ml | BoOX BUTTE
mm GENERAL HOSPITAL

Greater Nebraska
Medical & Surgical Services

FREE

Sloolits- Pruyscals

for students going into 7™ through 12" grade

Please wear a t-shirt with shorts, leggings, or sweatpants.
Tuesday,

May 28™, 2019
5:30 to 7:30pm

@ Michael F. Essay, Sr. Specialty Clinic
Please use BBGH Main Entrance

Parent/Guardian paperwork must be completed
before student can be seen by a provider.

A Sports Physical does not qualify as a
wellcheck or 7th grade physical.
If you have questions, please contact the
BBGH GNMSS Family Medicine Clinic
at 308.762.7244

'\
If you are unable to attend,

an appointment will be required
for a $25.00 Sports Physical

during regular clinic hours.



PREPARTICIPATION PHYSICAL EVALUATION 153
HISTORY FORM

{Note: This form Is t0 be Tilled out by the patient and parent prior fo seging the physician. The physician should keep this form in tha chart.)

Date of Exam
Name Date of birth
Sex Age Grade Schoot Sportis)

Medicines and Allergies: Please list all of the prescription and overthe-counter medicines and supplements therbal and nutritional) that you are currently taking

Do you have any allergles? 3 Yes 3 Ne H yes, please identify speeific aliergy below,
1 Medicines 3 Pollens 3 Feod {1 Stinging Insects

Explain "Yes" answers below, Circle questions you don't Rnow the anawers fo,

. Ha

SRR

L¥:] dnc gver ds ed or restcie your partic paion in erm or

S ae N
26. Do you cough, wheszs, or have difficulty breathing durng or

any reason? after exercise?
7. Do'vou Have any ongolng medical condiions? It so, please Identify 27. Have you sver used an inhaler or taken asthma madicine?

below: I Asthma [ Anemiz [0 Diabstes [ Infections 28. 13 thers anyone In your family who has asthma?

Other: 29. Were you bortt without of are you missing & kidniey, an aye, 4 testicle
3. Have you ever spent the night inthe hospital? - (rales}, your spieen, or any piher organ?

Have you ever had surgery? 30. Do you have groln pain or a painful bulge of hernla in the groln area?

' EART 4 7 4 Taoy . . ) Yy | 131, Have you had infectious mononucieosis {mono} within the fast month?
5. Have you ever passed out of nearly passed ot DURING or 32. Do yous have any rashes, pressurs sores, or other skin problems?
AFTER exercise? 33. Have you had a hernes or MRSA skdn Infection?
5. :g::&%;ﬁ?;xiﬁggfmfm* pain, fightness, or pressure in your , 34, Have you ever had a head Injury or concussion?
7. Dogs your heart avat race or skip beals (rrequiar beats) during exercise? 35 gngg: de: :;;afh;tz: x&%’;’;;g’&xﬁg that catssed canfuston,
8. ?ﬁz{;ﬁ( i(;cﬁt?; ;&;3; ‘t;m you that you have any heart problems? ¥f so, 36. Do you have a history of seizure disorder?
£ High blood prassure 1 A Reart murmur 37. Do you have headaches with exercles?
I3 High cholestarol 71 Aheart Infection 38. Have you ever had numbness, tingling, or In'your arms or
£7] Kawasaki disease Other: lags aftar belng hit or faliing?
9. Has a doctor gver ordered a test for your heart? (For axample, ECO/EKS, 39. Have you ever been unable to move your arms or legs after heing hit
echocardiogram) of falling?
10. Do you get Hghtheaded or feal more short of breath than sxpacted 40. Have you ever become i while exercising In the heat?
during sxercias? 41, Do you gt frequent moscle cramps when exercising?
11. Have you ovor had an unexplained selzura? 42. Do you o somenne In your family have sickle cell tralt or disease?
12, Do you gst more tired or shost of Lireath more auickly than your friends 43, Have you had any problems with your eyes or vision?
during exa:cisev 44, Have you had any sye injurles?

45. Do you wear glasses or contact Isnses?

13. Has any family member or 16 ’dve jed of he:t pmbems or had an

unexpected or unaxplained sudden death bofors age 50 {ncluding 48. Do you wear prolectivo eyewsar, such a5 gaggles or a face shisld?
drowning, unaxplainad car accident, or sudden Infant death syndrome)? 47. Du you worry about your welght?

14. Does anyohs I8 your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recominended that you galn or
syndrome, arthythmagenie right ventricular condiomyopathy, tong QT lose welght?
syndrome, shork 0T syndrome, Brugada syndrome, of catecholaminergle 48. Ara you on & spoclal diet or do you avold cortain types of foods?
polymaorphie ventricular tachycardia?

- 50. Have you ever had an sating disorder?
15, Does anyons In your family have a heart problam, pacemalser, or

implanted defibrilator? Do you have any concerns that you would fike fo discuss with a doctor?
16. Has anyone In your famity had unaxplained fainting, unexplained : . .
saizires, o hear drowning? 52, Hava you ever had 2 mensteunl period?

% & W . % . 53, How oid were yau when you had your first meoastrual perlod?

17. Have you sver-had-an injury to a bone, mtfsci, figament, or tendon 54, How many periods have you had In the last 12 months?
that caused you to miss a practics or a game?

18. Have you ever had any broken or fractured bones or disioeated joints?

18, Have you avar hatf an injury that required x-rays, MR, CT scan,
injections, tharapy, & brace, & cast, or cruiches?

201, Havs you svar had 2 siress fraclure?

21. Have you sver been told that you bave or have you bad an x-ray for neck
instabifity or attantoastal instablifty? Qown syadroma or dwarfisim)

22, Do you regutarly uss a brace, orthatics, or ather assistive device?

23, Do you have a bons, musele, or joint Injury that bathers you?

24, Do any of your Joints become painful, swollen, fuel warm, of ook red?
25. Do you have any history of juvenite arthritls or sonnective lissus disease?

Explain *yas" answers here

| hereby state that, to the best of my knowiedge, my answers 1o the above guestions are compiete and correct.

of athifets " i of parents

Date

32010 American Acath of Family Pysicians, American Avarlemy of Pediatrics, American College of Sports Mediciue, Amerivan Metfical Socipty for Sports Medicing, American Orthapaadic
Society for Sports Mediting, and American Osteapathic Academy of Sparts Medicine. Permission Is granted to reprint for nencommgrcial, educational purposes with asknowledgment,

[ 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




B PREPARTICIPATION PHYSICAL EVALUATION 154
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade School Spartisy

1. Type of disability
2. Date of disability
3. Classification {if available)

4, Cause of disabifity {birth, disease, accident/trauma, other)
5. List the sports you are interested in playing

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you use any spacial brace or assistive device for sports?

. Do yout have any rashes, pressure sores, of any other skin problems?
9. Do you have a hearing loss? Do you use a haaring aid?

10. Do you have a visual impalrment?

11, Do you use any spacial devices for bowe) or blardder function?

12, Do you have hurning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you aver been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) ilness?

15. Do you have muscle spasticiy?

16. Do you have frequent seizures that cannot be controfied by medication?

i~

Explaln “yes” answers here

Please indicate if you have ever had any of the followlng.

Allantoaxial Instability

X-ray eveluation for atlantoaxial instability
Dislocated joints (more than ons)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controfling bowel

Difficulty controfting bladder
Numbness or tingling In arms or hands
umbriess or tingling in legs or feet
Weakness In arms o hands

Weakness in legs or feel

Recent change in coordination

Recent change in ability 1o walk

Spina bifida

Latex allargy

Explain “yes” answers hers

i hereby state that, To the best of my knowledge, my answers o the above guestions are complete and corroct.

Signaturs of athlels Stgnalure of parsntiguardisn

G200 American A
Society for Sporte Merd

ny of Faimify

ing, and Amedicn

a7 Orthopnedic
sigimet.

Amarican ny of Padiats



7 PREPARTICIPATION PHYSICAL EVALUATION 155
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSRICIAN BEMINGERS
1

. Consider additional questions on more sensitive issues

» Do you feal stressed out or under a lof of pressure?
= Do you ever feel sad, hopeless, depressed, or angigus?
» Do you fest sala at your home or residence?
» Have you ever ried cigareites, chewing tobaceo, snuff, or dip?
» During the past 30 days. did you use chewing tobaccs, snuff, or dip?
= Do you drink alcohot or use any other drugs?
« Have you ever taken anaholic steroids or used any other performance supplemant?
= Have you ever taken any supplements o help you gain or fose waight or improve your pericrmance?
» Do you wear a seat belt, use a helmet, and use condoms?

2. Consider ravigwing questions en cardiovascular symptoms (questions 5-14).

EXAMINATON

Helght Weight 1 Male {3 Female

Bp / (1 ) Pulse Vision 8 20/ Loy

MEBICAL . | vommal L

Appearance

* Marfan stigmata kyphoscoliesis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > helght, hyperlaxity, myopia, MYP, aortic nsufficiency)

Evas/ears/nose/throat

= Pupils equal

e« Hearing

Lymph nodes

Heart?

& Murmurs {puscultation standing, supine, +/- Valsalva)

« Location of point of maximal impulse (P

Pulses

= Simultanecus famoral and radial pulses

Lungs

Corrected 0¥ [N
 ABUOBMALEWIDUIGS

Abdomen

Genitourinary {males only)

Skin

= HSY, Insions suggestive of MRSA, finea corporis

Neurologic®

Back
Shoulder/arm
Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/anile
Fool/toes

Functional
= Duck-walk, single lsg hop

Lonsidar £G6, schenardingram, and referral to cardiology tr abrormal cardiac history of exam.

*Consider Gl exam if in private setling, Having third party prosent is recommended.

“Cossider cognitive evaiuation or baseline nenrapsychialric tealing i a history of significant concussion.

