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New Jersey Department of Education
ANNUAL ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION FORM

Pan A: HEALTH HISTORY QUESTIONNAIRE-Completed by the parent and student and reviewad by examining provider
Pan B: PHYSICAL EVALUATION FORM-Completed by examining licensed provider with MD, DO, APN or PA

Part A HEALTH HISTORY QUESTIONNAIRE

Today's Data: Date of Last Sporis Physical:

Student’s Nama: Sex: M F (circle one) Age: Grade:
Date of Birth: I/ Schoot: Distric(;

Spon(s): Home Phone: ( )
Provider Name (Medical Home): Phone: Fax:

EMERGENCY CONTACT INFORMATION

Name of parenv/guerdian: Relstionship to student:
Phone (work): Phona (home): Phone (cell):
Additional emergency conlact; Relalionship 10 student:
Phone (work): Phone (home): Phone (cell):

Directions; Please answer the folfowing questions about the sludent's medical hislory by CIRCLING the cosrect response. Explain all
“yes” responses on the lines below the questions. Pleasa respond lo all queslions.

1. Have you ever had, or do you currently have:

a. Restriction frorn sports for 8 health related problem? Y /N /Don't Know
b. Aninjury or illness since your last exam? Y /N /Oon't Know
¢. A chronic or ongoing illness (such as diabetes or asthma)? Y /N /Dan't Know
(1.} Aninhaler or olher prescriplion medicine lo control asthma? Y/ N/ Don't Know
d. Any prescribed or over the counter medications Ihat you lake on a ragular basis? Y /N /Don't Know
e Surgery, hospilalization or any emergency room visit(s)? Y /N / Don't Know
f. Any allergies to medications? Y/N/Don'tKnow ~
9. Any allergies to bee slings, pollen, latex or foods? Y / N/ Don't Know

(1.) Il yes, chack type of reaction:
3 Rash O Hives D Breathing or other anaphylactic reaclion

(2)) Take any madication/Epipen taken for allergy symptoms? (List below.) Y /N / Don't Know
h. Any anemias, blood disorders, sickle cell disease/trail, bleeding tendencies or clotting disordars? Y / N/ Don't Know
i. A blood relalive who died before age 50? Y / N/ Don't Know

Explain all "yes” answers here (include relevanl dates):

List all medications hers:

Madication Name D083Q8 Frequency
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2. Have you ever had, or do you currently have, any of the !ollowmg hosd-rslated condilions:

a. Concussion or haad injury (including “bell rung” or a "ding”)? Y / N/ Don't Know
b. Memory loss? Y / N/ Don't Know
¢. Knockad out? Y /N /Don't Know
¢, Aselzure? Y / N/ Don't Know
d. Frequenl or severs headaches (With or without exercise)? Y /N /Don"t Know
e. Fuzzy or blurry vision Y / N/ Don't Know
(. Sensilivily 0 lightnoise Y / N/ Don't Know

Explain all “yes” answers hera {include relevant dates);

3. Have you ever had, or do you currently have, any of the following heart-relatsd conditians:

a. Reslsiclion from sports {or heart problems? Y /N /Don't Know
b. Chest pain or discomfon? Y /I N/ Don't Know
¢ Heart murmur? Y / N/ Don't Know
d. High blood pressure? Y I N/ Don’'t Know
6. Elevalad choleslerol level? Y 1 N/ Don' Know
f. Hearl infaction? Y/ N/ Dont Know
g. Dizziness or passing out during or afler exarcise wilhoul known cause? Y/ N/ Don't Know
h. Has a provider ever ordered o heari lest ( EKG, echocargiogram, stress tesi, Holter monitor)? Y / N/ Don't Know
i. Racing or skipped heartbests? Y / N/ Don't Know
j» Unexplained difficully brealhing or feligue during exercise? Y /N / Don’t Know
k. Any [amily member (blood relative):
(1.} Under age 50 with 8 hean condilion? Y / N/ Donl Know
(2.} With Marfan Syndrome? Y / N/ Don't Know
(3.} Died of a heart problem before age 50? I yes, ot what age? Y /N / Don'l Know
{4.} Died with no known raason? Y / N/ Don'l Know
(5.} Died while exercising? If yes, was it during or after? (Circle one.) Y /N /Don't Know

Explain all “yes” answers here (include refevant dates):

4. Have you aver had, or do you currently have, any of the following eye, esr, nose, mouth or throat condllions:

a. Vision problems? Y / N/ Don't Know

(1.) Wear conacis, eyeglassss or proteciive eye wear? (Circle which lype.} Y /I N/ Don'l Know
b. Hearing loss of problems? Y / N/ Don't Know

(1.) Wear hearing aides or implants? Y /N/Don't Know
c. Nasal fraciures or frequenl nose bleeds? Y /N / Dan’lL Know
d. Wear braces, relainer or prolective mouth gear? Y /N/Don't Know
e. Frequenl slvep or any other conditions of the throat (e.g. tonsikitis)? Y / N/ Don't Know

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

5. Have you ever had, or do you currently have, any of the foliowing nsuromuscuiar/onthopedic conditions.

a. Numbness, a "purner®, *stinger" or pinched nerve? Y / N/ Don't Know
b. Asprain? Y /N /Don't Know
c. Astrain? Y / N/ Dan't Know
d.  Swelling or pain in muscles, tendons, banes or joinls? Y / N/ Don't Know
e. Dislocated joint(s)? Y /N /Don'l Know
(. Upper or lower back pain? Y/ N/ Oon't Know
g. Fraciure(s), stress fracture(s). or broken bone(s)? Y / N/ Dont Know
h. Do you wear any proleclive braces or aquipment? Y / N/ Don't Know

Explain a1l (yes) answers here (include relevant dates):
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6. Have you aver had or do you cutrently have any of the following ganeral or axarcisa related conditions.
a. Difficully breathing?

(1.} During exercise? Y / N/ Don'l Know

(2.) After running ong mile? Y / N/ Don't Know

{3.) Coughing, wheezing or shartness af breath in weather changes? Y /N /Doa't Know

{4.) Exercise-induced aslhma? Y /N/Don't Know

t. Controlled with medication? (specity ) Y /N /Don't Know

ii. Experience dizziness, passing oul or fainling? Y I N/Don'l Know

b. Viralinfeclions {e.g. mono, hepalilis, coxsackia virus)? Y /N/Don'l Know

c. Become lired more quickly than others? Y / N/ Don't Know
d. Any of the following skin conditions:

(1.) Cold sores/herpes, impstigo, MRSA, ringwarm, wans? Y /N /Don’t Know

{2.) Sun sensilivily? Y /N / Don’t Know

a. Weigh( gain/loss (of 10 pounds or mora)? Y /N/Don't Know

{1.) Do you want lo weigh more or less than you do now? Y /N/Don't Know

{. Ever had feelings of depression? Y /N/Don't Know

g. Heatl-related problems (dehydrallon, dizziness, fatigus, headache)? Y / N/ Don'l Know

(1.) Heal exhauslion {cool, ctammy, damp skin)? Y / N/ Don't Know

(2.} Heal slroks (hot, red, dry skin)? Y /N/Don'l Know

(3.) Muscle cramps? Y / N/ Don't Know

h. Absencs or loss of an organ (e.q. kidney, eyeball, spleen, teslicle, ovary)? Y I N7 Don't Know

Explain all “yes’ answers here (include relevant dales):

7. Females only:

Age of onset of menstruation: How many menslrual periods In the lasl twelve (12) monihs?

How many periods missed in the last twelve {12) monlhs?

8. Males only:
Havs you had any swalling or pain in your esticles or groin? Y /N /Don1 Know

PARENT/GUARDIAN SIGNATURE

| certify that the information provided herein is accurate to the best of my knowiedge as of the date of my
signature.

