New Mexico Activities Association

MEDICAL EXAMINATION 6600 Palomas NE

FOR PARTICIPATION IN Albuguerque, NM 87109
INTERSCHOLASTIC S
ATHLETICS NOTE: The NMAA Does not need a

copy of this form. Please retumn

(Cover sheet) your school's athletic department.

Medical History — Parent/Guardian please fill out prior to examination.

|
: Student Athlete Name (Zast, Frst, M.L):

Home Address: ’ ) Grade:
Street Ry Seate 2

_D_OB_ o SR S = . I = . S

f_hame of Parent/Guardian T T T

!, Home Address: Phone: Work:
ozt i ., * Cell:

;_é;lergency Contact ) Phone: 2 Work:

Nome Reatiomship Cell:
Address -

St ay Stat - Z0

. SPORT/ACTIVITY STUDENT WILL PARTICIPATE IN (CHECK ALL THAT APPLY)

|
i
i
1

i

I' Sports/Activities :
| 03 Basebal . O Football . £ Cheer/Drilt | O Wrestling | [ Bowling ;
i g s A
: [dTrack/Fieid | [J Tennis 3 Volieyball 01 Golf | 3 Other. é
iz - H !
. & Cross country | O Soccer 0 Softball : | O Baskethall i
: i 4 ! i

!

‘ Please answer all health history questions on the following page PRIOR to your visit to
the doctor. Please fill in the student athlete’s personal information (name, gender and
' birth date) on each page of the form and return the entire packet to the school’s

. athletic department.

Last updated 8/20/2007




ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION FORM

Mediczl History — Parent/Guardian please fill out prior to examination

HISTORY

Name: Age: Grade: DOB:
(Please Print) Tast Fst. MI
Place of Birth: Last School Attended:
City State School Crty State
Mailing Address: Home Phone:
’ Stroet City State Zip
Name of Parent/Guardian: Work / Cell Phone:
{Explain “Yes” apswers belM
Yes No Yes No
1. Has a doctor ever denied or restricted your 21, Have you ever been told that you have or have p "
participation in sports for any reason? [ [ ' had an x-ray for atlantoaxial {(neck) instability? | i
2. Do vou have an ongoing medical cotdition 22. Do you regularfy use e brace or assistive device? f: C
{like asthma or diabetes)? i [ 23. Has a doctor ever told you that you have asthma o
3, Are you currently taking any prescription 3 or allergies? Lo [
or nonprescription medications or pills? T U 24. Do yau cough, wheeze, or have difficulty
4. Do you have allergies to medicines, pollens, breathing during or after exercise? 1 1
foods, or stinging insects? : I i 25, 1s there anyone in your family with asthma? 1 T
5. Have you ever become dizzy or passed out ) 26. Have you ever used an inbaler or taken asthma
During or After exercise? [ T medicine? : T T
5. Have you ever had chest discomfort, pain or . 27. Were you born without or are you missing a «
pressure during or afier.exercise? T 1 kidney, an eye or testicle, or any other organ? B [
7. Do you get more tired than your friends 28. Have you had a severe viral infection such as
during exercise? [ i infections mononucieosis {mono) or myocarditis )
8. Has a doctor ever told you that you have: in tbe tast month? T [
(check all that apply) r r 29. Do you have any rashes, pressure sores or _
T High blood pressure [ Heart murmur other skin problems? |1 |
5 Heart infection T High cholesterol 30. Have you had a herpes infection? Vo |
9, Has a doctor ever ordered a test for your 31, Have you had a head injury or concussion? [ h i
heart? (ECG, echocardiogram) 1 1T 32. Bave you been hit in the head and been confused .
10. Has anyone in your family ever died for or lost your memory? L .
no apparent reason? 1 1 33. Have you ever had seizure? 1 T
11. Does aryone in your family have a heart - - 34. Do you have headaches with exercise? C Lo
condition starting under the age of 50? T 5 35. Have you ever had numbness or tingling or ) .
12. Has a family member or relative died of weakmess in your arms or Jegs? L k.
heart problems or sudden death before the 36. Have you ever been unable to move your arms )
age of 507 1 i or kegs affer being hit or fallen? (. r
13. Have any of relatives ever had one of the 37. When exercising in the heat. do you have severe i ;
following conditions? Hyptrophic muscle cramps or hecome ill? T (i
cardiomyopathy, Marfan’s syndrome, Long 38. Has a doctor told you that you or someons in your .
QT syndrome or a significant heart arshythmia | i family hes sickle cell trait or sickle cell disease? T P
14. ‘Have you ever had racing of your heart or i ; 39. Have you had any problems with your eyes or >
skipped heart beats? i i vision? {0 1.,
15. Have you ever spent the night in a hospital? - [ 40. Do you wear glasses or confacts? ! 2o
16. Have you ever had surgery? i f 41. Do you wear protective eyewear such as goggles .
s P ; face shield? i j
17. Have you cver had an injury, like a spran, ma S~ ” — —
muscle or ligament tear or tendonitis that 42. Areyou un},mppy w’m your welg'!lﬂ o L
caused you to miss & practice or game? 43. Are you trying to gain or loss weight? R T
(if Yes, circle below) T i 44. Has anyone recomynended you change your ; 5
18. Have you had any broken or fractured woight or cating habits? - .
bones or dislocated joints? (ifyes, circle below) [ i 45. Do youlimit or carefully control what youeat? [ L
19. Have you ever had a bone or jomt injury that 4 Doyos v comemsitatyorgonid e ;
required x-rays, MRL, CT, surgery, injections discuss with the doctor / health care provider? L v
chabilitati jical th brace. FEMALES ONLY: " B
:.l;:h;‘y oo phpsicsl ey o o i 47. Have you ever had a menstrual period? i i
i 3 = 48. How old were yon when you had your first menstrual period?
Head Neck Shoulder Upper arm Elbow 3 : _
,' = PP 49, How many periods have you had in the last 12 months?
' Calf H Chest Upper back Lower back Explain “Yes™ answers here: S
Forearm  Thigh Knee Ankle Foot Toes -

2. Have you ever had a stress fracture?

1 1

Studsnt-Athlerc Signature.

IHEREBY CERTIFY THAT THE ABOVE INFORMATION IS VALID AND CORRECT:

Parent or Court Appointed Legal Guardian Siguature Date

I VERIFY THAT I HAVE REVIEWED THE ABOVE INFORMATION

|_Physi otan Signature

Date




CLEARANCE FORM

Athlete Name: Gender DOB
SAMPLES OF CLASSIFICATION OF SPORTS BY CONTACT
Contact/Collision Limited Contact Non-Contact
Strenuous Non-strenuous
Fieid Hockey Baseball Discus Bowling
Football Basketball Javelin Golf
ice Hockey Cheerleading Shot put
Lacrosse Diving Rowing
Soccer Fencing Running/Cross Country
Wrestling Field Strength Training
High Jump Swimming
Pole vault Tennis
(Gymnastics Track
Skiing
Softhall
Volleyball

Student MAY participate in the following types of sports: (CHECK ALL THAT APPLY)

. [ISTUDENT CLEARED FOR ALL FORMS OF SPORTS
f] CONTACT/COLLISION [0 NON-CONTACT/STRENUOUS £ LIMITED CONTACT [OINON-CONTACT/NON-STRENUOUS

'[1STUDENT CLEARED FOR PARTICIPATION

. 1 STUDENT CLEARED FOR PARTICIPATION PENDING:
D STUDENT NOT CLEARED FOR PARTICIPATION

STUDENT ATHLETE EMERGENCY INFORMATION

ALLERGIES

HISTORY OF ANAPHYLAXIS?

0 Yes O No

IMMUNIZATIONS OUp fo date

Last Tetanus Immunization _

Student’s Primary Physician/Provider (For follow up, # necessary):

 Significant Medical History Information (Please Inciude any history of asthma, hypertension, previous head injury, unequal pupil size efc.)

: Current Medical Conditions:

! Current Me&ications(if on asthma medication please indicate if needed prior to sports):

Does Athlete wear contacts? [ Yes I No

Does Athlete require eye protection while playing? 0O Yes [1 No i

; Prowders Name __MD__DO___NP__PA__DC Phone:

" Address: }_ B ! |
: Streat City Stele S ' ; { :
Signature of Provider © Date: i

Last updstad 5/10/2007




ATHLETIC PRE-PARTICIPATION PHYSICAL EVALUATION FORM [PHYSICAL EXAMINATION

Athlete Name Gender DOB

Height: Weight: Pulse: Blood Pressure: / , ( / ; / )
Vision: R 20/ L 20/ Corrected: Y N ___ Pupils: Equal  Unequal
MEDICAL Normazl Abnormal Findings/Comments
Appearance

(any physical finding of Marfan’s syndrome)

Eyes/Ears/Nose/Throat (if indicated)

Hearing (if indicated)

Heart (auscrltation should be done supine and standing- abnormal findings require referral for further evaluation)

Murmurs

Pulses

Lungs: Auscultation

Abdomen:

Genitourinary {only if indicated)

Skin

MUSCULOSKELETAL

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand/Fingers

Hip/Thigh

Knee

Leg/Ankle

Foot/Toes

NOTES:

Student MAY participate in the following types of sports (CHECK ALL THAT APPLY):
a ALL FORMS OF SPORTS

CONTACT/COLLISION

NON-CONTACT/STRENUOUS

LIMITED CONTACT NON-CONTACT/NON-STRENUOUS

STUDENT CLEARED FOR PARTICIPATION PENDING (explanation)

Cougd

STUDENT NOT CLEARED FOR PARTICIPATION (explanation)

C

Name of Physician/Provider (print/type) Date

Signature of Physician /Provider

Student’s Primary Physician/Provider (for follow up, if necessary):




Sport Concussion
Tnformation Paper

A concussion is a disturbance in the function of the brain caused by a blow to the body or head, occurring in any sport
or activity
Signs to watch for:
+  Headache
«  Nausia
& Dizziness
& Problems with Memory
«  Balance problems ;
Problems could arise over the first 24-48 hours. You should not be left alone and must go to a hospital at once if you:
s« Have a headache that gels worse
Are very drowsy or can’l be awakened (woken up)
Can’t recognize people or places
Have repeated vomiting
Behave unusually or seem confused, are very irritable
+  Have seizures (arms and legs jerk uncontrollably)
= Are unsteady on your feet; have slurred speech
Remember: it is better to be safe: ¢ it i gl

LI S I )

Rememmber, concussion should be suspecied in the presence of ANY ONE or more of the following:
+  Symptoms (such as a head ache), or
»  Signs (such as loss of consciousness), or
*  Memory problems

When retummg athletes to play, thcy should follow a stcpwrsc symptom-limited program, with stages of progression.
For example:
1. Restuntil asymptomatic (physical and mental rest)
Light aerobic exercise (e.g. stationary bike)
Sport-specific exercise (running, jogging, lateral movement)
Non-contact training drills (start light resistance training)
Full contact training after medical clearance
Return to competition (game play)

O W e N

There should be approxirnately 24 hours (or longer) for each stage and the athlete Qhou]d retum to stage 1 if symptoms
recur, Resastauce trammg should on]y be added in the later stages. Medisal clewane

HE pEAuIn I

I ARSI IARYRERERERSE RAR SIS SR ARSNS SRS R sd RIS AR ERERERSREREARENERSE] S

Student-Athlete Signature Date

Parent or Court Appointed Legal Guardian Signature Date




