ADRIAN PUBLIC SCHOOLS Clear Form

PREPARTICIPATION HEALTH EVALUATION

PERSONAL INFORMATION

Name of Student Sex Grade Level 2009-10 Age Date of Birth
Street Address: City Zip Home Phone:
Father’s Name: Address if different:

Mother’s Name : Address if different:

Family Physician: Office Phone:

In case of emergency, parents will be contacted first. Please list non parent contact:

Name Relationship

Address Phone (H) (W)

HEALTH REPORT (Check “Yes” or “No”. Explain “Yes” answers below)
1. Over the next 12 months | wish to participate in 7.

Do you have any allergies to any medication?

the following sports:

dYes [CINo

A 8. Have any members of your family younger than 50 had
B. a heart attack, heart problem or died unexpectedly?
C. Cdyes [CINo
2. Have you missed more than 3 consecutive days of partici- 9. Have you ever had a heart murmur, high blood pressure,
pation in usual activities because of any injury this past or heart abnormality? [JYes [INo
year? [JYes [INo
10. Are you missing any paired organ? [1Yes [INo

3. Have you missed more that 5 consecutive days of partici-
pation in usual activities because of an illness, or have 11.
you had a medical illness diagnosed that has not been
resolved in this past year? [JYes [INo

Are you concerned about any problem or condition at this

time? [Clyes [INo

12. Do you have any eating concerns? [1Yes [INo
4. Have you had a seizure, concussion or been unconscious

in the lastyear? [1Yes [CINo 13. When was your last tetanus booster?

5. Have you had surgery or been hospitalized in this past
year? [JYyes [CINo

Explain “Yes” answers here:

6. List all medications you are presently taking and what
condition the medication is for:

A
B.
C.

INSURANCE STATEMENT/EQUIPMENT RESPONSIBILITY/ATHLETIC CODE

**| hereby give my consent for the above student to participate in interscholastic athletics as offered by Adrian Public Schools, and to accompany such
teams as a member on its out of town trips.

**| also agree to reimburse the Athletic Department for equipment/uniforms issued to my son/daughter should it not be returned.

**My son/daughter and | have read the enclosed athletic code and by our signatures below agree to abide by the athletic policies as set forth by Adrian
Public Schools and the policies established by the Michigan High School Athletic Association.

**| further agree and understand that Adrian Public Schools, or any supervisor will not be held responsible for any sickness or injury caused directly or
indirectly from participating in the program.

**| understand that this entire form will be used for any emergency medical treatment my child might require.

**\We have our own insurance policy. [JYes [INo  Name of company

| hereby state that, to the best of my knowledge, the above information is correct and agree to abide by all conditions stated above.

SIGNATURE OF ATHLETE
DATE

SIGNATURE OF PARENT/GUARDIAN
DATE




PHYSICAL EXAMINATION

Name Date of Birth

To be completed by athlete/parent prior to physical:

HISTORY YES NO HISTORY YES NO HISTORY YES NO
Have you ever had: Have you ever had: Do you now have:
Fainting || I Kidney Disease | | Painful Joints .| .|
Diphtheria [ [ ] Tuberculosis || [ Backaches [ ]
Scarlet Fever | Jaundice [ [ Pounding of Heart [ ]
Rheumatism [ [ | Sickle-Cell Anemia  [] | Shortness of Breath_ ] ]
Rupture | - Frequent Urination ] [
Rheumatic Fever [ ] [ ] Cough [ [
Do you now have:

Poliomyelitis Q = Blurred Vision || = Nosebleeds | |
Pneumonia L [ Headaches [ [ Frequent Sore Throats ] (|
Asthma [ | 1 Fainting [ [} Stomach Pains [
Diabetes [ ] Convulsions O [
Heart Disease ] | Blackouts [ [
Heart Murmor L [ ]
Chest Pain | []

To be completed by examining MD, DO, Physician’s Assistant on day of physical:

Height Weight Pulse Blood Pressure

PHYSICAL EXAMINATION
To be completed by the examining MD, DO, Physician’s Assistant or Nurse Practioner.
(Categories may be added or deleted; check appropriate column.)
SYSTEM NORMAL ABN. SYSTEM NORMAL ABN

Urinalysis Chest

Vision Lungs

Ears Heart

Nose Abdomen

Throat Hernia

Teeth-Cavities Genitalia/Testicular Exam

Orthopedic Neurologic

Thyroid Muscular

RECOMMENDATIONS:

I certify that | have examined the above student and recommend him/her as being able to compete in supervised athletic activities

not crossed out below.
BASEBALL-—BASKETBALL-—BOWLING----COMPETITIVE CHEER—-CROSS COUNTRY—-FOOTBALL-—GOLF—GYMNASTICS---SOCCER—-
SOFTBALL-—SWIMMING---TRACK—TENNIS--VOLLEYBALL—WRESTLING

A CURRENT YEAR PHYSICAL IS ONE GIVEN ON OR AFTER APRIL 15 OF THE PREVIOUS SCHOOL YEAR.

SIGNATURE OF CIRCLE ONE:

EXAMINER: X MD DO PA __ NP
PRINTED NAME DATE:

OF EXAMINER:

Print Form
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