Signature, Parent/Guardian or Student Age 18 Date of Signature:

THIS COMPLETED AND SIGNED HEALTH HISTORY MUST BE REVIEWED BY THE
EXAMINING PROVIDER AT THE TIME OF THE MEDICAL EXAM.
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ANNUAL ATHLETIC PRE-PARTICIPATION PHYSICAL EVALUATION FORM

Part 8: Physical Evaluation Form

(Completed by the examining ficensed provider MD, DO, APN or PA)

o UDENT INFORMATION. __

Siudent’'s Name: Spon(s):

Sex: M F (circle one)  Age: Grade Dale of 8inh:
Address:

City/Stale/Zip: Home Phone:
Schoot: Oistrict:

Pareal/Guardian's Full Name:

- EXAMINING PHYSICIAN/PROVIDER CONTACT INFORMATION-
If conducled by schoal physician check here O

Name: Phona: Fax:
Address: City/Slate/Zip:_
- FINDINGS OF PHYSICAL EVALUATION -
Height: Weight: Blood Pressure: _____/_ Pulse: ___ bpm.
Vision: R20/___L20/___ Cormectad: Y/N Contacts: Y/ N Glasses: Y/N

INDICATORS NORMAL? ABNORMAL FINDINGS/COMMENTS
General Appearance YES
Head/Neck YES
Eyes/Sclera/Pupils YES
Ears YES
Gross Hearing YES
Nose/Mouth/Throat YES
Lymoh Glands YES
Cardiovascular YES
Heart Rale YES
Rhythm YES
Murmur ABSENT
It murmur present i rnehanide| Standing makes it:  Louder Soller No Change
] LT 3 | Squatting mekes it:  Louder Softer Ne¢ Change
AN ET Y RN 3F | Valsalva makes it: Louder Softer No Change
Femoral Pulses YES
| Lungs: Auscullalion/Percussion YES
Chest Conlour YES
Skin YES
Abdomen {liver, spleen, masses) YES
Assessment of physical malurslion or YES
Tanner Scale
Teglicular Exam (Males Only) YES
Neck/Back/Spine: YES
Range of Motion YES
Scoliosis ABSENT
Upper Extremities: (ROM, Strength, YES
Stability)
Lower Extremiliss: (ROM, Strength, YES
Stability)
Neurological; Balance & Coordinalion YES
Hamla ABSENT
[ Evidence of Marfan Syndrame ABSENY
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Most recent immunizations and dates administered:

Medications currently prescribed, with dose and frequancy:

Medicalion Name Dogage Frequency

Additional observations:

Ganeral Diagnosis:

General Recommendations:

THE HISTORY PREPARED BY THE PARENT/STUDENT MUST BE REVIEWED BY
THE EXAMINING PROVIDER AT THE TIME OF THE PHYSICAL EXAMINATION.
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I CLEARANCES: (See notes at botiom for conditlons requiring altention and for a list of sports by level of contact) W

a A, Sludent is cleared for participation in all sports without restriction.
a B. Student is withheld clearance for participation in any sport until evatuation / treatment of:
a C. Student is cleared for participalion in limited types of sponts which exclude the following types of sports
contact: (CHECK ALL THAT APPLY)
. CONTACT/COLLISION ___ NON-CONTACT/STRENUOUS
——. LIMITED CONTACT ___ NON-CONTACT/NON-STRENUOUS
Due to:
HISTORY REVIEWED AND STUDENT EXAMINED BY: Physician’s/Provider's Stamp:
Primary Care Provider D
School Physician Provider 0
License Type:
MD/DO (u]
APN 0
PA o
PHYSICIAN'S/PROVIOER'S SIGNATURE: Today's Date:
Date of Exam:
RISTORY REVIEWED 8Y:
fName Today's Date:
SIGNATURE: . Review Date:
.. RESERVED'FOR SCHOOLDISTRICTUSE %" . ' ]
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NOTES TO THE EXAMINING PROVIDER

