SCHOLASTIC STUDENT-ATHLETE SAFETY ACT
INFORMATION FACT SHEET
FOR PARENTS/GUARDIANS

Prior to participation on a school-sponsored interscholastic or intramural athletic team or squad,
each student-athlete in grades six through 12 must present a completed pre-participation physical
evaluation (PPE) form to the designated school staff member. Important information regarding
the PPE is provided below, and you should feel free to share with your child’s medical home

health care provider.

1.

The PPE may ONLY be completed by a licensed physician, advanced practice nurse
(APN) or physician assistant (PA) that has completed the Student-Athlete Cardiac
Assessment professional development module. It is recommended that you verify that
your medical provider has completed this module before scheduling an appointment fora
PPE.

The required PPE must be conducted within 365 days prior to the first official practice in
an athletic season. The PPE form is available in English and Spanish at

ht_tp:l/www.state.ni.us/education/students/safety/health/records/athleticphysicalsfonn.pdf.

The parent/guardian must complete the History Form (page one), and insert the date of
the required physical examination at the top of the page.

The parent/guardian must complete The Athlete with Special Needs: Supplemental
History Form (page two), if applicable, for a student with a disability that limits major
life activities, and insert the date of the required physical examination on the top of the

page.
The licensed physician, APN or PA who performs the physical examination must

complete the remaining two pages of the PPE, and insert the date of the examination on
the Physical Examination Form (page three) and Clearance Form (page four).

The school district must provide written notification to the parent/guardian, signed by the
school physician, indicating approval of the student’s participation in a school-sponsored
interscholastic or intramural athletic team or squad based upon review of the medical
report, or must provide the reason(s) for the disapproval of the student’s participation.

For student-athietes that had a medical examination completed more than 90 days prior
to the first official practice in an athletic season, the Health History Update
Questionnaire (HHQ) form must be completed, and signed by the student’s
parent/guardian. The HHQ must be reviewed by the school nurse and, if applicable, the
school’s athletic trainer. The HHQ is available at
httn://www.state.ni.us/education/students/safetv/hcalth/records/HealthHistorvUpgzie_.pif.

For more information, please review the Frequently Asked Questions which are available at
http://www.state.ni.us/education/students/safet}_r/health/services/athlete/fg.pdf.

SA\SHSS Unit\School Health\Sudden Cardiac Deat\SCHOLASTIC STUDENT Parent Information Fact Sheet_NC.docx




