Date:

PLYMOUTH-CANTON COMMUNITY SCHOOLS

DEPARTMENT OF ATHLETICS, HEALTH AND PHYSICAL EDUCATION

PRE-PARTICIPATION PHYSICAL EXAM

Athletic
Trainers

Ears,
Nose,
Throat

Cardiac
Respira-
tory

Ortho-

pedic
Exam

PLEASE
CIRCLE
ONE

Skinfold

Measure-
ments

V1.0

School Attending: [ ] Canton [ ] Plymouth [ ] Salem

Name: Address:
Zip Code

Grade: _ Age: __ Birthdate: Sex: [IMLIF  Home Phone: ID#:
Parent/Guardian Names: Work Phone: ( )

Cell Phone: ( )
Sports participating in for school year (circle)
Baseball Cross Country Gymnastics Pom Pon Swimming Wrestling
Basketball Football Ice Hockey Soccer Tennis Volleyball
Cheerleading Golf Lacrosse Softball Track
Height: Pulse: Gross Vision: R L
Weight: Blood Pressure: / Glasses: / Contacts:
Urine Analysis: Sit & Reach Flexibility:
Ears: Nose:
Throat: Lymph Nodes:
Heart:
Lungs:
1. Neck: 5. Knees
2. Shoulders: 6. Ankles
3. Elbows: 7. Low Back:
4. Wrist: 8. Scoliosis:
Hernia Present:
Physicians Comments:
A. No athletic participation
B. Limited participation with specific sport mentioned
C. Clearance withheld until additional test, examinations or rehabilitation can be completed
D. No reason found to restrict participation
Physicians Signature: Date:
Parent (Guardian) Signature: Date:

Triceps: Suprailiac:

Scapula: Biceps:

% Body Fat:

Physician’s signature must be dated on or
after April 15 of the current year to be
accepted. Parents: page two must
completed and attached before returning
to coach.




HISTORY

Family Physician: Phone
Family Dentist: Phone
Do vou have anv special dental appliance vou wear (bridae etc)?

Circle any of the following that you have, or have had:

1. frequent colds 13. skin disease 25. shortness of breath
2. bronchitis 14. kidney disease 26. frequent urination
3. tuberculosis 15. eye pain 27. cough
4. chickenpox 16. blurred vision 28. hoarseness
5. German measles 17. recurrent headache 29. nasal discharge
6. measles 16. toothache 30. frequent nosebleeds
7. mumps 19. painful joints 31. sore throat frequently
8. poliomyelitis 20. back pain 32. abdominal pain
9. appendicitis 21. leg pain 33. frequent diarrhea

10. chorea 22. palpitations 34. jaundice

11. rheumatic fever 23. night sweats 35. scarlet fever

12. bone & joint disease 24. vomiting 36. allergies to medication

PLACE CORRESPONDING NUMBER ABOVE IN COLUMN AT LEFT

IMMUNIZATION-YEAR OF LAST TETANUS BOOSTER:
LAST DENTIST VISIT:
HANDEDNESS: LEFT ORRIGHT?
ALLERGIES:
ANY MEDICATIONS, MEDICINES, DRUGS OR VITAMINS BEING TAKEN ON A REGULAR BASIS?
THESE ARE:
HEART: MURMUR?
PALPITATIONS?
ANYONE IN FAMILY UNDER 50 YEARS OLD DIE OF HEART PROBLEMS OR SUDDEN UNEXPLAINED CAUSES:
DO YOU GET CHEST PAIN WITH EXERCISE?

7. DO YOU STOP WHEN RUNNING A HALF MILE (TWICE AROUND THE TRACK?

ASTHMA? WHEEZING?

8. HAVE YOU EVER BEEN UNCONSCIOUS, KNOCKED OUT, HAD A CONCUSSION, FAINTED?

9. ANY PROBLEMS WITH ENVIRONMENTAL HEAT (HEAT FATIGUE, HEAT EXHAUSTION, HEAT STROKE)?
10. HAVE YOU EVER HAD PROBLEMS WITH YOUR: EYES (VISION)?

o wN -~

o

HEART DISEASE?

EARS (HEARING)? KIDNEYS
TESTICLES HERNIAS?
11. FEMALE MENSTRUAL X X ,

12.  MAJOR MEDICAL ILLNESSES: SEIZURES, ANEMIA, DIABETES, ARTHRITIS, THYROID DISEASE, BLEEDING DISORDERS, HEPATITIS, MONONUCLEOSIS,
HYPERTENSION, PNEUMONIA, ULCERS?

13. HAVE YOU BEEN SICK RECENTLY?
14. OVERNIGHT HOSPITALIZATION, (YEAR, HOSPITAL, REASON FOR ADMISSION, LENGTH OF STAY?

15. OPERATIONS OR SURGERY:

16. FRACTURES OR BROKEN BONES

17. EVERHAVE A CAST, SPLINT, SLING, CANE OR CRUTCHES?

18. DO YOU HAVE ANY SKIN RASHES PRESENT?

19. EVER HAVE ANY OF THE FOLLOWING: SHIN SPLINTS, CHONDROMALACIA, JUMPER’S KNEE, OSGOOD-SCHLATTER’S DISEASE, LITTLE LEAGUE ELBOW OR
SHOULDER, STRESS FRACTURE?
20. HAVE YOU EVER HAD ANY OTHER INJURIES THAT CAUSED YOU TO MISS A GAME OR PRACTICE?

ADDITIONAL HISTORY INFORMATION

PLACE CORRESPONDING NUMBER ABOVE IN COLUMN AT LEFT

PARENT OR GUARDIAN SIGNATURE DATE



