Our Lady of Mount Carmel
Pre-participation Physical Evaluation

Parents/Guardian: This pre-participation physical evaluation and consent form is a five page
document._Pages two, and five require your signature. Page three needs a health care

provider’s signature. A physical exam is good for one year from the date of the exam.

(To be filled out by the doctor conducting the physical.)
Date of Exam:

Name:
Sport(s):

Sex:

Age:

Date of Birth:
Address:
Grade:

Personal Physician Name:

Phone:

Height: Weight:

Pulse:

BP: / Vision: R 20/ L.20/

Corrected: Y N Pupils: Equal _Unequal __

Risk behaviors discussed: Y N (diet, weight, driving, drugs, alcohol, sexuality, safety,
stress)
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48, How old wera you when you had your frst menstrual panod?

48, How many pericds have you had in the last year?
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*hultiple-examuner set-up only *Having 3rd party present 15 recommended for the gentounnary exam

Mobes

Please choose one of the following four (4) options:
1. Cleared without restriction:
2. Cleared, with recommendations for further evaluation or treatment

for: 3. *Not Cleared, but needs additional
evaluation by (whom): 4. Not Cleared
for either: All sports: Certain sports:

Reason:

Please note any necessary equipment, medications, or restrictions
for cleared athlete to play or practice.

By this signature, I hereby state that I have performed a pre-participation examination
in accordance with AMSSM standards (current edition of Physician and Sports
Medicine’s Pre-participation Physical Evaluation) and certify that the above clearance
and attached PPE is accurate, complete and compliant to such standards. I also agree
that I have documented and signed any playing restrictions on the High School
Athlete.

HealthCare Provider’s Signature: Date:

Printed Name:

Address and/or Physician’s Stamp:



Our Lady of Mount Carmel
ATHLETE EMERGENCY CARD

Parents/Guardian: Please take time to FULLY complete this form. It is very
important information to have in case of an emergency situation where you cannot
be reached. Your child’s social security number and insurance information are
needed for that purpose only, and will be shared only if absolutely necessary.

Section 1: Contact/Personal Information
Student Name:
Sport:
SS#:
Student Grade:
BirthDate:
Phone:
Parent/Guardian’s Name:
Address:
Phone:
Parent/Guardian’s Name:
Address:
Phone:
Preference of Physician (and permission to contact if needed):
Name:
Phone:
Insurance:
Policy No:
Group:
Phone:

In case of emergency, contact:
Relationship:

Phone:

Section 2: Medical Information

Medical Illnesses:

Last Tetanus (Mo/Yr):

Allergies: Medications:

(Any Medications That May Be Taken During Competition Require A Physician’s Note)
Previous Head/Neck/Back Injury:

Previous Heat-Related Problems:

Previous Significant Injuries:

Any Other Important Medical Information:




Section 3: Consent for Athletic Conditioning, Training and Health Care Procedures

I hereby give consent for my child to participate in the school’s athletic conditioning and training
program and to receive any necessary healthcare treatment including first aid, diagnostic procedures,
and medical treatment that may be provided by the treating physicians, nurses, athletic trainers, or
other healthcare providers employed directly or through a contract the school, or the opposing
team’s school. The healthcare providers have my permission to release my child’s medical
information to other healthcare practitioners and school officials. In the event I cannot be reached in
an emergency I give permission for my child to be transported to the nearest emergency room based
on local EMS protocols to receive necessary treatment.

Permission to Receive and Release Medical Records

I understand that the Our Lady of Mount Carmel athletic trainer, the approved health care provider
for OLMC, may request information regarding the athlete’s health status from a physicians office,
and I hereby give my permission for the receipt and release of this information as it pertains to my
child’s ability to safely participate in athletics. In addition should treatment be necessary, I give
permission for a physician’s office to release medical information to allow for the timely treatment of
my child by

the approved health care provider for OLMC. This request is to facilitate open communication
between the athletic trainer and the treating physician in order to optimize patient care. This
information cannot and will not be released to other parties without first being approved by the

guardian or parent of the athlete.  understand I will be notified of the necessity of obtaining medical

records.

Parent/Guardian Signature:

Date:




