Physical Examination
Height

Pulse: resting

Visual A«cuity: Eyes (R} 20/

Weight
15 hops

Other Texsting
General

w/o glasses

Normai

Blood Pressure
aftar 2 minutes . .
.} 20/ w/ glasses

Abnormal Findings

STUDENT’S NAME .

SCHOOL NAME

Skin

MEENT e
Tez-eth (Dontal Exam}

Lerngs

Herart {Sit and Stand)

Ad>domen

1

2.

3.

4.

5. Neck
6.

7.

8.

9. Gernitalia

Nlinois High School Association

10. Mussculoskeletal
Neck

Shroulder/Aniv

Consent Form to self administer asthma medication

Ettvow/Forearm

[not neoded if current form is already on file with school}

Wrist/Hand

Back —

Migs/Thigh

Parent Consent

Kryen

Strén/Calt

1, , da heroby give my sonfdaughter, .

permission to seif-administer his/her asthima medication as prescribed by his/her physician during

Armrkle/Lag
Fowt

athietic competition.

11.  Peripherai Pulses

12.  Newrologic

13. Menial Status
14. Marfan Screen

Parent Signature

Other Tests foptional)
Auditory

Is of the Inati

Py ry

un

Drug Screen

SMAC

e EKG
__Chest X-Ray

. Yanner Stage

Physician Consent

As a patient under my care, . is prescribed to seff-administer the

following asthma medication,

Medication

T of this day, | approve this child's participation In Interscholastic

Purpose

Time/Special Cir ¢

Examination Date . PHYSicians Signature

Physician's Assistant Signature*

Advi d Nurse Practiti Signature*

* éﬂectfvo January 2003, the IHSA Board of Directors spproved a recommendation, consistent
with the iFinois School Code, that eilows Physician's Assistants or Advanced Nurse Practitioners
to sign o on physicals.

Physician Signature

Date



[ HSA Preparticipation Examination

Yo be completed by athiete or parent

NRIE e e
Last First

Sociaf Security Number
Address

City/Stater -

Sport/Pesition .

Middie

School Year . . ...

Phorne No. __

Birthdate __ . .. ... *$Age____

Parent’s Name

Class _  StudentiD No.

Address e

Phone No. r e s s
Persen to contact in case of ermergoncy
Phooe New.

Family Doctor
Phone No.

Past Medical History

City/State

Yes No

if yes, please
explain fwhat,
where, when}

f. Presently taking medication
fincéuding birth controf pilis}?

2. Have you been diagnosed with asthma?

3. Have you been prescribed by a physician ta
use any asthma medication?

4. Do you have a current consent form to
self-administer the asthrma medication on
file wvith your school?

5. Allergic to medicine, foods, bee stings?

#. Wears any appiiances—glasses, contact lenses?
7. HMistory of braces, chipped teeth, bridges?
& Mas ongoing medical problem?

9.  Had serious or significant iness in past? . i
10, Any past surgical operafions, accidents,

fon-sports or related infuries?
1. Any past injuries directly related to sporis? v e v

12,  Any hoespitalization not explained above?

13. Any known deformities (such as curvature of
backc, heart probiems, one kidney, blindness in
ane eye, one testicle, etc.j?

14.  Any serious family ill {such as diabetes,
bieeding disorders, etc.)?
15, Heart

Have you ever passed outl during or after exercise?
Have you ever been dizzy during or after exercise?

Have you sver had chest pain during or
after exercise?

Do you get tired more quickly than your
frierrgls do during exercise?

Haver you ever had racing of your heart or
shipped heartbeats?

Yas ey Hyos, please
explayy fwrhat,
whiese, when}

Have you had high blood pressure or

high cholesterel? R o

Have you ever been told you have a heart murtnur?

Has any family member or relative died of heart

problems or of sudden death before age 507

Have you had a severe virgl infaction {for exampie

myocarditis or moaonucleasis) within the last month?

Has a physician ever denfed or restricted your

participation in sports for any heart problems?

Has anyone in your family had a heart aftack

before the age of 507 S
i6. Head and Nerve

Have you ever had a head Injury or coneussion? .

Have you ever been knooked oul, become

uncoenscious, or tost your memory?

Have you ever had a seizure?

o you have frequent or severe headaches?
Have you ever had numbness or tingling in
your arms, hands, legs or feet? S
Have you ever had 8 stinger, burtrer or

pinched nerve? o

17, tast tetnus shot? Date

18, Last eye exam? Date

19.  Last menstrual period (if women) Date
Personal Habits Yos No

1. Smoking/smokefess tobacco e
2, Aicohol/mon-medical drugs: marijuana, cocaine, eic )
3. Steroids
4. FEating Disorders — weight loss or gain?

Review of systems (Please check i you have any problems with any of the following areas of your
body)

. Skin - ... Shoulders, Arms,
o HEB _. MHands
e YOS e SEDIOERIRR e Hips, Legs, Feet
. [Ears . Back . Muscles—Strength,
Nose Urination, Feoeling
__ Mouth/Throat Bowel Controf _ Mental, Emotionaf
___Nutrition, e Genital fincluding Fatigue
Weight Control menstrual for womenj . Other: What?
Neck

{ certify that the above information is correct to the best of my knowledge.

Student Signaiure

Parent/Guardian SIgNateere ..o

Both Student And Parent/Guardian Signatures Are Mandatory




