
^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ (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: _____________________________________________________
WĞƌƐŽŶ�ƚŽ��ŽŶƚĂĐƚ�ŝŶ��ĂƐĞ�ŽĨ��ŵĞƌŐĞŶĐǇ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ZĞůĂƟŽŶƐŚŝƉ�ƚŽ�^ƚƵĚĞŶƚ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________
&ĂŵŝůǇ�,ĞĂůƚŚĐĂƌĞ�WƌŽǀŝĚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ŝƚǇͬ^ƚĂƚĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�KĸĐĞ�WŚŽŶĞ͗�;ͺͺͺͺͺͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

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

>ŝƐƚ�ƉĂƐƚ�ĂŶĚ�ĐƵƌƌĞŶƚ�ŵĞĚŝĐĂů�ĐŽŶĚŝƟŽŶƐ͗

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

__________________________________________________________________________________________
DĞĚŝĐŝŶĞƐ�ĂŶĚ�ƐƵƉƉůĞŵĞŶƚƐ�;ƉůĞĂƐĞ�ůŝƐƚ�Ăůů�ĐƵƌƌĞŶƚ�ƉƌĞƐĐƌŝƉƟŽŶ�ŵĞĚŝĐĂƟŽŶƐ͕�ŽǀĞƌͲƚŚĞͲĐŽƵŶƚĞƌ�ŵĞĚŝĐŝŶĞƐ͕�ĂŶĚ�ƐƵƉƉůĞŵĞŶƚƐ�;ŚĞƌďĂů�ĂŶĚ�ŶƵƚƌŝƟŽŶĂůͿ͗

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

__________________________________________________________________________________________
WĂƟĞŶƚ�,ĞĂůƚŚ�YƵĞƐƟŽŶĂŝƌĞ�ǀĞƌƐŝŽŶ�ϰ�;W,YͲϰͿ
KǀĞƌ�ƚŚĞ�ƉĂƐƚ�ƚǁŽ�ǁĞĞŬƐ͕�ŚŽǁ�ŽŌĞŶ�ŚĂǀĞ�ǇŽƵ�ďĞĞŶ�ďŽƚŚĞƌĞĚ�ďǇ�ĂŶǇ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ƉƌŽďůĞŵƐ͍�;�ŝƌĐůĞ�ƌĞƐƉŽŶƐĞͿ

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

>ŝƩůĞ�ŝŶƚĞƌĞƐƚ�Žƌ�ƉůĞĂƐƵƌĞ�
in doing things 0 1 2 3

Feeling down, depressed, 
or hopeless 0 1 2 3

'�E�Z�>�Yh�^d/KE^
Explain “Yes” answers at the end of this form.
�ŝƌĐůĞ�ƋƵĞƐƟŽŶƐ�ŝĨ�ǇŽƵ�ĚŽŶ͛ƚ�ŬŶŽǁ�ƚŚĞ�ĂŶƐǁĞƌ͘

Yes No

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

2 ,ĂƐ�Ă�ƉƌŽǀŝĚĞƌ�ĞǀĞƌ�ĚĞŶŝĞĚ�Žƌ�ƌĞƐƚƌŝĐƚĞĚ�ǇŽƵƌ�ƉĂƌƟĐŝƉĂƟŽŶ�ŝŶ�
sports for any reason?

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

,��Zd�,��>d,�Yh�^d/KE^���Khd�zKh
;ĐŽŶƟŶƵĞĚͿ zĞƐ 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?

,��Zd�,��>d,�Yh�^d/KE^���Khd�zKh zĞƐ No ,��Zd�,��>d,�Yh�^d/KE^���Khd�zKhZ�&�D/>z zĞƐ No

4 ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ƉĂƐƐĞĚ�ŽƵƚ�Žƌ�ŶĞĂƌůǇ�ƉĂƐƐĞĚ�ŽƵƚ�ĚƵƌŝŶŐ�Žƌ�ĂŌĞƌ�
exercise?

5 ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĚŝƐĐŽŵĨŽƌƚ͕�ƉĂŝŶ͕�ƟŐŚƚŶĞƐƐ͕�Žƌ�ƉƌĞƐƐƵƌĞ�ŝŶ�
your chest during exercise?

6 �ŽĞƐ�ǇŽƵƌ�ŚĞĂƌƚ�ĞǀĞƌ�ƌĂĐĞ͕�ŇƵƩĞƌ�ŝŶ�ǇŽƵƌ�ĐŚĞƐƚ͕�Žƌ�ƐŬŝƉ�ďĞĂƚƐ�
(irregular beats) during exercise?

