Weakness i arms or hands

Waakness in legs or feet

Recent change In coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Expiain “yes™ answers here

| hereby stata ihat, to the best of my knowledge, my answers to the above questions are complete and correct.

g of sthiste il of parsni/guardian Date
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NOTE: The preparticiaption physical examination must be conducted by a heelth care provider who 1) is a licensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Conaider additional questions on more sensitive lssues
* Do you feel stressed out or under a lot of pressure?
* Do you ver feel sad, hopelasy, depressed, or andous?
® Do you fesl safe at your home of rasidence?
* Have you ever tried cigareiies, chewing tabacco, snuft, or dip?
® During the past 30 days, did you use chewing tobacco, snuft, or dip?
® Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic sterolds or used any other performance supplement?
® Have you ever taken any suppiements to help you gain or loss weight or Improve your performance?
* Do you wear a seat bait, use a helmet, and use condoms?
2. Consider reviewing questions on cardlovascular symptoms (questions 5-14).

EXAMINATION

Height Waight 0 Male O Female

8P / [ i | Pulse Vision R 20/ L2 Comacted OY O N
MEDICAL NORMAL ABNORMAL FINDINGS

Appearance

* Marfan stigmata {kyphoscofiesls, high-arched palate, pectus excavaturm, arachnodactyty,
arm span > helght, hyperlaxity, myopia, MVP. aortic insufficiency)

Eyes/ears/nose/throat

* Pupis aqual

= Heating

Lymph nodes

Heart *

* Murmurs {auscultation standing, suping, +/- Valsaiva)
= Location of point of maximal impuisa (PM3
Pulses

* Simultaneous tamoral and radiaf pulses
Lungs

Abdomen

Genltourinzry imales onlyy*

Skin

» HSV, laslons suggestive of MRSA, linga corporis
Neurologic®

MUSCULOSKELETAL

Nack

Back

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hipfthigh

Knee

Leg/ankis

Foot/toes

Functional

» Duck-walk, single leg hop

“Consider ECG, echocardiogram, and refsrral to cardiology for abnormal cardiac Mstory or sxam.
“Consider GU axam if in private sating. Having third sarty presant is recommended.
‘Consider cognitive evaiuation or baseline nauropsychiatric testing if a history of significant concussion.

O Cleared for all sports without restriction
O Cleared for all sports without restriction with recommendations for further evaluation or ireatment for
DO Not cleared

OO Pending hurther evaluation

O For any sports

O For certain sports

Reason

Recommendations

1 have examined the above-named student and completed the prapadicipation physical svaluatian. The lﬂllele does ngt present apparent clinlcal contraindications to practice Ian;i
participate in the spori(s) as outlinad above. A copy of the physical exam Is an racord in my office and can be mads available to the tchool 2l the request of the parents. i conditions
ariss alter the athlete has baen cleared far participation, a physiclan may rescind the clearance uniil the prablem Is resolved and the potential conzaquences are completely explained
1o the athlete (and parents/guardiars).

Name of physician, advanced practice nurse (APN), physician assistant (PA) {print/type) Date of exam

Address Phone

Signature of physician, APN, PA
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name _ . - _SexOM OQF Age_ Dateofbirth
O Cleared for all sports without restriction
O Cieared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports
OO For certain sports

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

I have examined the above-named student and completed the preparticipation physical evaluation. The athlets does not present apparent
clinical contraindications to practica 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. if conditions arise aftar the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explalned to the athlste
(and parents/guardians).

Name of physician, advanced practice nurse {APN), physician assistant (PA) Date

Address Phong

Signature of physician, APN, PA
Completed Cardlac Assessment Professional Davelopment Module
Date Signature
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Black Horse Pike Regional School District
COVID-19 Clearance to Return to Pilay
MEDICAL PROVIDER ASSESSMENT

Please have this form completed by your medical provider if you have tested positive - for

COVID-19 since the date of your last physical.

Patient Name:

Date of Birth: Date of Symptom onset/Positive test:

School (please circle):  Highland Timber Creek Triton

4.

5.

Please clrcle the appropriate response to the followmg questions.

R T T e e, ; 5 Ty " P
D answer sho fi;tﬁrrant furlfnreva[yaﬁon bdortosports clearance

T T e, ek T

Has it been at least 10 days since symptom onset or positive test if YES
asymptomatic?

Has the patient been afebrile for > 24 hours without use of antipyretics YES
and symptom free > 7 days?

Does this patient have any ongoing COVID or cardiovascular symptoms? YES
Does this student have a normai cardiorespiratory exam? YES

Does this person have a normal EKG (if applicable)? YES

NO

NO

NO
NO
NO

| affirm that the above named student is cleared to participate in the following sport(s):
(Name the specific sport, or sports, on the line below)

Health Care Provider Information
Health Care Provider Printed Name:

Health Care Provider Signature:

Exam Date:
Phone: Fax:

Provider Office Stamp




Ty

Form 4

Black Horse Plke Regional School District -Medication - Dispensing Form
List only one medication on a form, additional forms available upon request.

| request the enclosed medication, in the ofiginal container. to be administered fo my child and shall relecse school
personnel from ol iabiity. | give the School Nurse permission fo conlact the physician and/or pharmacist with any
question conceming the madication.

Name of Child
Name & Strength of Medication

INHALER AND EPI-PEN PATIENTS ONLY
In case of ASTHMA or polenticily life threatening iinass, will the student be giving himself/herself this medication?

QOves LOINo tyes, please sign below
We the parents or guardians of the pupi, acknowledge that tha district shall incur no lobility 3 o result of any injury
arising from the sell-administration of medication by the pupil and that we shall indemnify and! hold harmiess the
distict and its employees or ogents ogainst any cloims orising out of the self-administration of medication by the
pupil. The permission is elfective for the school year for which it is granted.

P

- ot

E Signature of Parent/Guardian X
7

n

t

Signaiure of Parent/Guardian X

Both sections must have completed information

and required signatures.

Students Name Age Grade ____ School

Name & Strength of Medication Dosage
Time & Route of Administration In Schoo! __

Reason for Medicalion
Effective Dates: from to

Most common side effects:
11 is my undersianding the School Nurse charged wilh the administration of medication may rely upon my direction as
contained In this document. | turther cerfify that | am the physician who prescribed the medication and that the
student named above is under my supervision as o patient lor diagnosis and treatment. Any alteration to the above
| will occur only with wiitten directions from the altending physician.

¢
Doctor’'s Name (Print) Doctor's Signature

Patient's Medication Allergles Doctor's Address

Date Doctor's Telephone Number

INHALER AND EPI-PEN PATIENTS ONLY
{ certily that the pupil has asthma or another iifs threalening iiiness and is copabie of, and has been instrucled In,
the proper methad of self-odministration of medication.

in cose of ASTHMA or potentiolly life threatening iiness, wil the student be giving himself/hersalf this medication?

Qves Q No X

Doctor's Signature REQUIRED




