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HISTORY FORM

(Note: This fom isto be filed ouf by the student and parent prior to seeing the medical examiner. The rredical examiner should keep this formin the chart)
Dete of Bxam

Narme Dete of birth
Sex A Grade Schod Sport(s)

Address

Emergency Cortact Relationship
Phone (H) W (Cdl) (Emeil)

Medicines and Allergies: Please list the prescription and over-the-counter medicines end supplemerts (herbdl end nutritiondl-induding energy dinksf protein supplements) thet you are
aurrertly taking

Doyou have any alerges? [[] Yes [[JNo I yes, please identify spedific dlergy below.
L] Medcines |, Pdlens [J Food L) Singng Insects

i—tasadodnreva'da'uedorrwnctedyuxpaﬁdpaiminmfuray Doyu.uegda*lyabraoe_orMs,u’ctfaaSstwe

72,
reason? 23.  Doyouhave abone, nusde, orjort inury that bothers you?
2. Doyouhave any ongoing medical conditions? If o, please identify 24. Do any of your jonts become painful, swollen, feel warm or ook red?
ggv Ashma Anemia Diabetes Infedtions 25.  Doyouhave any history of juvenile arthritis ar connedtive tissue disease?
3. Haveymwa'spatthengtmthemsptal? D wien
26.  Doyou cough, wheeze, or have difficulty breathing dunng or afer exerose?
oD R 27.  Haveyouever used an inhaler ortaken asthme redicine?
Hweymaerpawda:ummyp&dm&ﬂmorm 28.  Isthere anyone in your famly who has asthma?
exercise? 78, V\Bre youbom wehout or are you rrissing a kidney, an eve, atesticie (Tales),
6. Haveyou ever had disconfort, paintightness, or pressure inyour chest your spleen, or any other organ?
during exerose? 30, Doyouhave groin pain or a painful buige or hemia inthe gron area?
7. Does your heart ever race or Skip beats (imegular beats) during exerdse? 31.  Have you had infectious mononudeosis (mono) within the past month?
8. Has adodor evertoldyou thet you have ary heart problerrs? If so, chedk 32.  Doyouhave any rashes, pressure sores, or other skin prablerrs?
allthat apply. 33 Have youhad a herpes (ooid sores) or MRSA (staph) skin infection’?
= High blood pressure = Aheart mumur 34.  Haveyouever had a head inury or concussion?
= High cholesterol = Aheartinfecion 35.  Haveyoueverhad a hit or blowto the head that caused confusion,
= Kawasaki disease Cther. prolonged headathes, or memory problems?
9. Hasadodn'wu-deredanestforyuxrearf?(Fore(anp‘eECGBG 38.  Doyouhave ahistory of seizure disorder or epilepsy?
echocardiograrm) 37. Doyouhave headaches wih exerose?
10. Do you get ightheaded or feel more shart of breath than expected during 38.  Haveyou ever had nurrbness, tingling, orweakness in your anrs or
exercise? legs after being hit or falling?
11, Have you ever had an unexplained seizure? 39, Haveyou ever been unabie to move your amvs or legs after being nt orfalling?
12, Do youget nrore tired or short of breath more quiddy than your friends 40.  Haveyou ever beconre ill while exerdsing inthe heat?
during mse? 41, DoYyou get frequert muscle crampswhen exerasing?
PR 42, Doyouor somemne inyour farily have sickle cell trait or disease?
Hasawfaﬁynarberorrelﬁwededdtmtpmblmorfadm 43.  Haveyou had any problenswith your eyes or vision?
unexpected or unexplained sudden death before age 50 (induding 44.  Haveyouhad an eye injury?
droaning, unexplained car accident, or sudden infant death syndrorre)? 45.  Doyouwear glasses or contadt lenses?
14, Does anyone inyour farrily have hypertrophic cardionyopathy, Marfan 46.  Doyouwea protedive eyewear, such as goggles or aface shield?
syndrarre, amyhthogeric ight ventioular cardionyopathy, long QT 47.  Doyouwormy about your veight?
syndone, short T syndrore, Brugada syndrome, or catecholaminergic 48 Areyou tyingto gain or lose weight?_Has anyone recommended that you do?
palymorphic ventricular tachycarda? 49, Ave you on a speaial Giel O doyou avid ceftan fypes offoods?
15, Does anymne inyour family have a heart problem, pacerraker, or inrplanted 50. Haveyou ever had an eating disorder?
defiorillator? 51, Doyouhave any concems that you would like to disouss with a dodor?
16.  Has anyone in your farrily had unexplained farting, unexplaired sezures,
or near drowning 52, Haveyouever had a mensrual penad?
g : 53 Howold were youwhen you had your first menstrual period?
Haveywevahadannuytoabme.ms:le.ﬁgarrert.ortemmm 5 Howrmeny periods have you hedin the last 12 months?
caused you to miss a prectice or gae?
18.  Haveyou ever had any broken or fractured bones or didocated jants? Explain ‘yes" answers here

19.  Have you ever had an injurytha required x-rays, MR, CT scan, inections,
therapy, a brace, a cast, or gutches?

20.  Haveyou everhad a stress fradure?

21, Haveyou ever beentdd that you have or have you had an x-ray for neck
instability or atiantoaxal instalility? (Down syndrone or dwarfism)

| hereby state that, to the best of myknowledge, my answers tothe above questions are cormplete and correct.
Signature of Studert, Sigreture of parert/guardan Dae:

Tresuert res tanivisuarce 01 Yes T No_ifves famiy ingurence company name and poiiy nurvter
£R010 American Acadeny of Family Plysiciars, American Acaemy of Pediatrics, American College of Sports Medicine, American Orthopaedic Society for Spoits Medcine, mmruicmwkmv
of Sports Medicine. Permission is graried to reprint for noncommercial, educational parposes with acknowledgmernt. Revised 312
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THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

Deate of Exam .
Nare Dae of birth
Sex Age Grade Schod Sport(s)

1. Type of disability

2. Deteof disahility

3. Classification (f available)

4. Cause of disability (birth, disease, accidentArauma, other)

5

List the sports you are interested in playing

6. Do youregularly use a brace, assisive device or prosthetic?

7. | Doyouuse a special brace or assistive device for sports?

8. | Do youhave anyrashes, pressure sores, or any other skin proderrs?
8. | Do you have a hearing loss? Do you use a hearing aid?

10. | Doyouhave avisud inrpaimrent?

11. | Doyouhave any spedal devicesfor bowel or bladder function?

12. | Do youhave buming or disconfort when urinating?

13. | Have you had autonorric dysreflexia?

14. | Have you ever been diagnosed with a heat related (hyperthermvia) o cold-related (hypotherrria) ilness?
15. | Doyou have rruscle spasticty?

16. | Do you have frequent seizures that camot be controlled by medication?
Explain 'yes"" answers here

w i ity

Xeray evaluation for allantoaxial instability
Dislacated joints {rrore then one)
Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Dfficutty controlling bowel

Difficuity controlling bladder
Numbness or tingiing in ans or hands
Numbnessor tingiing in legs or feet
Weaknessin ans or hands
Weakressin legs or feet

Recent change in coordination

Recert change in ability to walk

Spina bifida

Latex dlergy

Explain ‘yes" answers here

I hereby state thet, to the best of my knowledge, my answers tothe above questions are conplete and correct.
Sigreture of Studert, Signaure of parert/quardan Dae:

£2010 American Acadeny of Family Pysicians, American Academy of Pediatrics, American College of Sports Medicine, American Orthopaedic Society for Sports Medcine, and American Osteopathic Acadenty
of Sports Medicine, Permission is grartied to reprirt for noncommercial, educational purposes with acknowledgmert. -Revised 312
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PHYSICAL EXAMINATION FORM
Neme Date of birth

PHYSICIAN REMINCERS

1. Consider addtional questions on more senstive issues

Do you fee! stressed ol o under alat of presaure?

Do you ever fed sad, hopeless, depressed or arious?

Doyou feel sefe & your hame or residence?

Have you ever tried dgarettes, chewing tobacoo, snuff, or dp?
Duringthe past 30 days, ddyau use chewing tobacan, snuff, or dip?

Do you drink doohal or use any cther drugs?

Have you ever taken anebalic steraids or used any cther performance supplement?
Have you ever taken any supplements to help you gain or loseweight or improve your perfamence?
Do you weer a seat belt, use a helmet or use condoms?

Do you consumme energy drinks?

2. Consider reviening questions on cardovascular synmptarms {questions 5-14).

® O 06 0 ¢ ¢ 0 ¢ o @

Marfan stigmeta (kyphosoolioss, high-arched palate, pectus excavatum, arachnodachyly,
am spen > height, hyperlaxity, myopia, MVP, aortic insuffidency)

Byes/earsnosalthroa
Pupils equd
Hearing
Lymph nodes
Heat
Mumurs (auscuitation standng, supine, + Vasava)
Location of the paint of madimd impuise (PM)
Pulses
Sirultaneous femoral end radial puses
Lungs
Abdormen b
Genitourinary (mdes only)
Skin
HSV, lesions suggestive of MRSA, tinea corporis
Neurdlogic

Neck

Back

Shoulder/am

Blbowfoream

Whisthandfingers

HpAhigh

Knee

Leg/anide

FootAoes

Fundional

Duckwalk, singe leg hop

aConsider ECG, echocardiogram or referral to candiology for abnomrel cardiac history or exam
*Qonsider GU exam in private setting. Having third part presert isreconmrended.
“Consicer cognitive or baseline neuropsychiaric testing if a history of significant concussion.

L2010 American Acadeny of Family Physicians, American Academy of Pediatrics, Ann'icmcollge of Sparts Medicire, MMWSMWMWMM and American Osteopathic Acadeny
of Sports Medicine. Permission is granted to reprirt for noncommercial, educational purpases with acknowledgmert. -Revised 312
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CLEARANCE FORM
Nole: Authonzation fors (pages 5and 6) rrud be signed by both the parent/guardian and the studert.

Name S«cOM OF Age Date of birth

O Cleared for al sports without restriction
O Cleared for al sports without restriction with recommendations for further evaluation or treatment for

O Not Cleared
O Pending futher evauation
O For any sports

O For certain sports
Reason

Recomimendations

| have exarvirfed the above-named student and conrpleted the preparticipation physical evaluation. The student does not present apparent clinical contraindications
to practice and participate in the spori{s} as outfined above. A copy of the physical examis 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 adivinistrator 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 problemis resolved and the potential consequences are
convpletely explained to the athlete (and parentsiguardians).

Name of physician or medical examiner (printAype) Ddte of Exam
Acddress Phone
Signature of physicianimedical examiner ,MD,DO,D.C, PA or ANP.

EVERGENCY INFCRMATION

Persona Physician Phone
In case of Emergency, cortact Phone
Allergies

Other Information

£2070 American Acadeny of Family Physicians, American Academy of Pediatrics, American College of Sparts Medicine, American Orthopaedic Society for Sports Medicine, and American Osteopathic Acadeny
of Sports Medicine. Permission is grarted to reprirt for noncommercial, educational purposes with acknowledgment. -Revised 312
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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  2012.2013

1 hereby authorize the release and disclosure of the personal health information of ("Student™),
as described below, to ("School”).

The information described below may be released to the School principal or assistant principal, athletic director, coach, athletic trainer,
physical education teacher, school nurse or other member of the School's administrative staff as necessary to evaluate the Student's
eligibility to participate in school sponsored activities, including but not limited to interscholastic sports programs, physical education
classes or other classroom activities.

Personal health information of the Student which may be released and disclosed includes records of physical examinations performed
to determine the Student's eligibifity to participate in school sponsored activities, including but not limited to the Pre-participation
Evaluation form or other similar document required by the School prior to determining eligibility 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, training and competition; and other
records as necessary to determine the Student's physical fithess to participate in school sponsored activities.

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

| understand that the School has requested this authorization to 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 to be protected by the federal HIPAA privacy regulations. 1 also understand
that the School is covered under the federal regulations that govern the privacy of educational records, and that the personal health
information disclosed under this authorization may be protected by those regulations.

| also understand that health care providers and health plans may not condition the provision of treatment or payment on‘thg signinq of
this authorization; however, the Student's participation in certain school sponsored activities may be conditioned on the signing of this
authorization.

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

Name of Principal:
School Address:

This authorization will expire when the student is no longer 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 Birth date of Student, including year

Name of Student's personal representative, if applicable ]
| am the Student's (check one): Parent Legal Guardian (documentation must be provided)

Signature of Student's personal representative, if applicable Date

A copy of this signed form has been provided to the student or his/her personal representative
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[2012-2013 Ohio High School Athletic Association Eligibility and Authorization Statement]
This document is to be signed by the participant from an OHSAA member school and by the patticipant’s parent.
| have read, understand and acknowledge receipt of the OHSAA brochure entitled “Your Athletic Eligibility,” 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 web site at

www.ohsaa.org.
@;I understand that an OHSAA member school must adhere to all rules and regulations that pertain to the
interscholastic athletics programs that the school sponsors, but that local rules may be more stringent than OHSAA
rules.
@ understand that participation in interscholastic athletics is a privilege not a right.
Student Code of Responsibility
4 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
QX | will be fully responsible for my own actions and the consequences of my actions
| will respect the property of others
| will 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 country
| 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 time 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 injuries are not common and the risk of HIV
transmission is almost nonexistent in supervised school athletic 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
hygiene 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/IGUARDIAN’'S SIGNATURE.
| understand that in the case of injury or iliness requiring transportation to a health care facility, that a reasonable
attempt will be made to contact the parent or guardian in the case of the student-athlete being a minor, but that, if
necessary, the student-athlete will be transported via ambulance to the nearest hospital.
L¥T5 enable the OHSAA to determine whether the herein named student is eligible 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
foregoing, birth and age records, name and residence address of parent(s)or guardian(s), residence address of the
student, academic work completed, grades received and attendance data.
LX) consent to the OHSAA's use of the herein named student’s name, likeness, and athletic-related information in reports
of contests, 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 competition
due to a suspected concussion, he or she will be unable to retum to competition that day without the written authorization
from a physician (M.D. or D.O.) or an athletic trainer which indicates that the student has not been concussed..
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

Student's Signature Birth date Grade in School Date

Parent's or Guardian's Signature Date

Rev. 3/12
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