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

11
,ĂƐ�ĂŶǇ�ĨĂŵŝůǇ�ŵĞŵďĞƌ�Žƌ�ƌĞůĂƟǀĞ�ĚŝĞĚ�ŽĨ�ŚĞĂƌƚ�ƉƌŽďůĞŵƐ�Žƌ�
had an unexpected or unexplained sudden death before age 
35? (including drowning or unexplained car crash)

12

�ŽĞƐ�ĂŶǇŽŶĞ�ŝŶ�ǇŽƵƌ�ĨĂŵŝůǇ�ŚĂǀĞ�Ă�ŐĞŶĞƟĐ�ŚĞĂƌƚ�ƉƌŽďůĞŵ�ƐƵĐŚ�
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 
ĚĞĮďƌŝůůĂƚŽƌ�ďĞĨŽƌĞ�ĂŐĞ�ϯϱ͍

dŚŝƐ�ĨŽƌŵ�ŝƐ�ŶŽƚ�ĐŽŶƐŝĚĞƌĞĚ�ǀĂůŝĚ�ƵŶůĞƐƐ�Ăůů�ƐĞĐƟŽŶƐ�ĂƌĞ�ĐŽŵƉůĞƚĞ͘

ZĞǀŝƐĞĚ�ϯͬϮϯ

�>Ϯ



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.

�KE���E��:K/Ed�Yh�^d/KE^ zĞƐ No

14 Have you ever had a stress fracture?

15 Did you ever injure a bone, muscle, ligament, joint, or tendon 
ƚŚĂƚ�ĐĂƵƐĞĚ�ǇŽƵ�ƚŽ�ŵŝƐƐ�Ă�ƉƌĂĐƟĐĞ�Žƌ�ŐĂŵĞ͍

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

D��/��>�Yh�^d/KE^�;ĐŽŶƟŶƵĞĚͿ zĞƐ 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?

29 ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĂŶ�ĞĂƟŶŐ�ĚŝƐŽƌĚĞƌ͍D��/��>�Yh�^d/KE^ zĞƐ No

dŚŝƐ�ĨŽƌŵ�ŝƐ�ŶŽƚ�ĐŽŶƐŝĚĞƌĞĚ�ǀĂůŝĚ�ƵŶůĞƐƐ�Ăůů�ƐĞĐƟŽŶƐ�ĂƌĞ�ĐŽŵƉůĞƚĞ͘

ZĞǀŝƐĞĚ�ϯͬϮϯ

�>Ϯ

17
�Ž�ǇŽƵ�ĐŽƵŐŚ͕�ǁŚĞĞǌĞ͕�Žƌ�ŚĂǀĞ�ĚŝĸĐƵůƚǇ�ďƌĞĂƚŚŝŶŐ�ĚƵƌŝŶŐ�
Žƌ�ĂŌĞƌ�ĞǆĞƌĐŝƐĞ�Žƌ�ŚĂƐ�Ă�ƉƌŽǀŝĚĞƌ�ĞǀĞƌ�ĚŝĂŐŶŽƐĞĚ�ǇŽƵ�ǁŝƚŚ�
asthma?

18 �ƌĞ�ǇŽƵ�ŵŝƐƐŝŶŐ�Ă�ŬŝĚŶĞǇ͕ �ĂŶ�ĞǇĞ͕�Ă�ƚĞƐƟĐůĞ͕�ǇŽƵƌ�ƐƉůĞĞŶ͕�Žƌ�ĂŶǇ�
other organ?

19 �Ž�ǇŽƵ�ŚĂǀĞ�ŐƌŽŝŶ�Žƌ�ƚĞƐƟĐůĞ�ƉĂŝŶ�Žƌ�Ă�ƉĂŝŶĨƵů�ďƵůŐĞ�Žƌ�ŚĞƌŶŝĂ�
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
,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ŶƵŵďŶĞƐƐ͕�ŚĂĚ�ƟŶŐůŝŶŐ͕�ŚĂĚ�ǁĞĂŬŶĞƐƐ�ŝŶ�
your arms or legs, or been unable to move your arms or legs 
ĂŌĞƌ�ďĞŝŶŐ�Śŝƚ�Žƌ�ĨĂůůŝŶŐ͍

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?

WĂƌƟĐŝƉĂƟŽŶ�ŝŶ�ŚŝŐŚ�ƐĐŚŽŽů�ƐƉŽƌƚƐ�ŝƐ�ŶŽƚ�ǁŝƚŚŽƵƚ�ƌŝƐŬ͘�dŚĞ�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�ĂŶĚ�ƉĂƌĞŶƚͬŐƵĂƌĚŝĂŶ�ĂĐŬŶŽǁůĞĚŐĞ�ƚƌƵƚŚĨƵů�ĂŶƐǁĞƌƐ�ƚŽ�ƚŚĞ�
ĂďŽǀĞ�ƋƵĞƐƟŽŶƐ�ĂůůŽǁƐ�ĨŽƌ�Ă�ƚƌĂŝŶĞĚ�ĐůŝŶŝĐŝĂŶ�ƚŽ�ĂƐƐĞƐƐ�ƚŚĞ�ŝŶĚŝǀŝĚƵĂů�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�ĂŐĂŝŶƐƚ�ƌŝƐŬ�ĨĂĐƚŽƌƐ�ĂƐƐŽĐŝĂƚĞĚ�ǁŝƚŚ�ƐƉŽƌƚƐͲƌĞůĂƚĞĚ�
ŝŶũƵƌŝĞƐ�ĂŶĚ�ĚĞĂƚŚ͘�&ůŽƌŝĚĂ�^ƚĂƚƵƚĞ�ϭϬϬϲ͘ϮϬ�ƌĞƋƵŝƌĞƐ�Ă�ƐƚƵĚĞŶƚ�ĐĂŶĚŝĚĂƚĞ�ĨŽƌ�ĂŶ�ŝŶƚĞƌƐĐŚŽůĂƐƟĐ�ĂƚŚůĞƟĐ�ƚĞĂŵ�ƚŽ�ƐƵĐĐĞƐƐĨƵůůǇ�ĐŽŵƉůĞƚĞ�Ă�
ƉƌĞƉĂƌƟĐŝƉĂƟŽŶ�ƉŚǇƐŝĐĂů�ĞǀĂůƵĂƟŽŶ�ĂƐ�ƚŚĞ�ĮƌƐƚ�ƐƚĞƉ�ŽĨ�ŝŶũƵƌǇ�ƉƌĞǀĞŶƟŽŶ͘�dŚŝƐ�ƉƌĞƉĂƌƟĐŝƉĂƟŽŶ�ƉŚǇƐŝĐĂů�ĞǀĂůƵĂƟŽŶ�ƐŚĂůů�ďĞ�ĐŽŵƉůĞƚĞĚ�
ĞĂĐŚ�ǇĞĂƌ�ďĞĨŽƌĞ�ƉĂƌƟĐŝƉĂƟŶŐ� ŝŶ� ŝŶƚĞƌƐĐŚŽůĂƐƟĐ�ĂƚŚůĞƟĐ�ĐŽŵƉĞƟƟŽŶ�Žƌ�ĞŶŐĂŐŝŶŐ� ŝŶ�ĂŶǇ�ƉƌĂĐƟĐĞ͕� ƚƌǇŽƵƚ͕�ǁŽƌŬŽƵƚ͕�ĐŽŶĚŝƟŽŶŝŶŐ͕�Žƌ�
ŽƚŚĞƌ�ƉŚǇƐŝĐĂů�ĂĐƟǀŝƚǇ͕ �ŝŶĐůƵĚŝŶŐ�ĂĐƟǀŝƟĞƐ�ƚŚĂƚ�ŽĐĐƵƌ�ŽƵƚƐŝĚĞ�ŽĨ�ƚŚĞ�ƐĐŚŽŽů�ǇĞĂƌ͘

tĞ�ŚĞƌĞďǇ�ƐƚĂƚĞ͕�ƚŽ�ƚŚĞ�ďĞƐƚ�ŽĨ�ŽƵƌ�ŬŶŽǁůĞĚŐĞ͕�ƚŚĂƚ�ŽƵƌ�ĂŶƐǁĞƌƐ�ƚŽ�ƚŚĞ�ĂďŽǀĞ�ƋƵĞƐƟŽŶƐ�ĂƌĞ�ĐŽŵƉůĞƚĞ�ĂŶĚ�ĐŽƌƌĞĐƚ͘� /Ŷ�ĂĚĚŝƟŽŶ�ƚŽ�
ƚŚĞ� ƌŽƵƟŶĞ�ƉŚǇƐŝĐĂů� ĞǀĂůƵĂƟŽŶ� ƌĞƋƵŝƌĞĚ�ďǇ� &ůŽƌŝĚĂ� ^ƚĂƚƵƚĞ�ϭϬϬϲ͘ϮϬ͕� ĂŶĚ� &,^����ǇůĂǁ�ϵ͘ϳ͕�ǁĞ�ƵŶĚĞƌƐƚĂŶĚ� ĂŶĚ� ĂĐŬŶŽǁůĞĚŐĞ� ƚŚĂƚ�
ǁĞ�ĂƌĞ�ŚĞƌĞďǇ�ĂĚǀŝƐĞĚ� ƚŚĂƚ� ƚŚĞ� ƐƚƵĚĞŶƚ� ƐŚŽƵůĚ�ƵŶĚĞƌŐŽ�Ă� ĐĂƌĚŝŽǀĂƐĐƵůĂƌ� ĂƐƐĞƐƐŵĞŶƚ͕�ǁŚŝĐŚ�ŵĂǇ� ŝŶĐůƵĚĞ� ƐƵĐŚ�ĚŝĂŐŶŽƐƟĐ� ƚĞƐƚƐ� ĂƐ�
ĞůĞĐƚƌŽĐĂƌĚŝŽŐƌĂŵ�;��'Ϳ͕�ĞĐŚŽĐĂƌĚŝŽŐƌĂŵ�;��,KͿ͕�ĂŶĚͬŽƌ�ĐĂƌĚŝŽ�ƐƚƌĞƐƐ�ƚĞƐƚ͘�dŚĞ�&,^���^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ��ĚǀŝƐŽƌǇ��ŽŵŵŝƩĞĞ�ƐƚƌŽŶŐůǇ�
ƌĞĐŽŵŵĞŶĚƐ�Ă�ŵĞĚŝĐĂů�ĞǀĂůƵĂƟŽŶ�ǁŝƚŚ�ǇŽƵƌ�ŚĞĂůƚŚĐĂƌĞ�ƉƌŽǀŝĚĞƌ�ĨŽƌ�ƌŝƐŬ�ĨĂĐƚŽƌƐ�ŽĨ�ƐƵĚĚĞŶ�ĐĂƌĚŝĂĐ�ĂƌƌĞƐƚ�ǁŚŝĐŚ�ŵĂǇ�ŝŶĐůƵĚĞ�ƚŚĞ�ƐƉĞĐŝĂů�
tests listed above.

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

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

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

DŽĚŝĮĞĚ�ĨƌŽŵ�Ξ�ϮϬϭϵ��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�&ĂŵŝůǇ�WŚǇƐŝĐŝĂŶƐ͕��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�WĞĚŝĂƚƌŝĐƐ͕��ŵĞƌŝĐĂŶ��ŽůůĞŐĞ�ŽĨ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�DĞĚŝĐĂů�^ŽĐŝĞƚǇ�ĨŽƌ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�
KƌƚŚŽƉĂĞĚŝĐ�̂ ŽĐŝĞƚǇ�ĨŽƌ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕�ĂŶĚ��ŵĞƌŝĐĂŶ�KƐƚĞŽƉĂƚŚŝĐ��ĐĂĚĞŵǇ�ŽĨ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͘�WĞƌŵŝƐƐŝŽŶ�ŝƐ�ŐƌĂŶƚĞĚ�ƚŽ�ƌĞƉƌŝŶƚ�ĨŽƌ�ŶŽŶĐŽŵŵĞƌĐŝĂů͕�ĞĚƵĐĂƟŽŶĂů�ƉƵƌƉŽƐĞƐ�ǁŝƚŚ�ĂĐŬŶŽǁůĞĚŐŵĞŶƚ͘

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.
ZĞǀŝƐĞĚ�ϯͬϮϯ

�>Ϯ

PHYSICAL EXAMINATION FORM

PHYSICIAN REMINDERS:
�ŽŶƐŝĚĞƌ�ĂĚĚŝƟŽŶĂů�ƋƵĞƐƟŽŶƐ�ŽŶ�ŵŽƌĞ�ƐĞŶƐŝƟǀĞ�ŝƐƐƵĞƐ͘

• 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? • �ƵƌŝŶŐ�ƚŚĞ�ƉĂƐƚ�ϯϬ�ĚĂǇƐ͕�ĚŝĚ�ǇŽƵ�ƵƐĞ�ĐŚĞǁŝŶŐ�ƚŽďĂĐĐŽ͕�ƐŶƵī͕�Žƌ�ĚŝƉ͍

• 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?

sĞƌŝĨǇ�ĐŽŵƉůĞƟŽŶ�ŽĨ�&,^����>Ϯ�DĞĚŝĐĂů�,ŝƐƚŽƌǇ�;ƉĂŐĞƐ�ϭ�ĂŶĚ�ϮͿ͕�ƌĞǀŝĞǁ�ƚŚĞƐĞ�ŵĞĚŝĐĂů�ŚŝƐƚŽƌǇ�ƌĞƐƉŽŶƐĞƐ�ĂƐ�ƉĂƌƚ�ŽĨ�ǇŽƵƌ�ĂƐƐĞƐƐŵĞŶƚ͘�
�ĂƌĚŝŽǀĂƐĐƵůĂƌ�ŚŝƐƚŽƌǇͬƐǇŵƉƚŽŵ�ƋƵĞƐƟŽŶƐ�ŝŶĐůƵĚĞ�YϰͲYϭϯ�ŽĨ�DĞĚŝĐĂů�,ŝƐƚŽƌǇ�ĨŽƌŵ͘�;ĐŚĞĐŬ�ďŽǆ�ŝĨ�ĐŽŵƉůĞƚĞͿ

    EXAMINATION

,ĞŝŐŚƚ͗�������������������������������������������tĞŝŐŚƚ͗

�W͗�         /            (        /        )      WƵůƐĞ͗�                                   �sŝƐŝŽŶ͗ R 20/                   L 20/                         ��ŽƌƌĞĐƚĞĚ͗�    Yes      No
����D��/��>�Ͳ�ŚĞĂůƚŚĐĂƌĞ�ƉƌŽĨĞƐƐŝŽŶĂů�ƐŚĂůů�ŝŶŝƟĂů�ĞĂĐŚ�ĂƐƐĞƐƐŵĞŶƚ������������������������������������������������������������������������EKZD�>�������������EKZD�>�&/E�/E'^

Appearance
• DĂƌĨĂŶ�ƐƟŐŵĂƚĂ�;ŬǇƉŚŽƐĐŽůŝŽƐŝƐ͕�ŚŝŐŚͲĂƌĐŚĞĚ�ƉĂůĂƚĞ͕�ƉĞĐƚƵƐ�ĞǆĐĂǀĂƚƵŵ͕�ĂƌĂĐŚŶŽĚĂĐƚǇů͕�ŚǇƉĞƌůĂǆŝƚǇ͕ �ŵǇŽƉŝĂ͕�ŵŝƚƌĂů�ǀĂůǀĞ�

ƉƌŽůĂƉƐĞ�΀DsW΁͕�ĂŶĚ�ĂŽƌƟĐ�ŝŶƐƵĸĐŝĞŶĐǇͿ

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

Lymph Nodes

Heart
• DƵƌŵƵƌƐ�;ĂƵƐĐƵůƚĂƟŽŶ�ƐƚĂŶĚŝŶŐ͕�ĂƵƐĐƵůƚĂƟŽŶ�ƐƵƉŝŶĞ͕�ĂŶĚ�sĂůƐĂůǀĂ�ŵĂŶĞƵǀĞƌͿ

Lungs

Abdomen

Skin
• ,ĞƌƉĞƐ�^ŝŵƉůĞǆ�sŝƌƵƐ�;,^sͿ͕�ůĞƐŝŽŶƐ�ƐƵŐŐĞƐƟǀĞ�ŽĨ�DĞƚŚŝĐŝůůŝŶͲZĞƐŝƐƚĂŶƚ�^ƚĂƉŚǇůŽĐŽĐĐƵƐ��ƵƌĞƵƐ�;DZ^�Ϳ͕�Žƌ�ƟŶĞĂ�ĐŽƌƉŽƌŝƐ

Neurological

����Dh^�h>K^<�>�d�>�Ͳ�ŚĞĂůƚŚĐĂƌĞ�ƉƌŽĨĞƐƐŝŽŶĂů�ƐŚĂůů�ŝŶŝƟĂů�ĞĂĐŚ�ĂƐƐĞƐƐŵĞŶƚ�����������������������������������������������������EKZD�>�������������EKZD�>�&/E�/E'^

Neck

Back

Shoulder and Arm

Elbow and Forearm

Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Foot and Toes

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

Ύ�ŽŶƐŝĚĞƌ�ĞůĞĐƚƌŽĐĂƌĚŝŽŐƌĂƉŚǇ� ;��'Ϳ͕�ĞĐŚŽĐĂƌĚŝŽŐƌĂƉŚǇ� ;��,KͿ͕� ƌĞĨĞƌƌĂů� ƚŽ�Ă�ĐĂƌĚŝŽůŽŐŝƐƚ� ĨŽƌ�ĂďŶŽƌŵĂů� ĐĂƌĚŝĂĐ�ŚŝƐƚŽƌǇ�Žƌ�ĞǆĂŵŝŶĂƟŽŶ�ĮŶĚŝŶŐƐ͕�Žƌ�ĂŶǇ�ĐŽŵďŝŶĂƟŽŶ� ƚŚĞƌĞŽĨ͘ �dŚĞ�&,^���^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ�
�ĚǀŝƐŽƌǇ��ŽŵŵŝƩĞĞ�ƐƚƌŽŶŐůǇ�ƌĞĐŽŵŵĞŶĚƐ�ƚŽ�Ă�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�;ƉĂƌĞŶƚͿ͕�Ă�ŵĞĚŝĐĂů�ĞǀĂůƵĂƟŽŶ�ǁŝƚŚ�ǇŽƵƌ�ŚĞĂůƚŚĐĂƌĞ�ƉƌŽǀŝĚĞƌ�ĨŽƌ�ƌŝƐŬ�ĨĂĐƚŽƌƐ�ŽĨ�ƐƵĚĚĞŶ�ĐĂƌĚŝĂĐ�ĂƌƌĞƐƚ�ǁŚŝĐŚ�ŵĂǇ�ŝŶĐůƵĚĞ�ĂŶ�ĞůĞĐƚƌŽĐĂƌĚŝŽŐƌĂŵ͘

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

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

^ŝŐŶĂƚƵƌĞ�ŽĨ�,ĞĂůƚŚĐĂƌĞ�WƌŽĨĞƐƐŝŽŶĂů͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ƌĞĚĞŶƟĂůƐ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�>ŝĐĞŶƐĞ�η͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

dŚŝƐ�ĨŽƌŵ�ŝƐ�ŶŽƚ�ĐŽŶƐŝĚĞƌĞĚ�ǀĂůŝĚ�ƵŶůĞƐƐ�Ăůů�ƐĞĐƟŽŶƐ�ĂƌĞ�ĐŽŵƉůĞƚĞ͘

DŽĚŝĮĞĚ�ĨƌŽŵ�Ξ�ϮϬϭϵ��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�&ĂŵŝůǇ�WŚǇƐŝĐŝĂŶƐ͕��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�WĞĚŝĂƚƌŝĐƐ͕��ŵĞƌŝĐĂŶ��ŽůůĞŐĞ�ŽĨ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�DĞĚŝĐĂů�^ŽĐŝĞƚǇ�ĨŽƌ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�
KƌƚŚŽƉĂĞĚŝĐ�̂ ŽĐŝĞƚǇ�ĨŽƌ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕�ĂŶĚ��ŵĞƌŝĐĂŶ�KƐƚĞŽƉĂƚŚŝĐ��ĐĂĚĞŵǇ�ŽĨ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͘�WĞƌŵŝƐƐŝŽŶ�ŝƐ�ŐƌĂŶƚĞĚ�ƚŽ�ƌĞƉƌŝŶƚ�ĨŽƌ�ŶŽŶĐŽŵŵĞƌĐŝĂů͕�ĞĚƵĐĂƟŽŶĂů�ƉƵƌƉŽƐĞƐ�ǁŝƚŚ�ĂĐŬŶŽǁůĞĚŐŵĞŶƚ͘



^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ (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: _____________________________________________________
WĞƌƐŽŶ�ƚŽ��ŽŶƚĂĐƚ�ŝŶ��ĂƐĞ�ŽĨ��ŵĞƌŐĞŶĐǇ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ZĞůĂƟŽŶƐŚŝƉ�ƚŽ�^ƚƵĚĞŶƚ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________
&ĂŵŝůǇ�,ĞĂůƚŚĐĂƌĞ�WƌŽǀŝĚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ŝƚǇͬ^ƚĂƚĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�KĸĐĞ�WŚŽŶĞ͗�;ͺͺͺͺͺͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)
^h�D/d�d,/^�D��/��>��>/'/�/>/dz�&KZD�dK�d,��^�,KK>

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

D��/��>��>/'/�/>/dz�&KZD
ZĞǀŝƐĞĚ�ϯͬϮϯ

�>Ϯ

����������DĞĚŝĐĂůůǇ�ĞůŝŐŝďůĞ�ĨŽƌ�Ăůů�ƐƉŽƌƚƐ�ǁŝƚŚŽƵƚ�ƌĞƐƚƌŝĐƟŽŶ

����������DĞĚŝĐĂůůǇ�ĞůŝŐŝďůĞ�ĨŽƌ�Ăůů�ƐƉŽƌƚƐ�ǁŝƚŚŽƵƚ�ƌĞƐƚƌŝĐƟŽŶ�ǁŝƚŚ�ƌĞĐŽŵŵĞŶĚĂƟŽŶƐ�ĨŽƌ�ĨƵƌƚŚĞƌ�ĞǀĂůƵĂƟŽŶ�Žƌ�ƚƌĞĂƚŵĞŶƚ�ŽĨ͗�;ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

_______________________________________________________________________________________________________________________________________

          Medically eligible for only certain sports as listed below:

_______________________________________________________________________________________________________________________________________

          Not medically eligible for any sports

ZĞĐŽŵŵĞŶĚĂƟŽŶƐ͗�;ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

_______________________________________________________________________________________________________________________________________

/�ŚĞƌĞďǇ�ĐĞƌƟĨǇ�ƚŚĂƚ�/�ŚĂǀĞ�ĞǆĂŵŝŶĞĚ�ƚŚĞ�ĂďŽǀĞͲŶĂŵĞĚ�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�ƵƐŝŶŐ�ƚŚĞ�&,^����>Ϯ�WƌĞƉĂƌƟĐŝƉĂƟŽŶ�WŚǇƐŝĐĂů��ǀĂůƵĂƟŽŶ�ĂŶĚ�ŚĂǀĞ�ƉƌŽǀŝĚĞĚ�
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 
ĐŽŶĚŝƟŽŶƐ�ƚŚĂƚ�ĂƌŝƐĞ�ĂŌĞƌ�ƚŚĞ�ĚĂƚĞ�ŽĨ�ƚŚŝƐ�ŵĞĚŝĐĂů�ĐůĞĂƌĂŶĐĞ�ƐŚŽƵůĚ�ďĞ�ƉƌŽƉĞƌůǇ�ĞǀĂůƵĂƚĞĚ͕�ĚŝĂŐŶŽƐĞĚ͕�ĂŶĚ�ƚƌĞĂƚĞĚ�ďǇ�ĂŶ�ĂƉƉƌŽƉƌŝĂƚĞ�ŚĞĂůƚŚĐĂƌĞ�
ƉƌŽĨĞƐƐŝŽŶĂů�ƉƌŝŽƌ�ƚŽ�ƉĂƌƟĐŝƉĂƟŽŶ�ŝŶ�ĂĐƟǀŝƟĞƐ͘

