
T PnTpARTIcIPATIoN PnysIcRI-  EvnTuATIoN
HISTORY FORM
(Nate: This form is t0 be filled aut by the patient and parent prior to seeing the physician. The physician should keep this forn in the chan.t

Date of Exam

Name Date of birth
Sex- Age -_ Grade--- School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counier medicines and supplements (herbal and nutriti0nal) that y0u are curfenfly taklng

D0 you have any allergies? D Yes tr No lf yes. please identify specific allergy below.
tr Medicines tr pollens tr food tr Stinging Insects

Explain "Yes" answers below. Circle questions you d0n,: know the answers to.
cEilEnAL iuEsTt0lts V6s 1{0
L llas a doctor ever denied 0r resticted your participation in spofts for

any reas0n?

2. D0 you have any ongoing medical c0nditions? tf so, please idenlg
below: D Astfrma fl Anemia E Diabetes n lnfections
0ther:

3. Have you ever spenl the nigh: in the hospital?
4. Have you ever had surgery?

HEASI HEATIIi qUESIIOilS ABOI,T YOU Yss no
5. Have you ever passed 0u: 0| nearly passed out DURING 0r

AFT:R exercise?
6. Have you ever had discomfort, pain, tightness, or pressure in y0ur

chest during exerciss?
7. Does your heart ever ra6e 0r skip beats (inegular beats) durino exercise?
8. Has a doclor ever t0ld you that you have any heart pr0blems? lf s0,

check all that apply:
n High blood pressure O Aheart murmur
fl High ch0lester0l B A heart intection
E Kawasaki disease Olher:

9. Has a doctor ever ordefed a test tor your heart? {For example, ECG/EKG,
echocardiogram)

1 0. D0 you get lightheaded ff teel more short 0f breath than expected
d[ring sxercise?

1 1. Have you ever had an unexplained sejzure?
1 2. Ds you gel rn0re tired or sh0rt ot breath more quickly lhan y0ur {riends

during exerease?

HEART HEATil U'ESItrIIIS ABOI,T YI}UR FAHILY Yas f{o
13, Has any lamily member or refativs died 0f heart problems 0f had an

unoxpecled 0r unexplained sudden death betore age 50 (iBduding
dro{vning, ffiexplained 6a. accident, 0r $ldden infant death svndrome)?

14. Does aryone in yourfamily have hypertroplic cardiomyopathy, Marfan
sfnd.ome, arrhythm0genic right venticular cardiomy0pathy, long 0T
syndrsmB, short 0T syftdrorne, Brugada syndrome, gr catecholaminsr$ic
pdymorphic vefiricular tachycardia?

15. Does anyone in your fumily have a heart problem, pacernake( 0r
implanted defi brillator?

1 6. Has any0ne in your fa.*ily had unexplained fuinting, unexplained
sei2ure6, 0r near drownitg?

BI}TE AilO JtXilT q'ESTIOTIS xss t{o
1 7. Have you evet had an injury to a b0ne, muscle, ligament, 0r tendon

that caused you t0 miss a practice or a game?
1 8. Have you ever had any broke[ 0r fractured bsles or disloca:ed ioints?
I9. Have you ever had an inlury lhal required x-rays, MRl, CT s'an,

injesli0rc, therapy, a brace, a 6ast, or crulches?
20. H?ve you ever had a $res$ fraclure?
21. Flave you eve{ been t0!d that you hare 0r have ycu had an x+ay for neck

iristabiliiy 0r allarlioaxial instabilily? {l}ow|} sfrrdrome or dwarfisrn}
22. D0 you re$iarly use a brace, orlhotcq 0r 01he/ assistive d6vice?
23. Do you have a bone. muscle. ff joint iniury that bothers you?
24. Do aay of yourioiils bec0me gainful, swslfen, fest wan*, or lesl red?
25. D0 you have arry hi$ory of jwenite arthrrtis or connective tissue disease?

lrEDlgAr. auEsfloils Yes I{o
26. D0 you cough, wheeze, or have difiiculty breathing during or

atter exercise?
27. Have you ever used an inhaler 0r taken asthma medicine?
28. ls there anyone in your family who has asthma?
29. Were you born without or are you missing a kidney, an eie, a testicle

{males), your spleen, 0r any other 0rgan?
30. q0 you have grotn pain or a painful bulge or nernia in the groin area?
31. Have you had infectious mononucleosis (moro) within the lasl month?
32. D0 you have any rashes, pressure sores, or other skin problems?
33. Have you had a herpes 0r MRSA skin infection?
34. Have you ever had a head injury 0r concussion?
35. Have you ever had a hit 0r blow t0 the head that caused c0ntusion,

prolonged headache, 0r memory problems?

36. Do you have a history 0t seizure dissrder?
37. D0 you have headach€s with exercise?
38. Have you ever had numbness, tngling, or weakness in your arms or

legs after being hit or ialling?
39. Have you ever been unable to move your arms 0r legs atter being hit

or falling?
40. Have you ever become ill while exercisinq in the hea$
41 . D0 you get frequent qluscle cramps when exercisinq?
42. Do you 0r s0meone in your family have sickle cell trait 0r disease?
43. Have yOu had any problems with your eyes 0r vision?
44. Have you had any eye iniuries?
45. D0 you wear glasses 0r contact lenses?
46. Do you wear proleclive eyewear, such as qoqqles or a face shield?
47. Do you worry about your weight?
48. &e you trying t0 0r has anyon€ recommended that you gain 0r

lose weight?

49. Are you on a special diet of d0 you avoid cerlain types oi ioods?
50. Have you ever had an eating dis0rdef
5l. Dc you have any concems that you would like t0 discuss with a doctor?
FEilA|ES 0fatY
52. Have you ever had a menstrual period?

53, How old were you when you had your first menstrual period?
54. How many periods have you had in the last 1 Z months?

Explain "yes' answers here

I herq stat€ Utat, to lhe besl of my hewledge, my answers to the abcve ques$ons are ompfete and correet,
Si$alye of attlete Sigffitse ol parent/gerdian

@2AlA American k&my sf Fanily Ph&ctans, Americankdeny at Pediattics, Anericaf Cottegc af Swrts Medicine, enaWn naefcat Society fw Sports
fciety far Wfs &tedicine, aN Arneriean A*eapdhi; Aradeny al SWts Madicine. Pernission is galted to teprint br nanconne$ial, educationat piwases
fEBso3 
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