LOGAN

HEALTH

MHSA CONFIDENTIAL ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION

See Montana High School Association, Article Il, Section (3), Physical Exam. A physlcal examination is required for each student in order to be conslidered
eligible for participation In an Assoclation contest. Physical examinations must be completed prior to the first practice. This examination must be certified by
alicensed medical professional acting within the scope and limitations of his/her practice. While Logan Health Is the preferred medical provider of the
MHSA, parents/guardians may choose thelr own medial provider for thelr Physical ExamInation This cerlification Is valid for a period of one school
year, A physical examination conducted befora May 1* Is not valid for participation for the followlng school year, All infarmation Is to remain

confidential.

HISTORY — To be completed by the student and parent(s}).

Name

Male[] Female[J  Grade

Home Address

Parent's Name

Current School

QUESTIONNAIRE FOR ATHLETIC PARTICIPATION (PLEASE PRINT)

Date of Birth

Phone Number

Family Physician

Date

Explain “Yes" answers below. Circle questions to which
you don't know the answer.

1. Has a doctor ever deniad or restricted your parficipation in sports for
any reason?

2, Do you have an ongeing medical condition (like diabeles or asthma)?

3. Ara you currently taking any prescription or nonprescription
(aver-th ter) medicines or pills?

4. Are you taking medicine for ADHD?

5. Do you have allergies to medicines, pollens, foods, or stinging insects?

6. Have you evaer passed out or neariy passed out DURING exercisa?

7. Have you ever passed out or neary passed out AFTER exercise?

8. Have you ever had discomfort, pain, or pressura in your chest during
exercise?

9, Does your heart race or skip beats during exercisa?

10. Has a doctor ever told you that you have (drcla all that apply):

High blood pressitre A heart murmur
High cholesterol Aheart infection

11. Has a doclar ever ordered a test for your heart? (for example, ECG,
echocardiogram)

12. Has anyone in your family died for no apparent reason?
13. Daes anyone In your family have a heart problem?

14. Has any family member or relative dled of heart problems or of sudden

death before age 507

15. Does anyone in your family have Marfan syndrome?

16. Have you ever spent the night in a hospital?

17. Have you ever had surgery?

18. Have you ever had an Injury, [lke a sprain, muscle or ligament tear or
tendonitis that caused you to miss a practice or game: If yes, circle
affected area below:

19, Have you had any broken or fracturad banes, or dislocated joints?

If yes, circle below:
20. Have you had a bone or joint [njury that required xrays, MR], CT,
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surgery, injections, rehabilitation, physical therapy, a brace, a cast, or crutches?

If yes, circle below:

Head Neck | Shoulder | Upper | Elbow { Foream | Hand/ | Chest
am fingers
Upper | Lower Hip Thigh Knee | Calffshin| Ankle Foot/
back back toes
21, Have you ever had a stress fracture? a0
22, Have You been fold that yout have or have yott had an x-tay for 0o d

atlantoaxal {neck) Instability?
Allergles:

23, Do you regularly use a brace or assistive device?

24, Has a doctor ever told you that you have asthma or allergies?

25. Do you cough, wheaze, or have difficulty breathing during or after
exercise?

28, Is there anyone In your family who has asthma?

27, Have you ever used an Inhaler or taken asthma medlcine?

28, Were you born without or ara you missing a kidney, an eye, a testicle,
or any other organ?

29, Have you had Infectious mononucleosis {mono} within the last month?

30. Do you have any rashes, pressure sores, or other skin problems?
31. Have you had a herpes skin infection?
32, Have you aver had a head injury or concussfon?

33. Have you been hit in the head and been confused or lost your memory?

34, Have you ever had a selzura?

35. Do you have headaches with exercise?

36. Have you aver had numbness, tingling, or weakness in your anms or
legs after belng hit or falling?

37. Have you ever been uhable to teve your amns or legs after being hit
or f{alling?

38. When exercising Ih the heat, do you have severa muscle cramps or
become ill?

39. Has a doctor told you that your or somecne in your famlly has sickle
coll trait or sickla cell diseasa?

40. Have you had any problems with your eyes or vision?

41. Do you wear glasses or contact lenses?

42, Do you wear protective eyewear, such as goggles or a face shleld?

43, Ara you happy with your welght?

44, Are you trying to gain or lose welght?

45, Have anyone recommended you change your welght or eating habits?

48. Do you limit or carefully contro] what you eat?

47, Do you have any concems that you would like to discuss with a doctor?

FEMALES ONLY

48, Have you ever had a menstrual period?

49. How old were you when you had your first menstrual perlod?
80, How many periods have you had in the last year?

Explain "Yes" answers hera:
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Required for School® and Recommended Immunizations: {pleass check if student is up-to-date); [ Hepatitis A; [ Hepatitis B; {] Human Papillomavirus (HPV};
[Jinfluenza; [] Measles, Mumps, Rubella (MMR}"; (] Meningococcal; []Polio*; (] Tetanus/Diphtharia/Pertussis (Tdap)®; (] Varicella (Chickenpax)”

Date of last known tetanus shot {Tdap):




PROVIDER'S PHYSICAL EXAMINATION FORM

Name Date of Blrth

Height Welght Pulse BP: Left Arm / Right Arm I

Vislon R 20/ L20/ Corrected: .Y N Puplls: Equal Unequal

NORMAL ABNORMAL FINDINGS INITIALS*
* MEDICAL

Appearance

Eyes/ears/nosefthroat

Hearing

| Lymph nodes

Heart

Murmurs:

Pulses

Lungs

Abdomen

Hemia

Skin

MUSCULOSKELETAL

Neck

Back

Shoulderfarm

Elbow/forearm

Wiristhands/fingers

Hipfthigh

Knee

Leg/ankle

Footftoes

*Multiple examiner set-up only.
Notes:

CLEARANCE

Typed or printed name of Student Signature of Student

[ Cleared without restriction
O Cleared with recommendations for further evaluation or treatment for:

O Notclearedfor O All sports [O Certaln sports Reason:
Recommendations:,

Name of physician/medical provider [print or type] Date
Address Phone

Signature of physiclan/medical provider

PARENT'S OR GUARDIAN’S PERMISSION AND RELEASE

| certify that the information provided by the student/parent(s) is accurate to the best of my knowledge. | hereby give my consent for the above student to
engage in approved athletic activities as a representative of his/her school, except those indicated above by the licensed professional. [ also give my
permission for the team physician, athletic trainer, or other qualified personnel to have access to information provided here as well as to give first aid
treatment to this student at an athletic event in case of injury. If emergency service involving medical action or treatment is required and the parents(s) or
guardian(s) cannot be contacted, | hereby consent for the student named above to be given medical care by the doctor or hospital selected by the school.

Typed or printed name of parent or guardian Signature of parent or guardian
Date Address [nsurance (Company name)
Parent's Home Phone Parent's Work Phone Parent’s Cell Phone Additional Phone (if any-specify)

ALL INFORMATION IS TO REMAIN CONFIDENTIAL {Updated (4/23)