Conditions requiring cleerance before sports participation include, but are nol limited to the following:

Anaphylaxis; Atlanloaxial instabilily; Bleeding disorder; Hypenension;Congenital heart disease, Dysrhylhmia; Milral valve prolapse;
Heart murmur; Cerebral palsy; Disbetes mellitus: Eating disorders; Heat illness history; One-kidney athleles; Hepalomegaly,
Splenomegaly; Malignancy; Seizure Disorder; Marfan Syndroms; Hislory of repealed concussion; Organ transplant racipient; Cystic
fibrosis; Sickle cell disease; and/or One-eyed alhiates or athleles with vision greater than 20/40 in one eye.

SAMPLES OF CLASSIFICATION OF SPORTS 8Y CONTACT
Contaci/Collision | Limited Contacl Non-Contact
Sirenuoys Non-strenuous
Basketball Baseball Discus Bowling
Dlving Cheerlaading Javelin Golf
Field Hockey Fancing Shot put
Foolbalt High Jump Rowing
Ice Hockey Pole vaull Running/Crass Country
Lacrosse Gymanastics Strenglh Training
Soccer Skiing Swimming
Wrasliing Sofiball Tannis
Volleyball Track

L 4

>

N.JAC. 6A:16-2.2 requires the schoo! physician to provide written notification to the pareatllegal guardian stating
approval or disapproval of the student's participation in athletics based on this physical evaluation. This evaluation and
the notification letter become part of the student’s schoot health record.

A 4

L 3

Effects of physiologic mansauvers on heart sounds: Physical Stigmata of Marfan's Syndrome
Standing Increases murmur of HCM Kyphosis
Decreases murmur of AS, MR High arched palale
MVP click occurs earlier in syslole Pectus excavatum
Arachnodactyly
Squatling incraases murmur of AS, MR, Al Arm span > height 1.05:1 or greater
Decreases murmur of MCH Mitral Valve Prolapse
MVP click delayed Aortic Insufficiency
Myopia
Valsalva Increases murmur of HCM Lenticular dislocation

Decreases murmur of AS, MR
MVP click occurs earlier in systole

HCM = Hypertrophic Cardio Myopathy
AS = Aottic Stenosis

Al=  Aorlic Insufficiency

MR = Mitral Regugitation

MVP = Mitral Valve Prolapse
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ATHLETIC COMPETITION HEALTH SCREENING FORM FOR STUDENTS

Name . ﬁ Date
Last First' ~ Initial

To be completed by the PARENT/GUARDIAN

The above named student has my permission to participate in all sports at Gloucester County
Christian School with the exception of the following:
(if no exception, writz “NONE")

\
Realizing that such activities involve the potential for injury which is inherent in all sports, 1
acknowledge that even with the use of reasonable cace in coaching, protective equipment and
obsgervance ofru!es,d,ﬁhysical hazards and injuries are still a possibility. On rare occasions these
physical hazards and injuries can' be so severe as to result in total disability, paralysis or aven
death. T acknowledge that I have read and understand this warning.

When equipment is (ssued to a student, it is expected to be returned. Students whose equipment
ts LOST or STOLEN will be expected to PAY FOR IT.

Having sead the above information, I give my permission for my son/daughter to participate in
athletics at Gloucester County Christian School.

Signed

Date

To be completed by the ATHLETE
Please consider this to be a request to become a member of the athletic’ ceam(s).

When equipment is issued to a studenl, it is expected to be returned. Students whose equipment
is LOST or STOLEN will be expected to PAY FOR IT.

1 realize that, as a member of an athletic team at GCCS, 1 represent the school and the Lord Jesus
Christ while at practice and during games. I also realize that if I am disciplined at schoot and
receive a suspension that I will be removed from the team immediately.

Signed

Date

word perfect c:\general\physform.wpd
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