ACEL MEDICAL HISTORY EVALUATION

PART I: INFORMATION (To be filled out by parent or guardian only)

Name: Grade: School:
Sex: M / F Age: Date of Birth: Home Telephone #: Sports:
Social Security Number: _Address: City: Zip:
Parent's Name: Parent's Employer: Work Telephone #:

Insurance Company:_ Policy #: Family Doctor:

Has or Does this athlete

PART II: MEDICAL HISTORY (7o be filled out by parent or guardian)

Circle & please explain all ""yes" answers below

1. Have a medical problem or injury since his/her 1ast €VAJUALION? ............oovrormsssersieeeeseees s seeeeseeseenseesesseseseases s eesesseeseneseen YES NO
Ever not been allowed to participate in sports for a medical TEASONT..............ecvrirmmmreiiresisnesmmsssssserossossmesessssiesssnsensmeesesess YES NO
2. Ever been hospitalized? ............. ..YES NO
Ever had SUTBETY? ... iibien e enes e st e ol S S s oo OO S A et YES NO
Have any missing organs? (eye, Aidney, 18SLICIE, €1C.) ..........c...ouiiviumoeeiieeoeieiis it st ess st etssass e s ssesmes s esassssrssresees s et e aen YES NO
Presently take any MEICAIONT .........coov.eieuiieiiiinirtiree ettt tar s e cas b e st en s s e seanreseaeesseesesesseses e renesseeeeeen YES NO
Have any allergies to Medicine OF INSECT DItES? .......c.coovvviiiiiiiivcscs et ems et eee e sttt esesess e ses et seeseses s seresens st st sere e YES NO
Passed Out dULING OF ARET EXCTCISE? .......v.eviieeeeeeeeesistiiis et ce s e esssssss s st s 4681 se 21 ene s e S es s e ten st e res et ot ee sy r e enie YES NO
Been dizzy or passed out during 0F afler XEICISE? ..........ovoiuoiur it srasis s st satsssesssesib st st beesesat e seeseneeesiesens YES NO
Have chest pain during or after EXEICISE? ........u.iiiciimiie oottt sttt s ese st s et b oo esesssnmsssseaesessssseersssessesneseres. YES NO
Tire more quickly than his/her friends dUMING EXEICISET ... ..co.ov oot s e esssesee s ee e ese e eseeees s eresseee s YES NO
Have high blood Pressure? ... sesee st e esae e sren NO
Been told he/she has a heart murmur? NO
Have racing of the heart or skipped heartbeats? ...........iciiiiviiiiiiiinisisesiorersssssssessessssessesisasssssssssssosssseseessesesesessreesnioennes. YES NO
Have a family member that died of heart problems or sudden death before age 507.........c.ovvoviveeeree e eeeeeeeeeeeseesee s YES NO
Have any skin ProbIems?..........c.iviiiiiiieeieit ettt NO
Ever had @ head or NECK IMJULYT ..o.oiiiiiioc sttt ee e e e e eseee e e eeee e s s es s s eean YES NO
Ever been Knocked out O UNCOMSCIOUST ......uiuuuieieierienisiisieieesctesesssssessssss s sssns sisssssssnssessmessstssasesasesmseseeees o sneenesereiasesssss YES NO
Ever had a Seizure? .....unueommmmmmmpmin s s s i e e s YES NO
Ever had a stinger, burner or pinched nerve? ..YES NO
8. Ever had heat cramps? uiuiismmia o ot s i ariiives i insss s soasssatsegenes ..YES NO
Ever been dizzy or passed out in the REAt7...........cocoiiiiii it e sse e ssess s ssea e sessesesse s st ensses e seenees YES NO
9. Have trouble with breathing or coughing during 0r after ACHVITY? ............oiveeeeeeiees e er s etesteesees s eseeeeses s e eeee e s YES NO
10.  Use any special equipment? (pads, braces, neck rolls, eye guards, kidney belt, etc.) ... YES NO
11.  Have any problems with vision? .........ccccoevrvverninnn.ns R R S RS eiNa « cata e v e serensreasesnrars Y ES NO
Wear glasses Or COMACIS ... . o B it s i rens aien e oo, B e L S T SRR i b iaiasanenessnnnsesesnsanseraee. YES NO
12. Ever sprained/strained, dislocated, fractured or had repeated swelling of any bones or JOINtS? ........c.covvvveeeereeerieerrsreennns YES NO
13, Have any medical problems listed below? (Please check off)
High Blood Pressure Rheumatic Fever Diabetes Hepatitis
Mononucleosis Abnormal Bleeding __Tuberculosis _ Asthma
Sickle Cell Disease/Trait Other(list)
14.  List dates for last: Tetanus Shot: Measles Immunization: e
15.  Female athletes, list dates for: First menstrual period: ____Last menstrual period:
Longest time between periods last year:
Please explain all "yes" answers from above: - o




N PART III: SIGNATURES
(You must answer these questions and sign for your child to be examined)

I. The information on the reverse is current and correct to the best of my knowledge .............ooooooooooovovoosesesoo YES NO
2. 1give my permission for my child to be examined for school-related activities ..............oooe YES NO
3. If, in the judgment of a school representative, the named student athlete needs care or treatment as a result of

an injury or sickness, I do hereby request, consent and authorize for such care as may be deemed necessary................._.. YES NO
4. Irecognize the evaluation to be done on my child is a standard pre-participation screening examination, and

that no in-depth testing, x-rays, lab work, or cardiac testing will be performed ........oooocooeecrriveer YES NO
5. 1 understand that if the medical status of my child changes in any significant manner after his/her physical

examination, I will notify his/her principal of the change immediately .............oovi YES NO
6. Igive my permission for the athletic trainer to release information concerning my child’s injuries to the

YES NO

head coach/athletic B

Signature of Parent/Guardian: Date:

Date:

Signature of Student Athlete:

PART IV: PHYSICAL (7o be Jilled out by a licensed physician flicensed nurse practitioner in collaboration with doctor or a licensed

hysician s assistant under the supervision of a licensed physician.)

2 N b e

Height ) Weight Blood Pressure / Pulse

SYSTEM NORMAL ABNORMAL INITIALS COMMENTS

Heart

Lung

Other

Abdominal

Genitalia

Neck

Shoulder

Elbow

Wrist

Hand

Back

Knee

Ankle

Foot

Eye Right 20/ Left 20/ Corrected? YES / NO

CLEARANCE: A. Cleared
B. Cleared after further evaluation/treatment

C. Not cleared for: Collision Contact Non-contact

RECOMMENDATIONS:

NAME OF MD/NURSE PRACTITIONER: DATI::

ADDRESS: - - TELEPHONE:




