PREPARTICIPATION PHYSICAL EVALUATIO N -- MEDICAL HISTORY

2017

This MEDICAL HISTORY FORM mug becompletedannually by parert (or guadian)and studen in order for the studer to participate inathletic activities Thes

guestiors ae designé todetemine if the studen has developé any conditionwhich would make it hazadous toparticipate in anathletc event

StudensName (print) Sex Age Date ofBirth
Address Phone
Gracde Schod

Peasonal Physician Phone

In cae ofemergencycontact

Name Relationshp PhoneH) (W),
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It is undestoodthat even though potective equipmenis worn by the athlete,wheneve neededthe possibility of anaccidentstill remains Neithe the University Interscholast Leagile

northe schod assumeany lesponsibiliy in case araccidenbccus.

If, in the judgment ofany epresentativeof the schoo| the abovestuden shoutl needimmediak careand teatment as aesut of anyinjury or sickness| do hereby requestauthaize, and

consen to such careand teatment asnay be given sad studen by any physician athletc trainer,nurse orschoo







	Students Name print: 
	Sex: 
	Age: 
	Address: 
	Grade: 
	School: 
	Personal Physician: 
	Name: 
	Relationship: 
	Phone H: 
	19 When was your first menstrual period: 
	If yes how many times: 
	When was your last concussion: 
	EXPLAIN YES ANSWERS IN THE BOX BELOW attach another sheet if necessary: 
	Students Name: 
	Sex_2: 
	Height: 
	Weight: 
	Pulse: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_5: 
	Vision R 20: 
	Cleared after completing evaluationrehabilitation for: 
	fill_16: 
	Recommendations 2: 
	Phone Number: 
	Date of Birth: 
	Vision L: 
	Check Box101: Off
	Check Box102: Off
	Check Box104: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	Phone Number2: 
	Phone Number3: 
	Check BoxA: Off
	Check Boxb: Off
	Longest time: 


