Pre-participation Physical Evaluation
Qur Lady of Mount Carme}

Date of Exam: Spert(s):

Name: Sex: Age: Date of Birth:
Address:
Grade: Personal physician: . ' Phone:
Explain “Yau” answars balow 24. Do you cough, whaeze, oF hava difficulty breathing Yes No
Cirels quastions you don't know the answars 1o. during o after exarcise? ,
Yes Mo 25. |s thera anyens in your famfy who has asthma?
1. Has a dectar aver deriad or rasticted your 26, Hava you aver usad an inhaler or taken aslma madicing?
pariicipation in sports.for any reason? 27. Ware you born without or are you missing a kidnay.
2. Do you have an ong;m, medical eondifion an eye, a teetcle, of any other prgan?
(ke diabatss or astimal? 26, Have you had infadtious moronuclaosis tmono)
3. Areyou currently taking any praseription or ] within tha last menth?
nonfreacription {over acotntat) madicings or plls? - 29, Do you have any rashas, prassurs gores, or other
4. Do you heve dllergias fo madiciings, pollans, feods, akin problems?
or sfinging insacis ' 30, Hava you hed a harpas skia infaction?
5. HH\"Q ol Byel 993595! out or ﬂ‘gﬂﬂy pﬂSSEd out a1. Heany YQU avar hagi a hgﬂd injury of mncu%{an?
BURING ezarcise? 32, Have you baes hit n the head and baan confusad
6. Have you ever passed out or nearly passed out or last your memary?
AFTER axercisel? . . 92. Have you avar had a sefzure?
7. Have you ever had dlsqarn‘;ort. pain, or prassurs in 14, Do you have haadaches with exarcise?
your chest during qxercmk. . . 35. Have you ever had nembhass, tingling, or weakness
8. Doso your hoart race ¢ shp boats during exercies? in your arms or Jags after baing bt or falling?
i Eﬁsgjkdﬁf Pf::;ta: erltc;!d You thet you havs 38. Have you evar bean unabla to move your arms 6f
High blood praipsgrt's A heart murmur  lege altor baing bt or faling?
High chelestaral A heart infaction az. mﬁé} :’é?;ﬁ;:go:’b‘ﬁoﬁgtmg" you have severe
10 E‘qs 2 dapt!or g'g&ordﬁcd Edtl%t for your heart? 28, Has a doctor toid you that yeu or someona i your
or SXAMpia, ks, Baacey fogram) family has sickle call trait or sicklo cell disaess
1. Has anyone In yaut famly diad for no spparent rsacon? - 39, Have you had any problams vrith your ayas or vision?
12, Does anyona in your family hava & heart problam? 40. Do you waar glass s of contact lensas?
13, Has any family member or relative diad of haart iy e ot . i "
problata or of sudden dzeth before ags SO7 4 1‘_ E?aﬁguaﬁ;g?;??fotwm eyaviar, such 5 goggles o
14. Doies anyone in your femily have Marfan syndrome? _ 42, A you h;i'PY with your weight?
15. Have you ever spant tho night in & hospital? 45, Ace you'rying to gain or feas weight?
18, Have you ever had surgery? o 44, Has anyona recommandad you chenga your weight
17, rl-que yOu ever htad S.n ,ZJJ” ALEY sﬁmm, muscle or o aating habits?
igament tear or tendinitis, that caused you to miss & ; . .
practice or game? I yea, circle affectad area below: jé gC’ :'/U':'l E“}'Lﬂr Ga;zmli::iig "‘m:vﬁ'; del?llz ke
18. Hawe you had any brokan or fracturad banes, or B e { ort you
dislocatad joints? If yes, cirdle balow: FEMALE S%N LY B
19. Have you had a bane or joint injury that required x-rays. ) . i1 ;
MR, OT, surgery, injections, rehabilitation, physical :g :a?eo%gu j"e' had;tﬂm "—"’tl:figl ': Tz??rdj mnsieal pariad?
therapy, a brace. a cast, or crutches? If yas, circla balow: . Haw old wera you whah you had your Brs I pa
—1 0] — __ 49, How many pericds have you had in the last yaar?
Mead | Meck Sheuldsr Bn[.‘.ﬁal' Elborw | Foreamn 'ﬁ'[:;;ll._s Chest EXPI&iﬂ *Yag" BRswers here:
Ugger | Lowse | Hip Thigh | Knee | Calffshin | Ankle | Footices
back | back

90. Have you ever had a strass fractura’?

21. Have you bean told that you have or have you had
an x-ray for afantoaial (nack) instabiliy?

22. Do you ragulaly usa a braca or assistive davica®?

93. Has a doctor ever told you that you have asthima
or allargies?

| hereby state that, 1o the best of my knowladge, my answers to {he above questions are complete and corracl,

Dats

Signature of athlete Signature of parantiguardian

@ 34 Aswrian Acdimyaf iy Popledu, dmaniamy Acarchery of Praiarrics, Anerican Solupe 3 Spors Modtctne, desenteiny Mol Sazhyp o Sposs AR Sefoe, dmenicant Orbofaacdic Sk by
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OLMC PRE-PARTICIPATION PHYSICAL EVALUATION
Name: Birthdate:
Height: Weight: “sBody fat (cptional); Pulse:
BP: / Vision: R 20/ L20/ Corrected: YN Pupils: Equal Unequal

et e s

Risk behaviors discussed: Y N (diet, weight, driving, drugs, alcohol, sexuality, safety, stress)

Narmal ' Abnormal findings initials

MNEDICAL

Appearance

Eyes f2ars ‘nose throat

Hearing

Lymph nodes

[eart

VIS

Pulsas

Lungs

Ahdomen

Genrtourinary {males)*

Skin

AMUSCULOSKELETAL

Neck

Bacl

Shotilderfann

Elbows Toreart

Wrist/hand fingars

Hip/thigh

Knes

Leg/anks

Footitoes

*Multiple-examiuer set-up only “Having 3rd party present is recornmended for the genitourinary exam

Naotas

lease choose one of the following four (4) options:
Cleared without restriction:

Cleared, with recommendations for further evaluation or treatment for:
*Not Cleared, but needs additional evaluation by (whom):

Not Cleared for either: All sports: Certain sports:
:a3011:;

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

this signature, I hereby state that I have performed a pre-participation examination in accordance with
1SSM standards (current edition of Physician and Sports Medicine’s Pre-participation Physical Evaluation)
[ certify that the above clearance and attached PPE is accurate, complete and corapliant to such standards, I
» agree that I have documented and signed any playing restrictions on the High School Athlete.

UthCare Provider’s Signature: Date:

1ted Name: Title: Phone:

ress and/or Physician’s Stamp:




Cur 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/Persenal Information

Student Name; Sport; SS#:

Student Grade: ___ Birth Date;_ Guardian’s Name:

Address:

Student Phone: (H) (Cell)

Emergency Contact information:

Mother’s Name: Phone:
Work Phone:
Cell Phone:

Fathers Name; Phone:
Work Phone:
Cell Phone:

Preference of Physician (and permission to contact if needed):

Name: Phone:

Insurance:

Policy No: Group: Phone:

In case of emergency, contact; Relationship:

Phone: (H) (W) {Cell)

Section 2: Medical Information
Medical Illnesses:
Last Tetanus (Mo/Yr);
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:

Allergies:

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 physieians, nurses, athletic trainers, or other healtheare providers employed directly or through a centract the school, or
the opposing team’s school. The healitheare providers have my permission to release my child’s medical information o other
healthcare practitioners and school officials, In the event I cannot be reached in an emergency 1 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
neeessary, 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. I understand I will be notified of the necessity of obtaining medical

recoxrds,

Date:

Parent/Guardian Signature:
Athlete’s Signature:

Date:




