ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page 3} must be completed by a heallh care provider who has complated
1ihe Studant-Athlete Cardiac Assessment Professional Development Module,

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Nole: This form Is fo be filled oul by the patient and parent prior to seeing the physician. The physician shouid keem cogy of this form In the chart,}
Data of Exam

Name Date of birth

Sex Age Grade School Sport(s)

Medicines and Allergias: Please list all of the prescription and over-the-counter medicines and supplements therbal ard nutritional) that yau are currently taking

Do you have any allargies? 1 Yes O No [f yes, please identify spacific allergy balow.
1 Medicines [1 Poliens O Food [} Stinging Insects

Explain "Yes” answers halow, Circle questions you don’t knuw the answers to.

GENERAL QUESTIONS 1 “{ [ MEDIGAL QUESTIONS. T e
1, Has a doctor ever denied or restricted your participation in sperts for 26. Do yau cough, wheeze, or have difficulty breathing during er
any reason? after exercise?
2. Do yau hiave any ongolng medical conditions? If so, please |dentify 21. Have you aver used an inhaler or taken asthma medicing?
below: O Asthma 3 Anemla [ Dishetes 1 Infections 28, Is there anyone it your farily who has asthma?
Other: 29, Were you hom without or are you missiag a kidney, an ays, a testicle
3. Have you ever spent the night in the hosptal? : {males}, your splaen, ar any other organ?
4. Have you evar had surgery? 30. Do you hava grein pain or a painfuf bulgs or hernla in the groin area?
HREARTHERLTH QUESTIONS ABOUT YoU - Sine i e YN0 | 31, Have you hiad Infecticus mononucieosis (mono) within the fast manth?
5, Have you ever passed out or nearly passed out DURING or 32, Bo yau have any rashes, pressure sores, or other skin problems?
AFTER gxercise? 33. Have you had a herpes or MRSA skin infection?
6. ?ﬁ::tm"ﬂz;e; :::&gﬁgmmm' pn, tightness, or pressurs in your 34, Hava you avar had a head Injury or concussion?
7. Does your heart ever race or skip beats (imegular baats) during exerclse? 3. g?;;:g;:f::;gﬂ:ﬁ Dmr;:?;:’;gg;[::;‘; th caused confusion,
8, Has a doctor ever told you that yau kave any heart problems? i so, 36. Do you hava a history of sefzure disarder?

chack alt thal apply:

LT High blood pressure O Aheart murmur 37. Do you have headaches with exercise?

O Higls cholesteral [ Aheart infection 38, Have yau ever had numbness, tngling, or weakness In your arms or
[ Kawasaki diseasa Other: legs after belng hit or falling?
9, Has a doctor ever ordered a test for your heart? (For example, ECB/EKG, 39, Hava you ever heen unabla ta mava your arms of fegs aftar belag hit
echocardiogram) or falling?
10. o you get ightheaded o feal mara shart of breath than expecled 40. Hava you aver become il whife exercising in the heat?
during exarclse? A1, Do you get frequent muscle cramps when exercising?
11, Have you ever had an unexplained seizure? 42, Do you or sameona in your family have sickle cell trait or disease?
12, Do you gat more tired or short of braath mere quickly than your fiends 43. Have you had any problems vwith your syes or viston?
durlag exercise? e et ot | 44, Hava you had any eya injuries?
?:A:T HEM;TH :’“EST’I?NS M:JET ‘:::u: ':‘:Ma::v Ebl - — w| Yesf Mo 45, Do you wear glasses or contact lanses?
as any family member or relative died of heart problems or had an "
unexpected or unaxplained suddsn death bsfore age 50 (including 46. Do you wear proteciive eyewear, such as goggles ar a face shield?
drowning, unexplained car accldent, or sudder infant death syndrome)? 47. Bo yau worry about your welght?
14. Does anyone In your family have hyparirophic cardiomyopathy, Marfan 48. Are you brying to or has anyona recommaended that yau galn or
syndrome, arthythmagentc right ventricular cardiomyopathy, fong QT lose weight?
syndrome, shorl QT syndroms, Brugada syndrome, or catecholaminargle 449, Ara you on & speclal diet or do you avold gertain types of foods?
polymerphic venlricutar iachycardia?
5D TR—— oo . 50. Have you aver had an eating disorder?
. Doss anyone in yo! i eart probiem,
insslaniey: deﬂbrsi’ll:lur?m i have 2 Jroiern, PACEMANes, of 51. Do you have any concams that ycm wauld i ke ta discuss with a docior?
18. Has anyona in your family had unexplalned fainting, unexplained FEMALESONLY -
selzures, o near drowning? 52. Have yeu aver had a mensinua) perod?
BONEAND JOINTOUESTIONS .5 : ] ““17¥ag.| No | |53. How old were you when you had your first menstrual period?
17. Havs yotl evet had an Injurytoa bcma, muscle, Ifgament or tendon 54, How many periods have you had In the last 12 manths?

that caused you to miss a practice or 4 gaine?
8. Hava you ever had any broken or fractured hanes or dislocated jolnts?

19, Hava you ever had a5 injury that required x-rays, MA), CT scan,
injections, therapy, a brace, a cast, or crutches?

203, Hava you ever had a stress fracture?

21, Have you aver baen told that you have or have you had an x-ray for nack
Instabifity or atlantoaxial instability? (Down syndroma or dwarfism}

22. Do you regularly use a brace, orthotics, or olher assistive device?

23, Do you have a bone, muscls, or joint injury that bothers you?

24, (o any of your Jolnts bacome palaful, swollen, feel wanm, or look red?
25. Do you have any history of juvenile arthritis or connactive Hssua dissase?

| hereby state that, to the best of my knowledge, my answers 1o the above questlons are complete and correct,

Explain “yes” answers here

iy

fad

of athlete Signahura of parant/guardi Date

q
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New Jersey Depariment of Education
Health History Update Questionnaire

Name of Schaool:

To participate on a school-spousored intesscholastio of inteamural athtetic team ot squad, each student whose physical

examination was cotupleted mote than 90 days ptios to the flest day of official practics shall provide a health history update

guestionnaire completed and signed by the student’s patent or guatdian,

Student; , Age: Grade;

Date of Last Pliysical Examination; Sport:

Since the last pre-participation physical examination, has your son/daughter:
1. Been medically advised nof to participate 1n a sport? YesD No[:]

* Ifyes, desctibe in detail:

2. Sustained a concussion, been unconseious or lost memory from 4 blow to the head? ch]:] NOD

If yes, explain in detail:

3, Broken a bone or sprained/strained/dislocated any muscle or joints? Yes L:INO l:l

H yes, deseribe in detail.

4, fainted or “blacked ouwi?” Ves! [No

If yes, was this during or immedlately after exercise?

5. Hxperienced chest paing, shortness of breath or *racing heart?” Yes[:]No

If yes, explain

6. Has there been a recent history of fatigue and wausual tiredness? YesEl No
7. Been hospitalized or had to go ta the emergency room? chE] No

If yes, explain in detail

8. Since the last physical aﬁgii;ilaatioﬂ, has there been a sudden death in the fa'mily or hag any tmember of the f.‘arﬁih(- under age

50 had a heart attack or “heart trouble?” Yes No
9. Started or stopped taling any over-the-counter or presotibed medications? Yea;,I:INo
10. Been diagnosed with Cotonavirug (COVID-19)? VYes DN&D
If diapnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? Yes No[:]
If diagnosed with Coronavirug (COVID-19), was your son/daughter hospitalized? Yes No

Date: Signature of parent/guardian;

I M™Manua Dobava Clamnlndad o o dha Gabuanl Dasan?s O an




PREPARTICIPATION PHYSICAL EVALUATION

THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

Date of Exam

Nams

Data of birth

Sax Age Grade School

Sportls)

Typa of disability

Date of disability

Classlfication {if avallable)

Cause of disability {birth, dlseasa, accidantfirauma, other)

Aol ol

List the sports you are interested in playing

. De you requiarly use a brace, assisive davice, or prosthetic?

, Do you have any rashes, pressure soras, or any other skin problems?

6
7. Da you use any special brace or assistive davice for sports?
8
]

, Do you have a hearing 10587 Do you uze a hearing aid?

10. Do you have a visual Impairment?

11, Boyou usa any special devices for bowel or biadder functlon?

12, Do you have burning or discomforl when urinating?

13, Have yau had autonomlc dysrellexia?

14, Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) liness?

15, Do you have muscle spasticliy?

16. Da you have frequant sefzures that cannot be controlled by medication?

Explaln “yes” answers here

Please indlcate If you have ever had any of the folfowing.

Alantoaxlal instahility

¥-ray evaluation for atlantoaxial instability

Dislocated Jolinks {more than ane)

Easy bleeding

Enlarged spleen

Hepatitls

Osteapania or osteoporosts

pitfiguity contraling hawet

Difficuity controling bladder

Numbness or fngling in arms or hands

Numbness of irgling in legs or feat

Weakness in arms o7 hands

Weaknass Ir: legs or feat

hecent changa In coordination

Racent changa In ability ta walk

Spina bifida

Latax allergy

Expialn “yes™ answers here

| herehy stafe that, to the best of my knowledge, my answers to the abova questions are completa and correct,

Slanaturs of athlela Signatura of p

Dale

©2010 Amerlcan Academy of Family Physicians, Amevican Academ) ly of Pedialles, American College of Sports Medicine, Amerlcan Medical Society for Sports Mediclne, American Orthopaedic

Society for Sporis Mediclna, and American Ostecpathic Academy o
Naw Jersey Dapartmant of Edvcalion 2074; Pursvant io P.L.2613, .71

Bporis Medicing, Parmlsslon Is granted to reprint for noncommerclal, educational purposes with acknowiedgment.




NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practice
rurse, or physlolan assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSIGIAN REMINDERS
1. Gonsider additional questions on mora sensitive Issuss
* Do you fael stressed ot or undar a In} of pressure?
* Do you ever feef sad, hopeless, depressed, or anxious?
* Iha you feel safe af your homa or restdence?
* Hava you ever tried clgaretles, chewing fobacco, snuff, ar dip?
* During the past 30 days, did you use chewing tohacco, snuff, or dip?
* Do you drink atcohol or use any other drugs?
* Hava you ever taken anahollc sterolds or used any olher performanse supplement?
* Have yau ever taken any supplements fo halp you gain or losa weight or improve your performance?
* Do you wear a seat held, use a helmet, and use condoms?
2. Canslder reviewing questions on cardlovascular symptoms {questions 5~14}.
EXAMINATION =5 T T R T R e
Helght Walght [F Male 0O Female
BP / { ! ] Pulse Vision R 20/ 1. 20/ Gortected OY DI N
MEDIBAL 7 i e e e s e NORMALY e e el AANORMAL FINDINGS EE s
Anpearanca
= Marfan stigmata {kyphoscoliosls, high-arched palata, pectus excavatum, arachnodaciyly,
arm span > height, hypsriaxity, myopia, MVP, aortic insufflziency)
Eyas/ears/rose/throat
* Pupils squal
» Haaring
Lymph nodes

Heart*
» Murmurs (auscultation slanding, supine, +/- Valsalva)
» Location of point of maximal impulse (FM)}

Pulzes
« Simultaneous femoral and radial pulses

Liings

Abdamen

Genflourinary {males only}®

Skin

= HS\ Jaslons sugpastiva of MASA, linea corporis
Neurotogle®

Neck

Back
Shoulder/arm
Elhow/forearm
WristhandHingers
HipAhlgh

Knee

Leg/ankle
Fool/toes

Functional
» Duck-walk, singla leg hap

Gonsldar ECG, echocardlogram, and referat {a cardiology for abnormal cardlac hlstory or exam.
tGonsidar G exam If In privata selting, Having third parly present Is recommended.
“Consider ognitiva evaluation or baseling psychlatric testing if a history of significant cancussfon.

T Cleared fer all sports without restriction
1 Cleared for all sporls without restriction with recommendations for fisrther svaluation or ireatment for

3 Not cleared
O Pending further evaluation
13 For any sports
O For cariain sperts
Reason

Recommendations

| hava examined tha ahave-named sludert 2nd compieted tha preparilcipation physicat evaluation. The athiete does nal present apparent elinical conlraladications lo praclice and
participate in Lhe sport{s) as outined above. A capy of the physical exam |s on recard in my offica and can he mada availahle to tha schanl at the raquest of the parenls. 1l condilions
arlse after lhe athlele has bean cleared for participation, a physiclan may rascind the clearance until the probtem s resalvad and the potential consequences are complelely axplained
1o 1he athlete (and parents/guardians).

Name of physiclan, advanced practice nurse {APN), physician assistant (PA) (print/type) Date of exam

Address : Phone

Slgnaiure of physislan, APM, PA

©2010 American Academy of Famlly Physiclans, Amarican Academy of Pedialries, Amerfcan Coliage of Sporis Medicing, American Madlizal Soclely for Sports Medicing, American Orthopasdic
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM [IF Age Date of birth

O Cleared for all sports withaut restriction

1 Cleared for all sports without restriction with recommendations far further evaluation or treatment for

O Not cleared
[ Pending further evaluation
O For any sparls
O Far certain sports

Reasor:

Racommendations

EMERGENCY INFORMATION

Allergies

Qther information

HCP OFFICE STAMP SGHOOL PHYSIGIAN:
Reviewed on
{Date}
Appraved Not Approved
Signature:

I have examined the ahove-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications to practice and participate in the spori(s) as outlined above. A copy of the physical exam is on record in my office
and can be made avaitable to the school at the request of the parenis. If conditions arise after the athlete has been cleared for participation,
the physician may reseind the clearance untif the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced praclice nurse (APN), physician assistant (PA) Date

Address Phone

Signaturs of physician, APN, PA
Gompleted Cardiac Assessment Professional Development Module

Date Signature

®2010American Academy of Family Physiclans, American Academy of Pediatrics, Amarican College of Sports Medicine, American Medical Soclaly for Sporis Medicine, Amasrican Ortopaedic
Saclely for Sporls Medicing, and Amerizan Osteopathic Acadamy of Sporls Medlcine. Permission Is granled lo reprint for noncommercial, ecucational purposes wilh acknowladgment.
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BOONTON HIGH SCHOOL / JOHN HILL SCHOOL
2024-2025

ATHLETIC / ACTIVITY EMERGENCY CARD & PERMISSION SLIP

Name Grade (in 2024-25) Sex: M/F  Sport

Date of Birth Place of Birth Home Phone

Address Town Zip
Parent/Guardian (1) Bus. Phone Cell Phone
Parent/Guardian (2) | Bus. Phone Cell Phone
Parent/Guardian e-mail (1) @ Parent/Guardian e~-mail (2) @
Emergency Contact Phone

Student’s Physician Phone

Student’s Dentist Phone

Please list any medical conditions, health concerns, allergies, and medications for your child:

Please review code of conduct, team respect pledge, steroid, cardiac, concussion, eye injury form, opieid
fact sheet, opioid video acknowledgement. Parent/guardian & student signatures indicate you have
reviewed and acknowledge this information, and consent to all terms/stipulations on this page.

My child will be participating in the Boonton athletic program, Iunderstand that participation in a sport or activity carries a visk of being
injured that is inherent in all sports, And, despite the use of protective equipment and proper technique, the risk of injury may be severe,
including the risk of fractures, brain injuries, paralysis or even death. I will not hald the school anthorities responsible in the event of accident
or infury resulting from my child’s participation in the athletic program. I understand, however, that Boonton Public Schools carties
inswance and that my child will be covered by this insurance according to the limitations and conditions set forth In the policy. The
insurance contract involves an agreement between the company and parents, Nelther the Board of Education nor its employees are to be
considered participants in this policy beyoad the normal actions required for the processing of claims.

In the event of an emergency and I cannot be reached, I give niy permission for my son/daughter to be given necessary immediate medical

care at a hospital or other medical or dental facility. (signature of parent/guardian)
I give my consent and approval for my son/daughter to participate in (sport) during
the school year in accordance with the rules and regulations of the NISIAA. and Boonton Board of Education,

{ have read, understand and apree to abide by the rules and regulations set forth by the Boonton Board of Education, Boonton Athletic
Departruent and the NJSIAA,

Signature of Parent/Guardian: " Date:

Student Signature: ' Date:

b B
Immunizations Impact Testing

Physical Completed Nurse’s Signature

Credits Athletic Director’s Signature