3 Claared for all sports withaut restriction

U1 Claared for all sporis without restriction with recommendations for further svalualion or treatment for

3 Not eleared
3 Panding further evatuation
£3 For any sports
7 For certain sporis

Reason

Recommendations

Fhave examined the above-named student and complated the preparticipation physical evaiuation. The athlste does not present appasent clinical contraindications to practics and
participate in the sport{s) as outlined abave. A copy of the physical exam is en record in my office and can he made available to the schoo! at the request of the parents. If condi-
tions arise after the athlele has been cleared for participation, the physician may rescind the clearance untit the problem is resolved and the potential consequences are completely
explained to the athiele (and parents/guardians),

Hame of physician (print/type) Date

Address Phone

Sigmaturn of physician LMD or DD

cof Sperts Ma prpeses w



H PREPARTICIPATION PHYSICAL EVALUATION 156

CLEARANCE FORM

Name Sex I M OF Age

73 Cleared for all sports without restriction

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

3 Mot cleared
3 Pending further evaluation
{3 For any sports

3 For cartain sports

Reason

Recommendations

i have examined the above-named student and completed the preparticipation physical evaluation. The athiete does not present apparent
clinical contraindications to practice and participate in the spori(s) as cutlined above. A copy of the physical exam is on reeord in my office

and can be made available 1o the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,

the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athiele
{and parents/guardians),

Name of physician (print/ype) Date

Address Phone

Signature of physician LMD or DO

EMERGENCY INFORMATION

Allergles

Other information

amy of Sports




To be completed for
students participating in any
NEAA activities.

Student and Parent Consent Form

School Year: 20 =20
Member School:

Name of Student:
Date of Birth: Place of Birth:

The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above named Student and are collectively
referred to as "Parent”,

The Parent and Student hereby:
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege;

(2) Understand and agree that (a} by this Consent Form the NSAA has provided to the Parent and Student of the existence of potential
dangers associated with athletic participation; (b) participation in any athletic activity may invelve injury of some type; (c) the severity of
such injury can range from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the body’s bones, joints, ligaments,
tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare occasions, injuries so severe as to result in total
disability, paralysis and death; and, (d) even the best coaching, the use of the best protective equipment and strict observance of rules, injuries
are still a possibility;

(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities rules of the NSAA member school for which the Student is participating; and,

(4) Consent and agree to (a) the disclosure by the Member School at which the Student is enralled to the NSAA, and subsequent disclosure
by the NSAA, of information regarding the Student, including the student’s name, address, telephone listing, electronic mail address,
photograph, date of and place of birth, major fields of study, dates of attendance, grade level, enroliment status (e.g., full-time or part-time},
participation in officially recognized activities and sports, weight and height of as a member of athletic teams, degrees, honors and awards
received, statistics regarding performance, records or documentation related to eligibility for NSAA sponsored activities, medical records,
and any other information related to the Student’s participation in NSAA sponsored activities; and, (b) the Student being photographed, video
recorded, audio taped, or recorded by any other means while participating in NSAA activities and contests, consent to and waive any privacy
rights with regard to the display of such recordings, and waive any claims of ownership or other rights with regard to such photographs or
recordings or to the broadcast, sale or display of such photographs or recordings.

(5) Consent and agree to authorize licensed sports injury persannel to evaluate and treat any injury or illness that occurs during the student’s
participation in NSAA activities. This includes all reasonable and necessary preventive care, treatment and rehabilitation for these injuries.
This would also include transportation of the student to a medical facility if necessary. Such licensed sports injury personnel are independent
providers and are not employed by the NSAA.

(6) Acknowledge that Parents are obligated to pay for professional medical and/or related services; the NSAA shall not be liable for payment
of such services. We give permission to any and all of the Student’s health care providers and the NSAA and its employees, staff, agents,
and consultants to release and discuss all records and information about the Student including otherwise confidential medical information and
records. We understand that this release has been requested and may be used for the purpose of determining eligibility pertaining to activities
participation, fitness, injury, injury status, or emergency.

I acknowledge that I have read paragraphs (1) through (6) above, understand and agree to the terms thereof, including the warning of
potential risk of injury inherent in participation in athletic activities.

Name of Student [Print Name] Student Signature Date

(I am){We are) the Student’s [circle appropriate choice] (Parent) (Guardian). (I)(We) acknowledge that (1) We) have read paragraphs (1)
through (6) above, understand and agree to the terms thereof, including the warning of potential risk of injury inherent in participation in
athletic activities. Having read the waming in paragraph {2) above and understanding the potential risk of injury to my Student, (I}(we)
hereby give (my)(our) permission for [insert student name] to practice and compete for the above named
high school in activities approved by the NSAA, except those erossed out below:

Baseball Golf Tennis Play Production Basketball Swimming/Diving
Track Football Speech Cross Country Soccer Volleyball
Music Unified Bowling | Softball Wrestling Debate Journalism

Parent [Print Name] Parent Signature Date

Revised July 2018



* ATHLETES EMERGENCY CARD

Date:

Name: Date of Birth:

Grade: Home Phone:

IAddresS:' '  Allergies:

Father/Guardian: v ‘ N Date of Birth: - Phone:
1 Mo#her/GUardién: — ‘ _Daté ofﬁirtﬁ: . Phone:

Emergency Contact other than Parent: Phone:

Insurance Company: | Policy Number:

:Fafnily Doctor: R , SR ?h’one: -

Parent’s Signature
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