“DHHS

Department of Health and Human Services
e Human Sorvices Physical Examination Report

Name of School (if desired)

The school board shall require evidence of (a) a physical examination by a physician, a physician assistant, or an advanced practice registered
nurse...within six months prior to the entrance of a child into the beginner grade and the seventh grade or, in the case of a transfer from out
of state, to any other grade of the local school; and (b) for school year 2006-07 and each school year thereafter, a visual evaluation by a
physician, physician assistant, an advanced practice registered nurse, or an optometrist within six months prior to the entrance of a child into
the beginner grade or, in the case of a transfer from out of state, to any other grade of the local school, which consists of testing for amblyopia,
strabismus, and internal and external eye health, with testing sufficient to determine visual acuity, except that no such physical examination or
visual evaluation shall be required of any child whose parent or guardian objects in writing. The cost of such physical examination and visual
evaluation shall be borne by the parent or guardian of each child who is examined. Nebraska Revised Statutes 79-214 (excerpt).
PARENT/GUARDIAN: This form is provided as a convenience to you and your child’s health care provider in meeting the requirement
for physical examination in Nebraska schools. No specific form is required by the statute. The information provided here may be
shared with school personnel as needed to promote your child’s safety and educational success.

By signing below, the parent/guardian of consents for the
Name of Student

release of the health and medical information contained herein to be released to

Name of School

Signature Printed Name/Relationship to Student Date
Student Name School Grade
Student Address Zip Age Sex. OM 0OF
Physician Name
PHYSICAL FINDINGS (use back for comments or recommendations)
Height Weight Medical Normal | Abnormal Findings
Blood Pressure Pulse Appearance O (|
Urinalysis Eyes/ears/nose/throat O [l
: Lymph Nodes O O
Hemoglobin/Hct Heart (note murmur if present) | O O
Audiometric Screening Report Pulses (inc. Femoral) O [l
500 1000 2000 4000 Lungs O Ll
RE Abdomen O O
LE Skin [m] O
Immunizations given during today’s visit: I\N/Iuslfuloskeletal o Ll
ODTP OTd OPolio OMMR OHib OHepB O Varicella ec o [l
O Other (list) Spine m] L]
(Please attach copy of immunization record on file.) Shoulder/arm O J
Recommend Further Wristhand O L]
Visual Evaluation Report PASS FAIL Evaluation E!b;)t\t/]v/fcr)]rearm g E
Amblyopia O O O Ip/thig
Strabismus O O O Knee O L
Internal Eye Health O (| (| Leg/ankle [m] O
External Eye Health O o O Foot O O
Visual Acuity O (] (] Evidence of Scoliosis [ No O Yes
20 feet: Right 20/ Left 20/ with/without glasses Evidence of Hernia O No O Yes
16 inches: Right 20/ Left 20/ with/without glasses | LStigmata of Marfan’s Syndrome LI No O Yes

Required medication on a daily or episodic routine:

Please check classification

O Regular: Student may participate in the regular program of physical education, recreation, intramurals, athletics or related activities
without undue risk or injury.

[0 Adapted: Student has a condition which might risk sustaining injury from participation in the regular program or needs a special adapted
program as indicated by the consulting physician. Reexamine each year.

O Exempt: Student has a severe handicap which might risk sustaining injury from participation in the regular or adapted programs. These
students should be reexamined for possible reclassification at the end of the exemption period.

Please check certification

[0 Certified: Student has passed the physical examination successfully and is physically able to participate in interscholastic athletics.
Activities student should not participate in:

Significant findings/chronic health concerns
Your signature below indicates completion of physical exam and review of health history.

Date Signed

Examining Physician (Signature Required)

Clinic/Practice Name (please print) Physician Phone

Physician Address

Ret to School Health Offi
elum fo Sehool Heath Bilice FH-42 (44042) 4/09



B PREPARTICIPATION PHYSICAL EVALUATION 150
{Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep this form in the chart.)
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-counter medicines and supplements (herbal and nutritional) that you are currently taking
Do you have any allergies? O Yes [ No If yes, please identify specific allergy below.
O Medicines O Pollens O Food O Stinging Insects
Explain “Yes" answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS Yes | Mo MEDICAL QUESTIONS Yes | No
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: O Asthma [ Anemia [ Diabetes [ Infections 28. s there anyone in your family who has asthma?
Other: 29, Were you born without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? - (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? . : 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had discomfort, pain, tightness, or pressure in your 34, Have you ever had a head injury or concussion?
chost Afing arehe™ 35. H: had a hit or blow to the head that d fusi
= o . fnave U ever had a or blow B Ne; dal caused coniusion,
7. Does your heart ever race or skip beats (irregular beats) during exercise? pmlurr:ad headache, or memory problems?
8. :;:&i'ﬁﬁ;{?g;:;ld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
O3 High blood prer;sura B Kbk 37. Do you have headaches with exercise?
[J High cholesterol O A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O] Kawasaki disease Other: legs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardiogram) or falling?
10. Do you get lightheaded or feel more short of breath than expected 40. Have you ever become il while exercising in the heat?
during exercise? 41, Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle cell trait or disease?
12. Do you get more tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
during "1“”3'5"1?_._ — - - - . 44, Have you had any eye injuries?
':: “H“ "E‘““f lI_l;H!SII:IIS&B_:J:.:‘r '!::Il: :"h“m:‘ 8 s Yes | No 45, Do you wear glasses or contact lenses?
. Has any family member or relative died of heart problems or had an
unexpected or unexplained sudden death before age 50 (including 48. Do you wear protective eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?
14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia? -
g i R e = 50. Have you ever had an eating disorder?
: ms:;ﬁ?g:ziﬂggﬁ;;;m Alleddoo il sl g 51. Do you have any concerns that you would like to discuss with a doctor?
16. Has anyone in your family had unexplained fainting, unexplained FEMALESONLY = : . =
seizures, or near drowning? 52, Have you ever had a menstrual period?
'BONE AND JOINT QUESTIONS . ] ' Yes | No 53, How old were you when you had your first menstrual period?
17. Have you ever had an injury to a bone, muscle, ligament, or tendon 54. How many periods have you had in the last 12 months?

that caused you to miss a practice or a game?

18.

Have you ever had any broken or fractured bones or dislocated joints?

19,

Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20.

Have you ever had a stress fracture?

21,

Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? (Down syndrome or dwarfism)

22,

Do you regularly use a brace, orthotics, or other assistive device?

23,

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

24,

Do any of your joints become painful, swollen, feel warm, or look red?

25,

Do you have any history of juvenile arthritis or connective tissue disease?

Explain “yes" answers here

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete

- Signature of parent/guardian

Date

®@2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Saciely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for nencommercial, educational purposes with acknowledgment.

| hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the school for the purposes of

participation in athletics and activities.
Parent or Legal Guardian Signature

Date
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