ATHLETIC PRE-PARTICIPATION
PHYSICAL EXAMINATION

Article VIl 36.14(1) Physical Exam. Every year each studeni shall present to the student's superintendent a certificate signed by a
ficensed physician and surgeon, ostecpathic physician and surgeon or osteopath, qualified chiropractor, physician's assistant, or
advanced registered nurse practitioner to the effect that the student has been examined and may safely engage in athietic competition.

The certificate of physical examination s vaiid for the purpose of this rule for one calendar year. A grace perlod not to
exceed thirty days ls allowed for expired certifications of physical examination.

QUESTIONNAIRE FOR ATHLETIC PARTICIPATION (Please Print)

NAME MALE FEMALE DATE OF BIRTH GRADE
HOME ADDRESS : PHONE #
PARENT'S NAME FAMILY PHYSICIAN

Date Signature of Student

HEALTH HISTORY (Student Athlete or Parent/Guardlan to Flil Qut #1 - 31 Before Exam)
{Parent/Guardian is Requlred to Sign on Back of the Form After Examination.)

Yes No Has This Student Had Any? Yes No Has This Studen. Had Any?
1. Chronic or recurrent illness? 14, Asthma?
2 Hospitalizations? 15. ___ Epilepsy?
3. Surgery, other than tonsillectemy? 18, Diabetes?
4, Missing organs (sye, kidney, testicle}? i7. __ Eyeglasses or contact lenses?
5 Allergy to medications? 18. Daental braces, bridges, plates?
6. Problems with heart or blood pressure?
7. Chest pain with exercise? Yes No Is there g history of?
8. Dizziness or fainting with exercisa? 1. injuries requiring medical treatment?
9. Frequent headaches, convulsions, 20. Neck injury?
dizziness or fainting? 21. Khee injury?
0 Concussion or unconsciousness? 22, ___ Knee surgery?
11. Heat exhaustion, heat stroke, or 23, : Ankle injury?
other heat problems? 24, Other serious joint injury?
12, Any liinass lasting over a week? 25, Broken bones {fractures)?
13. Rheumatic fever?
Yes No Further history:
28, Is there any history of family or genstic disease?
b Has any family member died suddenly at less than 40 years of age of causes other than an accident?
28. Has any family member had a heart aftack at less than 55 years of age?
29, Are you uncomfortably short of breath after running 1/2 mile {2 times around the track) without stopping?
30. List all medications you are presently taking and what condition the medication is for.
A
B.
C.
31. What is the most and the least you have weighed in the past year? Most [Least

Date of last known tetanus (lockjaw) shot:

FOR WOMEN ONLY:

1. How ald were you when you had your first menstrual pericd?
2. In the past year, what is the longest time you have gone betwesen mensirual periods?

Use this space to explaln any of the above numbered YES answers or to provide any additional information:




PHYSICAL EXAMINATION RECORD (To Be Fllled Out by Licensed Professional)

This evaluation is only to determine readiness for sports participation. It shouid not be used as a substitute for reqular heaith
maintenance examinations.

Name Height Weight

Puise Blood Pressure Hemoglobin (Optional) _ UA (Optional)

Normal  Abnormal Findings : Initiats

Eyes

Ears, Nose and Throat
Mouth and Testh

Neck

Cardiovascular

Chest and Lungs
Abdomen

Skin

Genitals-Hernia
Musculoskeletal: ROM,
strength, etc.

11.  Neurological
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Comments re Abnormal Findings:

Participation Recommendations

Full and Unlimited Particlpation

Limlted Participation - May pot participate in the following {checked):

Basaball Basketball Cross Country Football Golf Soccer

Softhall Swimming Tennis Track Volleyball Wrastling

Clearance Pending Documented Follow Up Of

No Athletlc Participation

Licensed Professional’'s Name {Printed) Date

Signature ' Phone

1. I hersby give my consent for the above student 1o engage in approved athletic activities ns a representative or histher school, except those indicated above by the
licensed professiona L understand that sperts participation can involve many RISKS OF INJURY. ¥ understand that dangers and risks of playing or practicing to play in athletics

include, but are not Hmited to death, serious neck and spinal injuries which imay result in complete or partial paralysis, brain damage, serious injury fe virtually all internal organs,
serigus injury to all hones, joints, ligamenis, muscles, tendons and other aspects of the musculo-skeletal system and serious injury or impairment to other aspects of my child’s

body, general health and well-being.
2 I also give my permission for the team physician, athletic wainer ov other qualified personnel to obtatn medical attemtion for this student at an athletic event in cuse of

njury or iliness.

3 1 afso understand that all students of Johnston Comimuenity Scheols are held accountable for their conduct by district policy. Al students and parents should read the
Code of Conduct and be aware of the policy's implication and enforcement.

4. INSURANCE: Al participants in athleties must bave sorme type of fauily heahb/accident insurance coverage or must purchase am alternate school policy. Persons not
purchasing school insurance should understand that there is ne school insurance to provide protection to their e¢ld durlng any phase of his/her participation in achletics.

Insurance nformation i available in the Athletic Office,
A My child is covered by a family health/accident insurance
B. — I will purchase the alternate health/accident policy available through Johnston Cominunity Schools in order to provide my chiid with insurance coverage.

Parent or Guardian Date Student’s signature Date



