B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM
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?.’Glaared for all sports wilhiout restictlon
E? Glearad for ali sporls wittiout reslrlctfon with recommendalions for further evaluation or treatment for

D Not clearad

D Pendlng furlher evaluation
D For any spoils
D For cerlaln aparts

Reason
Fecommendaiions _
-EMERGENCY INFORMATION
Allergles mange |

Other information

HGP DFFICE STAMP SCHOOL PHYSIBIAN:
Revlewed on

[Date)

Approved Not Approved
Slgnature:

| have oxamined the shove-named student and eompleted tho preparticipation physlcal evaluation, The athilets does not present apparant
clinleal contraindications o practice and particlpate in 1he spork(s) as outlined ahove, A copy of the physical sxam is on record in my office
and can e made avallable to 1he schaol at the raguaest of the parents, If conditlons arise afier the athlels has heen cleared for participation,
the physiclan may rescind the cleatance until ihe problem is resolved and the potential conseguences are complately explained 1o the athlete

{and parents/guardlans). A. FYOEY *@Q

Nama of physlelan, advanced praatice nurse (APN), physiclan assistant (PA} { ZQLAQl S‘+ L i Q jQQ Q Dale _Q!_)_’-Ehf?‘
Address “Phone

Signalura of physiclan, APN, PA. Q LA O{ 6"1"@(/0&(/& a i) P/ Arnu‘ o= KU

Campleled Gardiac Assessinent Professlonal Development Module : ¢

Dela : Signalure,

©2010Amesican Acaderny of Famlly Physiclans, Amerlcan Academy of Padialics, American Collzge of Sporis Medlclas, Amerlcan Madical Socioly for Sparts Mediclne, Amerlean Orthopasdio
Soclely for Sporis Madliclne, and Amerfean Osleapaltilc Avademy of Sporis Medlclne, Permission Is granlted lo reprint for nancommerclal, eduealional purposes with acknowledgment.
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NOTE: The preparliclaptlon physical examination must be conducted by a health care provider who 1) Is a lisensed physlolan, advanced pracliclan
nurse, or physiclan assistant; and 2) completed the Student-Athlele Cardlac Assessment Professlonal Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM | ~ )
Name C eceéen \Y_one Dato of bl 5 - \[—\;' QCOS

PHYSICIAN BEMINDERS
1. Ganslder ddilanal questiane an mare sensiUye lssuss
: ll]m yaufeel s{tre]ased (l]lul m; underalol m‘d prassure?
0 you ever faal sad, hopeless, depressed, or anxlous? — —_—
* Do you feel sale at your home ar residence? . Pafe {33 EXE ¥ty C, ] 7
* Have you svar tried clgareles, chewing tohasoo, snuft, or dip? i it
* Durlng the past 30 days, did yau use chewing tobace, snufi, or dlp? .
* Do you drdnk alechal oruse any alher drugs?
* Haus you ever 1aken pnabelle sleralds or used any olher perdormance supplement? .
* Have you ever aken any supplemienls o help you galn or lese welght or Improve your parfarmance? LT
* Do you wear g seat hell, use a helmet, and use condoms?

2. Gonsider rovlewlng quealluns an ourdluvnsnular symplnms (queslluns 5—14)

| EXAEAIHATION i g e

Helght_/, 2 . % weigt_ ] 5. % [ Ivate [ Femate ‘

B/ (05 (1 ) P 35 Vislon R 20/ 30 L20/ 705 Correctad [QY L N
NEDIGAL - - . - “HoRMAL T T T - ABHORMAL FINHoOS . -
Appearance ‘

* Marfan stigmala (kyplioseoflosls, high-arched palate, peclus excavatum, asachnadaclyly,

arnl span > halghl, hyperasily, myopla, MYP, aoitio Insufficlency)
Eyes/ears/noseAbroat
» Puplls equat
» Headng
Lymgh nodes
Heart?
* Murmurs (ausctlialion standing, supine, +/- Valsalva)
»_ Locallon of palnt of maxintal Impulse (P

Pulges
*_Simulianaous famoral and radlal pulses

Lungs

Py

Gollourdnary {males only)®

Skin
s HsV, {asions suggesilve of MASA, linea corporls

Neurologle®
MUSOULASKELEVAL
Nack

Back

Shouiderlarm
Ethow/loteann
Wristiand#ingers
Hiplthigh

Kngp

Leglankla

Faolltoes

Funclional

» Duck-valk, slngls leg hop

oanskder £GG, echocardiogram, and iefeira] to cardiojogy for abnoumal cardiac histery or exam,
toonsider GU exam [N privalo saliing, Having titrd parly presant 1§ recommendsd,
*Consier cognilive avalvation or hasekne newapsyehtatric lesting If a listory of slnifican! concussion,
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Cleared for all sporls wilhout rasidollon
Cloared for all sporis withoul restdciton With reconunendations for furiher evaluatton or realment for

D Not cloared
D Pending furiher evalualion
D For any sporls
I:] For certaln sporls
Reason
" Recom

I hiave examined lhe shave-namad sludent and completed (he prapanloipalion physloal evaluation. The allilate doos not prasenf apparent olinloal contraindicalions ta prasiice and
parileipate In the spor(s) as autlined ahove, A capy of the physloal exam Is on recard In my olfice wnd can Le made avallable 1o the schoof af the request af the parants. i condiilons
atiso aflarhe alhlota has haen elsarad far parliefpalion, @ phystelan may reselnd the olearaiice untii tie prohlam Is resnived and the palential nunsequoncns ara nump[uloly explalned

lo e alhlele {and paronts/puardians).
Name af physiclan, advanced practice nurse (APN), physlnlan asslstant (PA {printftype) D‘c‘ re \ 5+€’ L H‘, DaluQ\
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UNIVERSAL

Endorsed by:  American Academy of Pediatrics, New Jersey Chapter
New Jersey Academy of Family Physicians
New Jersey Department of Health

CHILD HEALTH RECORD

"SECTION .- TO BE COMPLETED BY PARENT(S)

Child’s Name (Last)

(First)

Date of Birth

A \ka nc;\'\‘ E\a [IMale  [6Female | 2. (91 9009
Do sChild Have Health Insurance? If Yes, N of Child's Health Ins ce Came
‘e Dho e 05 ol Mok, (e ot 4.20,2017)

Parent/Guardlan Name

Gokn

Ao ne

334~

Home Telephon

6(2\}umberg 7 \

334

Work Telephone/Cell Phone Number

£9 03 7|

Parent/Guardian Name

Gu\\o C»

Moot

Home Telephone Number

334 664 03 T

334 6

Work Telepho g/CeIl Phone Number

037}

I give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.

Signature/Date

a.\.w\]

Pdves

}- 7O BE COMPLETED BY HEALTH CARE PROVIDER.

This form may be released to WIC.

[CINe

Date of Physical Examination: q 5 — ‘,“‘

l Resuits of physical examination normal? ﬂYes I:]No
Abnormalities Noted: Weight (must be taked
within 30 days for WIC) L[ <(‘ 4 ZJ/
Height (must be taken /v
within 30 days for WIC) 4¥.3

Head Circumference

(if <2 Years)

Blood Pressure
(if >3 Years)

a4, o

IMMUNIZATIONS

[ Immunization Record Attached
[1 Date Next Immunization Due:

MEDICAL CONDITIONS

« List medical conditions/ongoing surgical

Chronic Medical Conditions/Related Surgeries,

1 None
[7] special Care Plan

Comments

Allers eSS - @ WVirdr v &

CONGerns: Attached
Medications/Treatments % gggsia[ Care Plan Cogr-n\ents _\—
i icati . <% M
«» List medications/treatments: Attached ’ - "'“\K
Limitations to Physical Activity gglone. c l Comments
« List limitations/special considerations: pecial Care Plan
Attached
Special Equipment Needs gzgggal Care Plan Comments
« List items necessary for daily activities Attached
Allergies/Sensitivities Egsggial care Plan Comments
H Pt ~— o~
« List allergies: Attached N uds, ,UU%\\CK_ , h’UAé
Special Diet/Vitamin & Mineral Supplements Eggg;a[ Care Plan Comments
= List dietary specifications: Attached
Behavioral Issues/Mental Health Diagnosis 0 gone | Gare PI Comments
« List behavioral/mental health issues/concerns: pecial t.are Flan
Attached
Comments

Emergency Plans

the sign/symptoms to watch for:

» List emergency plan that might be needed and

%None
Special Care Plan

Attached

PREVENTIVE HEALTH SCREENINGS

Type Screening Datg Performed Record Value Type Screening Date Performed Note if Abnormal
Hgb/Het al18]13~ 13.0 [ 372 R |Hearing S
Lead: [ Capillary [R,Venous 9/5[] 7 Llmce Vision 9 -5/ F ATV —
TB (mm of Induration) D —2 G [Hizep | Dental By O j7
Other: T Developmental ﬁ".E “)7 ! % .
Other: Scoliosis =511 [

| have examined the above student and reviewed his/her health history. It is my opinion that he/she is mechcally/cleared to
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above.

Name of Health Care Provider (Print)

D_qvo \ YW—S'\‘Q‘\QQH—‘

Si% I
Ny

o Ve—

CH-14 JUL 12

Health Care Provider Stamp:

AUBURN UNIVERSITY MONTGOMERY
STUDENT HEALTH CENTER
IRMA B. MOORE HALL RM. 162

Dlstrlbutlon Orlg/nal Child Care Provider Copy-Parent/Guardian  Copy- H?twmm

MONTGOMERY, AL 36124-4023

N