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

Address: __________________________________________________________________________________ Phone: (_____) _________________ 

^ŝŐŶĂƚƵƌĞ�ŽĨ�,ĞĂůƚŚĐĂƌĞ�WƌŽĨĞƐƐŝŽŶĂů͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ƌĞĚĞŶƟĂůƐ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�>ŝĐĞŶƐĞ�η͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

����^,�Z����D�Z'�E�z�/E&KZD�d/KE�Ͳ�ĐŽŵƉůĞƚĞĚ�Ăƚ�ƚŚĞ�ƟŵĞ�ŽĨ�ĂƐƐĞƐƐŵĞŶƚ�ďǇ�ƉƌĂĐƟƟŽŶĞƌ�ĂŶĚ�ƉĂƌĞŶƚ

Check this box if there is no relevant medical history to share related to 
ƉĂƌƟĐŝƉĂƟŽŶ�ŝŶ�ĐŽŵƉĞƟƟǀĞ�ƐƉŽƌƚƐ͘

Provider Stamp ;ŝĨ�ƌĞƋƵŝƌĞĚ�ďǇ�ƐĐŚŽŽůͿ

DĞĚŝĐĂƟŽŶƐ͗�;ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

List: ____________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

ZĞůĞǀĂŶƚ�ŵĞĚŝĐĂů�ŚŝƐƚŽƌǇ�ƚŽ�ďĞ�ƌĞǀŝĞǁĞĚ�ďǇ�ĂƚŚůĞƟĐ�ƚƌĂŝŶĞƌͬƚĞĂŵ�ƉŚǇƐŝĐŝĂŶ͗�;ĞǆƉůĂŝŶ�ďĞůŽǁ͕�ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

       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: ___/___/___

tĞ�ŚĞƌĞďǇ�ƐƚĂƚĞ͕�ƚŽ�ƚŚĞ�ďĞƐƚ�ŽĨ�ŽƵƌ�ŬŶŽǁůĞĚŐĞ�ƚŚĞ�ŝŶĨŽƌŵĂƟŽŶ�ƌĞĐŽƌĚĞĚ�ŽŶ�ƚŚŝƐ�ĨŽƌŵ�ŝƐ�ĐŽŵƉůĞƚĞ�ĂŶĚ�ĐŽƌƌĞĐƚ͘�tĞ�ƵŶĚĞƌƐƚĂŶĚ�ĂŶĚ�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ǁĞ�ĂƌĞ�ŚĞƌĞďǇ�
ĂĚǀŝƐĞĚ�ƚŚĂƚ�ƚŚĞ�ƐƚƵĚĞŶƚ�ƐŚŽƵůĚ�ƵŶĚĞƌŐŽ�Ă�ĐĂƌĚŝŽǀĂƐĐƵůĂƌ�ĂƐƐĞƐƐŵĞŶƚ͕�ǁŚŝĐŚ�ŵĂǇ�ŝŶĐůƵĚĞ�ƐƵĐŚ�ĚŝĂŐŶŽƐƟĐ�ƚĞƐƚƐ�ĂƐ�ĞůĞĐƚƌŽĐĂƌĚŝŽŐƌĂŵ�;��'Ϳ͕�ĞĐŚŽĐĂƌĚŝŽŐƌĂŵ�;��,KͿ͕�
and/or cardio stress test.

dŚŝƐ�ĨŽƌŵ�ŝƐ�ŶŽƚ�ĐŽŶƐŝĚĞƌĞĚ�ǀĂůŝĚ�ƵŶůĞƐƐ�Ăůů�ƐĞĐƟŽŶƐ�ĂƌĞ�ĐŽŵƉůĞƚĞ͘

DŽĚŝĮĞĚ�ĨƌŽŵ�Ξ�ϮϬϭϵ��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�&ĂŵŝůǇ�WŚǇƐŝĐŝĂŶƐ͕��ŵĞƌŝĐĂŶ��ĐĂĚĞŵǇ�ŽĨ�WĞĚŝĂƚƌŝĐƐ͕��ŵĞƌŝĐĂŶ��ŽůůĞŐĞ�ŽĨ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�DĞĚŝĐĂů�^ŽĐŝĞƚǇ�ĨŽƌ�^ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕��ŵĞƌŝĐĂŶ�
KƌƚŚŽƉĂĞĚŝĐ�̂ ŽĐŝĞƚǇ�ĨŽƌ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͕�ĂŶĚ��ŵĞƌŝĐĂŶ�KƐƚĞŽƉĂƚŚŝĐ��ĐĂĚĞŵǇ�ŽĨ�̂ ƉŽƌƚƐ�DĞĚŝĐŝŶĞ͘�WĞƌŵŝƐƐŝŽŶ�ŝƐ�ŐƌĂŶƚĞĚ�ƚŽ�ƌĞƉƌŝŶƚ�ĨŽƌ�ŶŽŶĐŽŵŵĞƌĐŝĂů͕�ĞĚƵĐĂƟŽŶĂů�ƉƵƌƉŽƐĞƐ�ǁŝƚŚ�ĂĐŬŶŽǁůĞĚŐŵĞŶƚ͘



