
 (to be completed by student and parent) print legibly
Student’s Full Name: _____________________________________________ Sex Assigned at Birth: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Sport(s): _______________________________
Home Address: _________________________________ City/State: ____________________ Home Phone: (_____) __________________________
Name of Parent/Guardian: _______________________________________ E-mail: _____________________________________________________

Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

MEDICAL HISTORY FORM

__________________________________________________________________________________________
Have you ever had surgery? If yes, please list all surgical procedures and dates:

__________________________________________________________________________________________

__________________________________________________________________________________________
Do you have any allergies? If yes, please list all of your allergies (i.e., medicines, pollens, food, insects):

__________________________________________________________________________________________

Not at all Several days Over half of the days Nearly everyday

Feeling nervous, anxious, 
or on edge 0 1 2 3

Not being able to stop or 
control worrying 0 1 2 3

in doing things 0 1 2 3

Feeling down, depressed, 
or hopeless 0 1 2 3

Explain “Yes” answers at the end of this form. Yes No

1 Do you have any concerns that you would like to discuss with 
your provider?

2 sports for any reason?

3 Do you have any ongoing medical issues or recent illnesses?

No

8
Has a doctor ever requested a test for your heart? For 
example, electrocardiography (ECG) or echocardiography 
(ECHO)?

9 Do you get light-headed or feel shorter of breath than your 
friends during exercise?

10 Have you ever had a seizure?

No No

4 exercise?

5 your chest during exercise?

6 (irregular beats) during exercise?

7 Has a doctor ever told you that you have any heart problems?

11 had an unexpected or unexplained sudden death before age 
35? (including drowning or unexplained car crash)

12
as hypertrophic cardiomyopathy (HCM), Marfan Syndrome, 
arrhythmogenic right ventricular cardiomyopathy (ARVC), 
long QT syndrome (LQTS), short QT syndrome (SQTS), Brugada 
syndrome, or catecholaminerigc polymorphic ventricular 
tachycardia (CPVT)?

13 Has anyone in your family had a pacemaker or an implanted 



Student’s Full Name: _____________________________________________ Date of Birth: ___ /___ /_____ School: __________________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

No

14 Have you ever had a stress fracture?

15 Did you ever injure a bone, muscle, ligament, joint, or tendon 

16 Do you have a bone, muscle, ligament, or joint injury that 
currently bothers you?

No

26 Do you worry about your weight?

27 Are you trying to or has anyone recommended that you gain 
or lose weight?

28 Are you on a special diet or do you avoid certain types of 
foods or food groups?

29No

17
asthma?

18 other organ?

19 in the groin area?

20
Do you have any recurring skin rashes or rashes that come and 
go, including herpes or methicillin-resistant staphylococcus 
aureus (MRSA)?

21 Have you had a concussion or head injury that caused 
confusion, a prolonged headache, or memory problems?

22 your arms or legs, or been unable to move your arms or legs 

23 Have you ever become ill while exercising in the heat?

24 Do you or does someone in your family have sickle cell trait 
or disease?

25 Have you ever had or do you have any problems with your 
eyes or vision?

tests listed above.

Student-Athlete Name: _________________________   Student-Athlete Signature: ____________________________  Date: ___ / ___ / ___

Parent/Guardian Name: ________________________   Parent/Guardian Signature: ___________________________  Date: ___ / ___ / ___

Parent/Guardian Name: ________________________   Parent/Guardian Signature: ___________________________  Date: ___ / ___ / ___

Explain “Yes” answers here:

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________



Student’s Full Name: _____________________________________________ Date of Birth: ___ /___ /_____ School: __________________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

PHYSICAL EXAMINATION FORM

PHYSICIAN REMINDERS:

• Do you feel stressed out or under a lot of pressure? • Do you ever feel sad, hopeless, depressed, or anxious?

• Do you feel safe at your home or residence? •

• Do you drink alcohol or use any other drugs? • Have you ever taken anabolic steroids or used any other performance-enhancing 
supplement?

• Have you ever taken any supplements to help you gain or lose weight or improve your 
performance?

    EXAMINATION

         /            (        /        )                                          R 20/                   L 20/                             Yes      No

Appearance
•

Eyes, Ears, Nose, and Throat
• Pupils equal
• Hearing

Lymph Nodes

Heart
•

Lungs

Abdomen

Skin
•

Neurological

Neck

Back

Shoulder and Arm

Elbow and Forearm

Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Foot and Toes

• Double-leg squat test, single-leg squat test, and box drop or step drop test

Name of Healthcare Professional (print or type): _____________________________________________________ Date of Exam: ___ / ___ / ______

Address: ____________________________________ Phone: (_____) _________________ E-mail: ________________________________________



 (to be completed by student and parent) print legibly
Student’s Full Name: _____________________________________________ Sex Assigned at Birth: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Sport(s): _______________________________
Home Address: _________________________________ City/State: ____________________ Home Phone: (_____) __________________________
Name of Parent/Guardian: _______________________________________ E-mail: _____________________________________________________

Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)

This form is valid for 365 calendar days from the date signed below.

_______________________________________________________________________________________________________________________________________

          Medically eligible for only certain sports as listed below:

_______________________________________________________________________________________________________________________________________

          Not medically eligible for any sports

_______________________________________________________________________________________________________________________________________

the conclusion(s) listed above. A copy of the exam has been retained and can be accessed by the parent as requested. Any injury or other medical 

Name of Healthcare Professional (print or type): ____________________________________________________________ Date: ___ / ___ / ______

Address: __________________________________________________________________________________ Phone: (_____) _________________ 

Check this box if there is no relevant medical history to share related to Provider Stamp 

List: ____________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

       Allergies      Asthma      Cardiac/Heart      Concussion      Diabetes      Heat Illness      Orthopedic      Surgical History      Sickle Cell Trait      Other

Explain: _________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Signature of Student: _____________________________ Date: ___/___/___  Signature of Parent/Guardian:________________________________  Date: ___/___/___

and/or cardio stress test.


