Sports Participation Questionnaire
Middle lnltial

1, Name of Student!
n First

Date of Birth
Sport (s)

Sex!

Grads:

3 Male I Femnale

11, Please answer quastion A-D YES or NO, Atany time in the past has he or she had any operations

involving:

A. Head, syes, ears, nose, throat

B. Chest, heart, lungs
C. Back, abdomen

0O YES O NO
- O YES O NO
0O YES O NO
0O YES I NO

D. Arms, legs
1f the answer js YES to any of the question A-D, fill in the information on thig ¢hart!
Operation ( Date of Operation [ Doctor who Operated Hosplal J Clb};gjpi;le of
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111. Please answer question A-D YES or NO. At any time in the past has he or she had any Injuries to:
: 0O YES ‘O NO

A, Head, eyes, ears, nose, throat
B.
C
D. Arms, legs

Chest, hesrt, Jungs

Back, abdomen

O YES 0 NO
— O YES 0 NO
O YES 0 NO

Injury ’ Date (Approx)

dostor, make & line in the space)

If the answer js YES to any of the questions A-D, fill in the chart below:
[ Doctor who treated [1{If not seen by a J
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|

|
|
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IV, Please answe
illnesses, acute or chronie, Involving:
A. Head, eyes, ears, nose, throat
B,
G

B
E. Skin, joints, bones or muscles

Chest, heart,-Jungs

r question A-D YES or NO. At any time in the past has this student had any major
‘ O YES

J YES
O YES

Back, abdomen, stomach, intestines

O YES

Arms, hands, legs, feet

0 YES

If the ansyrer s YES to any of the question A-E, fill in the information on this chart:

O No
O NO
O NO
QO NO
O nNOo

HNiness Date (Approx.)

Doctor who treated illness-Still being
treated~ YES or NO
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V, Please Answer al} of the following question YES or NO. If YES, please write any additiona!

information you have,
Is this srudent supposed to be taking any medlcations at this Ume?w--- [0 YES

AL

0O NO
O NO

If yes: |, What medicines?
2. 1s he/she actually taking this medicine

..........................



_____________________________________ O YES - ONO

B. Is this student allergic to any medicine
1f YES, which medicinas _

C. Has be or she had tetanus VasCINAtion rmmmmmmssmmmmTams S mssI T O YES ONO
If YES, give the year of last vacsination
PLEASE ANWER THE FOLLOWING QUESTIONS: 0 vES 0 NO
Any hearing loss or repeated R B = D vpe ONO
An ere or repeated skin infections? —---mw-mmsmm-mmmmoTImTT
T e ronse, acts? - O YES O NO

Any blindness, color blindness, double vision, blurred vision, glasses or cont
Y ’ ble shormess of breath?- O YES DO NO

Any asthma, wheezing, chronic cough, unusual or uncomforta )
Any chest pain or chest discomfort? SRS OvYES OXNO
Any history of frregutar of thusually Tést heéxrt rate, high blood pressure, passiig ouy,

fieart murmur, furping blue, rheumatic fever? - e mm o OvYeES ONO

Any blood from the recfum, hepatits, jaundice (turning yellow), frequent abdominal pains? O YES o NO
----- OYES ONO

Any kidney infections, kidney stones, or repezated bledder infections? ——---------="""

Any seizures or convulsions? IS OYES 0ONXNO
Any swelling, pain or stiffness i JOIEEY mmmmmmmmmnomeeenmmemsmmmommesenomeemTIIITIm I OYES ONO
Any deformity or arm or leg? - —-—--OYES ONO
Any hemnia or rupture? ————- ceeeew O YES O NO
Any anemis or upusual bleeding? -----smormmmmmneommes —- OYES 0ONO

Any histery of abnormally high or low blood sugar, diabetes, thyrold problems
or other endocrine or gland problem? -- I OYES ONO
Any other health problems or concems? oo D YES O NO
Any back or neck pain? - DYES ONO
Do you have dentures or braces? - - OYES ONO

Thc,information 1 have provided is correct to the best of my lcnowledge.' I hereby give permission
. to have a medical examination, as arranged
1

for (student namc.)
by the school before he or she starts sports participation, If approved by the examining doctor,
to take part in any of the following

give permission Tor (student name)
sports except
List of Sports . e _

I am the legal parent or guardian of this student. ' S

(Parent or Legs] Guardian Signature)

Lo (Dste)
O *Family cardiac history reviewed = required for Dominick Murray Sudden Cardlac Arrest Prevention Act

. Scoliosis __ BMI

- Height Weight ___ BP

( School Physician) (Date)



