LHSAA MEDICAL HISTORY EVALUATION

IMPORTANT: Thisform must be kept on file with the school and is subject to inspection by the LHSAA Rules Compliance Team.

PART I: INFORMATION (To befilled out by parent or guardian only)

Name: Grade: School:

Sex: M | F Age Date of Birth: Home Telephone #: Sports:

Social Security Number: Address: City: Zip:
Parent'sName: Parent'sEmployer: Work Telephone #:

Insurance Company: Policy #: Family Doctor:

PART I1: MEDICAL HISTORY (To befilled out by parent or guardian)

Hasor Doesthisathlete Circle& pleaseexplain all " yes' answer sbelow
1. Haveamedica problemorinjury sincehis/her last evaluation?............ccccveiieiiiiiiiiiciceeee e YES NO
Ever not been allowed to participatein sportsfor amediCal FEASONT .........coouiiiiiieiiiee e YES NO
2. EVErDEENNOSPITAIIZEOP ... ettt et s et et e e h e sttt e n e neas YES NO
Ever had SUFgery?.....ooeeeiieeeeee e ....YES NO
Have any missing organs? (eye, Kidney, tESHICIE, EC.) ....oiuuiiiiiiiiie i YES NO
3. Presently take any MEdiCAION?........cc.uiiiiie ettt ettt et eh e nn et nnb e nne e aeas YES NO
4. Haveany dlergiesto medicine or insect bites?.. ....YES NO
5. Passed OUt dUNNG OF GFtEr EXEICISE?. .. ..ei ittt ettt et s et e b e e b et e sab e e eabe e e eabeesateeanbeeenneeesnneesnnees YES NO
Been dizzy or passed OUt AUING OF aftEr EXEITISE? .......oiiuiie ettt sttt et e st nab e st e e YES NO
Have chest pain dUING OF @fTEr EXEITISE?. ....ouuie ettt ettt ettt e st e e e eab e e sabeeebbeebeeeanneesnneas YES NO
Tiremorequickly than his/her friendSAUriNG EXEICISE?........coiuiii it e e YES NO
HaVE NG DIOOU PIESSUIE? ... ..ottt ettt e it e bt e e e a bt e e ab e e ea b e e sab e e eabee s nbeesabeeanbeeennbeesnbeeenneas YES NO
Been told he/she hasah@art MUIMUI?...........oiiiiiei et r e ns YES NO
Haveracing of the heart or Skipped hEarthEAIS? ...........oi i YES NO
Have afamily member that died of heart problems or sudden death beforeage507?.........coocveiiiiiiiiiii e, YES NO
6. Have any SKIN PrODIEMS? ... ettt ettt e b e e he e e s st e e e ab e e e eabeesabeeembeeebbeeambeeenbeeennbeesnteeanneas YES NO
7. Everhad ahead Or NECK IMJUIY?......coiiii ettt ettt et s et et e e ab e e sab e e e te e e s aee e ssbeeenbeeeanbeesnteeannnas YES NO
Ever been knocked out or unconscious?.. NO
NO
NO
8. NO
NO
9. NO
10. Useany special equipment? (pads, braces, neckrolls, eyeguards, kidney belt, C.) .........cooeeieeiiiieiniciinccece YES NO
11, Haveany problemMSWItN VISIONT ......couiiiiiieie ettt ettt b et bt et st sae e et e nneesbeenaeens YES NO
L [ s Y o oo = o OO PRSP YES NO
12. Ever sprained/strained, dislocated, fractured or had repeated swelling of any bonesor jointS?..........ccoovvevevrieiienneene. YES NO
13, Haveany medical problemslisted below? (Please check off)
High Blood Pressure Rheumatic Fever Diabetes Hepatitis
Mononucleosis Abnormal Bleeding Tuberculosis Asthma
Sickle Cell Disease/Trait Other(list)
14. Listdatesforlast: Tetanus Shot: M easlesImmunization:
15. Femaleathletes, list datesfor: First menstrual period: Last menstrual period:

Longest time between periods last year:

Please explain all "yes' answers from above:



PART I11: SSIGNATURES
(You must answer these questions and sign for your child to be examined)

1. Theinformation onthereverseiscurrent and correct to the best of my knowledge............coooeeiiiiiiiiiiiiiniiieeeeiee YES NO
2. | givemy permission for my child to be examined for school-related aCtiVities...........cevvieiirieiiiiiiceeee e YES NO
3. If,inthejudgment of aschool representative, the named student athlete needs care or treatment asaresult of

aninjury or sickness, | do hereby request, consent and authorize for such care asmay be deemed necessary ................... YES NO
4. | recognizethe evaluation to be done on my child isastandard pre-participation screening examination, and

that no in-depth testing, x-rays, labwork, or cardiac testingwill beperformed..............cooceviiiiiiiinie e YES NO
5. | understand that if the medical statusof my child changesin any significant manner after his’her physical

examination, | will notify his/her principal of thechangeimmediately ............cooiiioiii e YES NO
6. | givemy permissionfor the athletic trainer to releaseinformation concerning my child’ sinjuriesto the

head coach/athletic director/principal of hi/her SCNOO0L. ..........ooiiiiiiiii e s YES NO
Signature of Parent/Guardian: Date:
Signature of Student Athlete: Date:

PART IV: PHYSICAL (To befilled out by a licensed physician /licensed nurse practitioner in collaboration with doctor or a licensed
hysician’s assistant under the supervision of a licensed physician.)

Height Weight Blood Pressure / Pulse

SYSTEM NORMAL ABNORMAL INITIALS COMMENTS

Heart

Lung

Other

Abdominal

Genitaia

’ Neck

Shoulder

Elbow

Wrist

Hand

Back

Knee

Ankle

Foot

Eye Right 20/ Left 20/ Corrected? YES / NO

CLEARANCE: A. Cleared
B. Cleared after further eval uati on/treatment

C. Not cleared for: Collision Contact Non-contact
RECOMMENDATIONS:
NAME OF MD/NURSE PRACTITIONER: DATE:
ADDRESS: TELEPHONE:

SIGNATURE OF MD/NURSE PRACTITIONER:



