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Forms Please complete tfte, ··Pire' l alillicci(!a1!iom Plhysiical Evaluation" form P.:litor to }'.Ol!J

a�poimment It is required that this form be completed and signed by Parent (or 
Guardian) and the child before the child is seen by the Provider. 

Immunizations It your chil1d has lhiad any immuniea1ions other tllan in our offrce, pfea:se 
bring a COffil!lete record of tlhose, imm·uni�ai!ionis wi�lhi you. 

Meningococcal (MenQuadfi) vaccine is given to prevent specific types of meningitis 
prevalent in dormitory or communal settings. This vaccine is recommended at age 11-12 
years with a booster dose at age 16 years. 

Meningococcal Group B (Bexsero) vaccine given in addition to MenQuadfi to prevent 
against additional types of meningitis prevalent in dormitory or communal settings. This 
vaccine is recommended at age 16-18 years with a 2nd dose after 6 month. 

HPV (Gardasil) Human Papillomavirus. HPV can cause certain HPV-related cancers in 
your son or daughter. This vaccine is a type of cancer prevention. This vaccine is for both 
boys and girls at age 11 or 12. The CDC recommends HPV vaccination be completed 
before turning 13. It can also be given as early as age 9. This is a 2-3 shot series 
depending on the age initial dose given. 

For inquiry of Vaccine and Administration fees please call our office. 

If you have questions regarding your child's vaccine needs, please ask your physician. 
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This form should be placed into the athlete's medical file and should not be shared with schools or sports organizations. 

■ PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM 

Note: Complete and sign this form (with your parents if younger than 18) before your appointment. 

Name: _______________________________ Date of birth: ______________ _ 

Date of examination: Sport(s): _____________________ _ 

Sex assigned at birth (F, M, or intersex): How do you identify your gender? (F, M, or other): ________ _ 

List past and current medical conditions. -------------------------------------

Have you ever had surgery? If yes, list all past surgical procedures. 

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional). 

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects). 

GENERAL-QUESTIONS 

Ii l . (Explain "Yes" answers at the end of this form. 
Cir�� q��stion_s J! ¥OU don'� k_now _th! �ns�r-1 __ ... �es_ --�-�- _

I. Do you have any concerns that you would like to 
discuss with your provider? 

2. Has a provider ever denied or restricted your 
participation in sports for any reason? 

3. Do you have any ongoing medical issues or 
recent illness? 

I _H�A�T -���LJH_ QU_�S-TIONS �BOU! _Y�U 
. -

-- -

4. Have you ever passed out or nearly passed out 
during or after exercise? 

5. Have you ever had discomfort, pain, tightness, 
or pressure in your chest during exercise? 

6. Does your heart ever race, flutter in your chest, 
or skip beats (irregular beats) during exercise? 

7. Has a doctor ever told you that you have any 
heart problems? 

8. Has a doctor ever requested a test for your 
heart? For example, electrocardiography (ECG) 
or echocardiography. 

�_J_y�� _I No 
--

I- HEART :-HEAL TH- QUESTIONS ABOUT YOU 

Ji I 
-

(CONTINUED) : Yes No 
--· - - --· - -�-- - . - - - -- -

9. Do you get light-headed or feel shorter of breath 
than your friends during exercise? 

I 0. Have you ever had a seizure? 

11. Has any family member or relative died of heart 
problems or had an unexpected or unexplained 
sudden death before age 35 years (including 
drowning or unexplained car crash)? 

12. Does anyone in your family have a genetic heart 
problem such as hypertrophic cardiomyopathy 
(HCM), Marfan syndrome, arrhythmogenic right 
ventricular cardiomyopathy (ARVC), long QT 
syndrome (LQTS), short QT syndrome (SQTS), 
Brugada syndrome, or catecholaminergic poly­
morphic ventricular tachycardia (CPVT)? 

13. Has anyone in your family had a pacemaker or 
an implanted defibrillator before age 351 



14. Have you ever had a stress fracture or an injury
to a bone, muscle, ligament, joint, or tendon that
caused you to miss a practice or game?

15. Do you have a bone, muscle, ligament, or joint
injury that bothers you?

!����,�--,�
,_ MED���L __ q�f�!}ONS-� _ . : .

_, 
. ., .. _ _ ; __ NJ_:; 

16. Do you cough, wheeze, or have difficulty
breathing during or after exercise? 

17. Are you missing a kidney, an eye, a testicle 
(males), your spleen, or any other organ? 

18. Do you have groin or testicle pain or a painful
bulge or hernia in the groin area?

19. Do you have any recurring skin rashes or 
rashes that come and go, including herpes or
methicilli n-re sis tan t Staphylococcus aureus
(MRSA)1 

20. Have you had a concussion or head injury that

caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after being hit or 
falling?

22. Have you ever become ill while exercising in the

heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision?

25. Do you worry about your weight?

26. Are you trying to or has anyone recommended 
that you gain or lose weight?

27. Are you on a special diet or do you avoid 
certain types of foods or food groups?

28. Have you ever had an eating disorder? 

30. How old were you when you had your first
menstrual period 1 

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Explain "Yes" answers here. 

I hereby state that, to the best of my kn owledge, my answers to the questi o ns o n  this form are complete 

and correct. 

Signature of athlete: -------------------------------------------------

Signature of parent or guardian: 

Date: __________________________ _ 

© 2019 American Academy o( Family Physicians, American Academy o( Pediatrics, American College o( Sports Medicine, American Medical Society (or Sports Medicine, 
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa· 
tional purposes with acknowledgment. 
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Date of Birth Name ________________________ _ ----------

Doctor Date 

Not Several More Nearly 

Over the last two weeks, how often have you been bothered by any of the at days than Every 

Following problems? all half day 

the days 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself - or that you are a failure or have let yourself or your 0 1 2 3 

family down

7. Trouble concentrating on things, such as reading the newspaper or watching 0 1 2 3 

television

8. Moving or speaking so slowly that other people could have noticed? Or the opposite
- being so fidgety or restless that you have been moving around a lot more than 0 1 2 3 

ususal

9. Thoughts that you would be better off dead or of hurting yourself in some way 0 1 2 3 

FOR OFFICE CODING _Q__+ 
--

+ + 
---

= TOTAL SCORE: 
--

If you checked off ANY problems, how difficult have these problems made it for you to do your work, take care of things at home, or 
get along with other people? 

Not difficult 
at all 

□ 

Somewhat 
difficult 

□ 

Positive Screening acknowledged and addressed 

Very 
difficult 

□ 

Extremely 
difficult 

□



Five-Two-One-Almost None 
Nemours Health and Prevention Services is committed to helping people understand the causes and implications of being at an unhealthy 
weight. 5-2-1-Almost None is our way to promote a healthier lifestyle for children and families. It's as simple as following these suggestions and 
tips for healthier eating and physical activity: 

[I] 
000 

--

FRUITS AND VEGETABLES 

Five stands for five or more servings of fruits 
and vegetables per day. Fruits and vegetables 
are packed with disease-fighting nutrients and 
give you energy, naturally. 

HOURS OF SCREEN TIME 

Two stands for no more than two hours per 

day in front of a screen (TV, video games, 
and recreational computer time). A number of 
studies show a correlation between watching 
television and obesity. 

HOUR OF PHYSICAL ACTIVITY 

One means at least one hour of physical 
activity per day. Physical activity, especially 
when it gets the heart pumping faster, is vital to 
maintaining a healthy weight and overall good 
health. Kids who are raised in active families 
tend to stay active as adults. 

SUGAR DRINKS 

Almost none refers to almost no sugary 
beverages-no more than two servings per 
week of soft drinks, sports drinks, and fruit 
drinks that are not 100% fruit juice. Over the 
last few decades, soda consumption has 
doubled for girls, tripled for boys. 

Nemours. Health �
Prevention Services 

■ Serve at least one fruit or vegetable at ever/ meal and snack.
Try all the different colors.

■ Dip veggies in low fat dressing. Tuck them in whole wheat pitas.
Toss some on your pizza.

■ Try and try again. It may take children several tastings (10 or more)
before they begin to enjoy certain foods.

■ Be a role model - limit your own screen time. Play, take a walk,
or cook with your kids instead.

■ Keep the TV in a central location and out of your child's bedroom

■ Turn off the TV during dinner and take time to talk about your day

■ Plan one physical activity for the family each weekend. Let each child
take turns choosing the activity.

■ There are lots of ways to be active - walking, dancing, gardening, and
raking leaves can all get your heart pumping.

■ 10 minutes here, 10 minutes there - and before you know ii, you've
been moving your body for an hour.

■ Choose water. Add a lemon or lime wedge or a splash of juice for flavor.

■ Drink water, milk, and juice yourself. Your children learn by
watching you.

■ Avoid bringing sodas and sports drinks home. If it's there, the kids
will drink ii.

www.GrowUpHealthy.org 
Copyright© 2010 The Nemours foundation. All rights reserved. 