ATTENTION PARENT/GUARDIAN: The preparticiaption physical examination (page 3) must be completed by a health: care provider who has completed
the Student-Athlets Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form is fo b filled out by the patient and parent prior to seeing the physician. The physician should keeg copy of this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s}
Medicines and Allergies: Please list all of the prescription and over-the-Gounter medicines and supplements {herbal and nutritional) that you are currently taking
Do you have any allergies? DO Yes O No Hyes, pleasendenﬂfyspeclﬁcallerqybebw _
0O Medicines 3 Pollens 0 Foed DO Stinging Insects
Explain “Yes” answers below. Circle questions you don’t know the answers fo.
GENERAL QUESTIONS ) ) Yes | No | | MEDICAL QUESTIONS
1. Has & doctor ever denled or restricted your participation in sports for 26. Dowuwuuhmemormdmwmmmwor
any reason? after axercise?
2. Do you have any ongaing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
polow: 0 Astma OO Anemia O Diabetes [ Infections 28. |5 there anyone In your family who has astha?
Other: 29. Were you bom withou! or are you missing a kidney, an eye,  tastic
3. Have you ever spent the night in the hospitai? (males), your spleen, or any other organ?
4. Have you ever had surpery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
MEART KEALTH QUESTIONS ABOUT YOU Yot | Mo 31, Have you had infectious mononucieosts (mono) within the kst month?
5. Have you ever passed out or hearty passed out DURNG or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
5. mm vt hadldls:omfun. pain, tightness, or pressurs In your 34. Have you ever had a head injury or concussion?
- 35, Have you ever had a hit or biow to the head that caused confusion,
7. Dogs your heast ever face of sKip beats {rreguiar beats) during exsroise? pm;::d beacachd, of Mmemory prodiems?
8 :ﬁ:ﬁim‘a::;rmmmmwmnmmmw. 36. Do you have 2 histury of seizure disorder?
O High biood pressure. 3 A heart murmur 37. Do you have headarhes with Brervise?
O3 High cholesters! O Aheant infection 38. Have you ever had numbness, tingling., or weakngss in your arms or
O Kawasaki disease Dther: legs after being hit or falling?
9. Has a dockor ever ordered a best for your heart? (For axample, ECG/EKG, 39, Have_you ever been unable to move your arms of legs after being hit
schogandiogram) of ufing?
10. Do you get kghtheaded or feel more shert of breath than expected 40. Have you ever become ill while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?
11. Have you éver had an unexplained selzure? 42. Do you of someone kn your family have sickle cell trat or disease?
lz.mmmmgmurMMMmquitmnwmmends 43, Have you had any probisms with your gyes or vision?
Juring exerriee” : | {44 Have you had any eye injures?
'1'"'3 m‘ BEALTH QUESTIONS mm_' 'd:'of'mm . = Yoo [ Mo | Mo you wear ghasses or contact lenses?
. Has any family member or relative problems or had an
wiexpectsd o unexplained sudden daath before age 50 Arcluding 46. Do you wear protective eyewear. such as goggles of  face shigkT?
drowning. unexplaines car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?
14. Dogs anyons in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, amhythmogenic right ventricular cardicmyopathy, long OT lose weight?
syrirome, short 0T syndrome, Brugada syndrome, or catechelaminergic 48, ona ial diet 9
polymorphic ventricuiar tachycardia? = ::xm mfph:cd - w‘l’;:g"mz” Gertan types of foods’
15. Does in your family have a heart . pacemaker, or - ——
impfantay defietsnr? o probler, pac 51. Do you have any concems Bhat you would e 1o discuss with a doctor?
16, Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
selzures, or near trowning? 52. Have you aver had a menstrual period?
BONE AND JOINT QUESTIONS : B Yoo | Mo 53. How old were you when you had your first menstrual period?
1?.Myoueverrmar!iriuqum.m,uwt.orm 54, How many periods have you had in the last 12 months?
that caused you to miss a practice or a game? in"yes™ 1% bere
18. Have you ever had any broken or fractured bones or dislocated joints?
19. Have you ever had an injury that required x-rays, MR, CT scan,
injections, therapy, a brace, a cast, or crutches?
20. Have you ever had & stress fracture?
21. Have you ever been told that you have or have you had an x-ray for neck
ingtablity or atiantoaxial Instabilkty? (Down Syndrome or dwarfism)
22. Do you reguiarly use a biace, orthotics, o olher assistive device?
23. Do you have a bone, rousicle, of joint injury that bothers you?
24. Do any of your joints become painful, swollen, feel warm, or look reg?
25, Do you have any history of juvenile arthritis or connective tissue disease?

| hereby state that, to the best of my knowledge, my answers to the above questions are compiets and correct.
Signature of athiele ignature of parent/g oate
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

; Date of birth

Sex Age Grade School Sportis)

1. Type of disabiity

. Date of cisabiity

. Classification (f evailable)

2
3
4. Cause of disabliity (birth, disease, accident/trauma, other)
5. Lh‘lﬂ‘lesmmwuﬂhmrmlllnplaying

. Do you regularly use a bracs, ascsﬁvedwm ommﬁc?

. Do you use any special brage or assistive device for sports?

6
7
8. Do you have any rashes, pressurg sores, or any other skin problems?
9. Do you have a hearing ss? Do you use a hearing aid?

10. Do you have a visual impairment?

11. Do you usé any special devices for bowel or bladder furction?

12. Do you hiave burning or discomiort when urinating?

13. Have you had autonomic dysrefiexia?

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

15, Do you have muscle spasticly?

16. Do you have trequent seizures that cannot be controlled by medication?

Explain “yes” pnewers here

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

‘Atiantoaxtal instabiity

X-ray evaluation for atiantoaxial Instabllity

Diskocated joints (more than one)

Eagy bleeding

Enlarged spioen

Hepatitis

Ostenpenia or osteoporosis

Diffiguity controkting bowel

Difficutty cortroNing bladder

Numbness of tingéag In arms of ands

Numbness or tingling in Yegs or feet

Waakness in arms or hands

Woakness in legs or feet

Recent change in coordination

Recent change in ablity to waik

Spina bifida

Latex allergy

Expiain "yos” answers here

1 hereby slate that, to the best of my knowledge, my answers to the above questions ars complete and comect.

Signature of athlete Signature of ix Oate

ozumma:tanAcadamyuf Family Physiclans, American Acaden) o/m' Pedlaarlcs,Amsm'an Coﬂsgs ofsmmmm American Medical Sacwry farsmneddne Orthopaedic
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NOTE: The preparticiaption physical examination must be conduted by a health care provider who 1) is & kcensed physician, advancad practician
nurse, or physiclan assistant; and 2) completed the Student-Athlete Cardlac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDGERS
1. Consider additional questions on more sensitive issues
* Do you feel strossed out or under a lot of pressure?
* Do you ever fesl sad, hopaless, depressad, or anxious?
* Do you feel safe st your home or rasidence?
* Have you ever tried cigarsttes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink aicohol or use any other drugs?
* Have you ever taken anabolic sterokis or used any other performance supplement?
* Have you ever takan any supphements 1o heip you pein or lose welght or improve your performance?
* Do you wear a seat bolt, use 2 holmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms {questions 5~14).

Height Weight O male O Femae
BP / { ¢ ) Pulse Vision R 20/ L20/ Comected O Y ON
WEDICAL _ : NORMAL ABNGRMAL FINDINGS

+ Marfan stigmata {kyphoscoliosis, high-arched pakate, pectus excavatum, arachnodactyly.
arm span > height, ypertaxity, myopia, MVP. aortic insufficiency)

Eyes/ears/nose/throat

+ Pupils equal

« Hearing

Lymph nodes

mt:

» Murmors (auscultation standing, suplne, +/- Valsalva)

» Location of point of maximal impulse {PH

Pulses

» Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin

« HSY, lesions supgestive of MRSA, tinea corporis

Neurologic *

MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elow/forearm

Wristhardffingers

Hipfthigh

Knee

Leg/ankle

Foot/toes

Furctienal

» Duck-walk, single keg hop

Coneider ECB, echocardiogram, and reforral 10 candiology hor ebnormal candiac history or exam.

“Coewiter GU exam if In private setteg, Having thind party (esent is recommended.

Congider cognith sation or baseline hiatric testing if 2 hisbory of significant concuasion.

O Cieared for &% 5ports without restriction
D Cleared for all sports without restriction with recommendations for further evaluation or treatmert for

[0 Not cleared
O Pening further evaluation

O Forany spoits
D For certaln sports
Reason
Recommendations

| have examined the sbove-named student and completed the preparticipation physieal evaluation. The athiete does not present apparent clinical coniraindicetions to practice and
participate in the sport(s) as outlined abovs. A copy of the physical sxam Is on record In vy offics and can ba mada avaliable to the school at the requast of the parents. If conditions
arie after the sthiete has boen clsared for participation, & physician may regcind the clsarance until the problem iz resolved and the putential conssguences are completely explained
to the athlets (and parents/guardians).

Name of physician, advanced practice nurse (APN], physician assistant (PA) (print/type) Date
Address Phone
Signature of physician, APN, PA

© 2010 American Acadermy of Farmily Physiclans, American Academy of Pediatrics, American Gollege of Sports Medicine, American Medical Society for Sports Medcine, American Orthopaedic
Soclety for Sports Metticine, and Amesican Osteopatiic Academy of Sports Medicing. Permission Is granted o reprint for nencommercid, educational purposes with acknowleogment,
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W PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name SexOM OF Age Date of birth
3 Cieared for all sports without restriction

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

O Not cleared
01 Pending further evaluation
O For any sports
O For certain sports
Reason
Recommendations
EMERGENCY INFORMATION
Allergies
Dther information
HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date)
Approved _ __ Not Approved
Signature:

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to 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 athlete
(and parents/guardians).

Narme of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phong

Signature of physiclan, APN, PA
Completed Cardlac Assessment Professional Development Module
Date Signature

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Society for Sports Medicing, American Orthopaedic
Society for Sports Madicing, and American Osteopathic Academy of Sports Medicing, Permission is granted to reprint for noncommercia, educational purposes with acknowiadgment.
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