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SPORIS MEDIGINE





HISTORY FORM
	Medicines: Please list all prescription & over-the counter medicines & supplements (herbal & nutritional) that you are currently taking
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

	Do you have any allergies? _____Yes _____No          (If yes, please identify specific allergy below.)

	_____ Medicines
	_____ Pollens
	_____ Food
	_____ Stinging Insects

	General Questions
	Yes
	No
	
	Medical Questions
	Yes
	No

	1
	Has a doctor ever denied or restricted your participation in sports for any reason?
	
	
	
	19
	Do you cough, wheeze, or have difficulty breathing during or after exercise?
	
	

	2
	Do you have an ongoing medical condition?

(diabetes/asthma/seizure disorder)
	
	
	
	20
	Have you or anyone in your family been diagnosed with asthma?
	
	

	3
	Have you ever spent the night in the hospital?
	
	
	
	21
	Were you born without or are you missing a kidney, an eye, a testicle (males) or any other paired organ?
	
	

	4
	Have you had any recent injuries or surgeries?
	
	
	
	
	
	
	

	Heart Health Questions
	Yes
	No
	
	22
	Do you have any rashes, pressure sores, or other skin disorders?
	
	

	5
	Have you ever passed out during or after exercise?
	
	
	
	
	
	
	

	6
	Does your heart ever race or skip beats?
	
	
	
	23
	Have you had herpes or MRSA sin infection?
	
	

	7
	Have you ever had unusual pain in your chest or shortness of breath during exercise?
	
	
	
	24
	Have you ever had a head injury or concussion?
	
	

	
	
	
	
	
	25
	Have you ever had numbness, tingling or weakness in your arms or legs after being hit or after falling?
	
	

	8
	Have you ever been diagnosed with a heart problem?
	
	
	
	
	
	
	

	
	
	
	
	
	26
	Do you have headaches with exercise?
	
	

	9
	Have you ever been diagnosed with any of these problems?
HBP / heart murmur / High cholesterol / 
heart infection / Kawasaki disease / Marfan
	
	
	
	27
	Have you ever become ill while exercise in the heat?
	
	

	
	
	
	
	
	28
	Do you get frequent muscle cramps when exercising?
	
	

	
	
	
	
	
	29
	Do you or someone in your family have Sickle Cell Trait or Disease?
	
	

	10
	Do you get lightheaded or feel more short of breath than expected during exercise?
	
	
	
	Females Only
	Yes
	No

	
	
	
	
	
	30
	Have you had a menstrual period?
	
	

	11
	Have you or anyone in your family ever had an unexplained seizure?
	
	
	
	31
	How old were you when you had your first menstrual period?
	

	12
	Does anyone in your family have a serious heart condition?
	
	
	
	32
	How many periods have you had in the last 12 months?
	

	13
	Has any family member died unexpectedly before age 50?
	
	
	
	
	
	
	

	Bone & Joint Questions
	Yes
	No
	
	
	
	
	

	14
	Have you ever had an injury to a bone, muscle, ligament, or tendon that has caused you to miss practice or a game?
	
	
	
	
	
	
	

	15
	Have you ever had any broken bones or dislocated joints?
	
	
	
	
	
	
	

	16
	Have you ever had an injury that required x-rays, MRI, CT scan, injections, rehabilitation, a brace, a cast, or crutches?
	
	
	
	
	
	
	

	17
	Have you ever had a stress fracture?
	
	
	
	
	
	
	

	18
	Do you regularly use a brace or other assistive device?
	
	
	
	
	
	
	


Explain “YES” answers____________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
I hereby state that, to the best of my knowledge, my answers to the above questions are complete and accurate.
Signature of Athlete: _________________________________________________________________________   Date: _______________________


PHYSICAL EXAMINATION FORM
	Medical
	Normal
	Abnormal Findings

	Appearance

· Marfan Stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, arm>height, hyperlaxity, myopia, MVP, aortic insufficiency)
	
	

	Eyes/Ears/Nose/Throat (Pupils/Hearing Equal)
	
	

	Lymph Nodes
	
	

	Heart

· Murmurs (auscultation standing, supine, +/- Valsalva)
	
	

	Pulses
	
	

	Lungs
	
	

	Abdomen
	
	

	Genitourinary (Males only)
	
	

	Skin (HSV, lesions suggestive of MRSA, tinea corporis)
	
	

	Neurologic
	
	

	Musculoskeletal
	Normal
	Abnormal Findings

	Neck
	
	

	Back
	
	

	Shoulder/Arm
	
	

	Elbow/Forearm
	
	

	Wrist/Hand/Fingers
	
	

	Hip/Thigh
	
	

	Knee
	
	

	Leg/Ankle
	
	

	Foot/Toes
	
	

	Functional (Duck-walk, Single leg hop)
	
	


_____
Cleared for all sports without restriction

_____
Cleared for all sports without restriction with recommendations for further evaluation or treatment for ____________________
________________________________________________________________________________________________________

_____
Not Cleared 


_____ Pending further evaluation

_____ For any sports


_____ For certain sports ____________________________________________________




Reason___________________________________________________

Recommendations_________________________________________________________________________________________________
________________________________________________________________________________________________________________
I have examined the above-name athlete and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and participate in the sport(s) outlined above. A copy of the physical examination is on record in my office and can be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete (and parents/guardians).

Name of Physician (Print/Type): __________________________________________________________ 
Date:_________________

Address: _______________________________________________________________

Phone: ________________________
Signature of Physician: ________________________________________________________________________________ MD or DO

Date of Exam _____/_____/_____					Social Security #: ________________________________


First Name: __________________________ Middle: __________________ Last Name: ___________________________    Sex: M / F


Age: ________	Date of birth: _____/_____/_____ Year (Circle One): 1st/2nd  Sport: FB/M. Soccer/W. Soccer/SB/MXC/WXC/M Golf/W Golf 


Home Address: _____________________________________________________	Phone #: _________________________________


City: __________________________ State: ________   Zip Code: ____________	Email: _________________________________











Date of Exam_____/______/_______	Social Security ID#: ____________________________  Date of Birth________/________/________


Name ____________________________________________________________	


Height: ______________ 	Weight: ______________	BP: _____ / _____ (____ / ____)


Vision: (R) _______/________ (L) _______/________ 	Corrected: ______ Yes	______ No
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