^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ (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: _____________________________________________________
WĞƌƐŽŶ�ƚŽ��ŽŶƚĂĐƚ�ŝŶ��ĂƐĞ�ŽĨ��ŵĞƌŐĞŶĐǇ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ZĞůĂƟŽŶƐŚŝƉ�ƚŽ�^ƚƵĚĞŶƚ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________
&ĂŵŝůǇ�,ĞĂůƚŚĐĂƌĞ�WƌŽǀŝĚĞƌ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ŝƚǇͬ^ƚĂƚĞ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�KĸĐĞ�WŚŽŶĞ͗�;ͺͺͺͺͺͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

PREPARTICIPATION PHYSICAL EVALUATION (Supplement)
^h�D/d�d,/^�D��/��>��>/'/�/>/dz�&KZD�dK�d,��^�,KK>

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

D��/��>��>/'/�/>/dz�&KZD�Ͳ�ZĞĨĞƌƌĞĚ�WƌŽǀŝĚĞƌ�&Žƌŵ

ZĞǀŝƐĞĚ�ϯͬϮϯ

�>Ϯ

dŚŝƐ�ĨŽƌŵ�ŝƐ�ŽŶůǇ�ƵƐĞĚ͕�Žƌ�ƌĞƋƵĞƐƚĞĚ͕�ŝĨ�Ă�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�ŚĂƐ�ďĞĞŶ�ƌĞĨĞƌƌĞĚ�ĨŽƌ�ĂĚĚŝƟŽŶĂů�ĞǀĂůƵĂƟŽŶ͕�ƉƌŝŽƌ�ƚŽ�ĨƵůů�ŵĞĚŝĐĂů�ĐůĞĂƌĂŶĐĞ͘

����������DĞĚŝĐĂůůǇ�ĞůŝŐŝďůĞ�ĨŽƌ�Ăůů�ƐƉŽƌƚƐ�ǁŝƚŚŽƵƚ�ƌĞƐƚƌŝĐƟŽŶ�ĂƐ�ŽĨ�ƚŚĞ�ĚĂƚĞ�ƐŝŐŶĞĚ�ďĞůŽǁ

����������DĞĚŝĐĂůůǇ�ĞůŝŐŝďůĞ�ĨŽƌ�Ăůů�ƐƉŽƌƚƐ�ǁŝƚŚŽƵƚ�ƌĞƐƚƌŝĐƟŽŶ�ĂŌĞƌ�ĐŽŵƉůĞƟŽŶ�ŽĨ�ƚŚĞ�ĨŽůůŽǁŝŶŐ�ƚƌĞĂƚŵĞŶƚ�ƉůĂŶ͗�;ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

_______________________________________________________________________________________________________________________________________

          Medically eligible for only certain sports as listed below:

_______________________________________________________________________________________________________________________________________

          Not medically eligible for any sports

&ƵƌƚŚĞƌ�ZĞĐŽŵŵĞŶĚĂƟŽŶƐ͗�;ƵƐĞ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ͕�ŝĨ�ŶĞĐĞƐƐĂƌǇͿ

_______________________________________________________________________________________________________________________________________

Referred for: ___________________________________________________ Diagnosis: _________________________________________________

/�ŚĞƌĞďǇ�ĐĞƌƟĨǇ�ƚŚĞ�ĞǀĂůƵĂƟŽŶ�ĂŶĚ�ĂƐƐĞƐƐŵĞŶƚ�ĨŽƌ�ǁŚŝĐŚ�ƚŚŝƐ�ƐƚƵĚĞŶƚͲĂƚŚůĞƚĞ�ǁĂƐ�ƌĞĨĞƌƌĞĚ�ŚĂƐ�ďĞĞŶ�ĐŽŶĚƵĐƚĞĚ�ďǇ�ŵǇƐĞůĨ�Žƌ�Ă�ĐůŝŶŝĐŝĂŶ�ƵŶĚĞƌ�ŵǇ�ĚŝƌĞĐƚ�ƐƵƉĞƌǀŝƐŝŽŶ�ǁŝƚŚ�
the conclusions documented below:

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

Address: __________________________________________________________________________________ Phone: (_____) _________________ 

^ŝŐŶĂƚƵƌĞ�ŽĨ�,ĞĂůƚŚĐĂƌĞ�WƌŽĨĞƐƐŝŽŶĂů͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ��ƌĞĚĞŶƟĂůƐ͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�>ŝĐĞŶƐĞ�η͗�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
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