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Escuela anterior.

El médico escolar estara aqui en:

LOS PADRES:

NOTICIA DE ADVERTENCIA SOBRE LOS EXAMENES FISICOS

Debido a un cambio en el Codigo Administrativo de Nueva Jersey (N.J.A.C. 6A:16-22) “cada exanimacion
medica debe de ser conducida en la casa medica [el médico de la familia o el proveedor de salud] del
estudiante.” Por ejemplo, el médico del estudiante o enfermera/enfermera clinica especialista es aceptable.

Si cualquier estudiante no tiene una casa médica (doctor), el médico escolar hara el examen médico en la
oficina escolar del distrito, después que el padre o encargado firme el formulario indicando que no tiene un
médico de familia o proveedor de salud.

Nombre del Estudiante (Letra de Molde) Grado/Numero de Identificacion

(Marque uno)
recibiré el examen fisico del médico de familia o proveedor de salud.

no tenemos médico de familia y necesitare el examen fisico del distrito.

(Marque uno)
Mi hijo(a) tiene seguro medico.

Mi hijo(a) no tienen seguro médico y estoy interesado(a) en que la enfermera de la escuela me dé
informacion acerca del plan de seguro del estado de New Jersey.

Todo estudiante nuevo en nuestro distrito
tiene que tener un examen fisico para poder
participar En la clase de Educacion Fisica. Firma del Padre/Encargado
NO FISICO, NO EDUCACION FISICA!

Renovar Anualmente Fecha

LEROY F. SMITH, JR. PUBLIC SAFETY BUILDING
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EVALUACION FISICA - PRE-PARTICIPACION
FORMULARIO DE HISTORIAL MEDICO

{Nota: Este formularic debe ser reflenado por ef paciente y padre/madre antes de ver al doctor, El doctor debe mantener este formulario en el expediente)

Fecha del examen

Nombre Fecha de nacimiento

Sexo Edad Grado Escuela Deporte(s)

Medicamentos y Alergias: Por favor, indica todos los medicamentos con y sin receta médica y suplementos (herbales y nutricionales) gue
estas tomandoe actualmente

Tienes alergias Osi CINo  Silarespuesta es si, por favor identifica abajo la alergia especifica.
" Medicamentos CIPolen O Comida [ Picaduras de insecto

Explica abajo las preguntas respondidas con un”si”. Pon un circulo airededor de las preguntas cuyas respuestas desconoces.

PREGUNTAS GENERALES Si | No PREGUNTAS SOBRE LA SALUD DEL CORAZONDETU
1. ¢Alguna vez un doctor te ha prohibido o limitado tu FAMILIA 5 | No
participacion en deportes por alguna razén? 13. iHas tenido alguin familiar que ha fallecido a causa de
2. {Tienes actualmente alguna condicion médica? problemas de corazén o que haya fallecido de forma
Si es asf, por favor identificala abajo: inexplicable o inesperada antes de la edad de 50 afios
0 Asmar Ol Anemia Ol Diabetes (incluyendo ahogo, accidente de trafico inesperado,
Clinfecciones o sindrome de muerte stbita infantil)?
Otro: 14. ;Sufre alguien en tu familia de cardiomiopatia
3. ;Has sido ingresado alguna vez en el hospital? hipertréfica, sindrome Marfan, cardiomiopatia
S arritmogénica ventricular derecha, sindrome de QT
4. _¢Hastenido cirugia alguna vez? corto, sindrome de Brugada, o taquicardia ventricular
PREGUNTAS SOBRE LA SALUD DETU CORAZON Si | No polimdrfica catecolaminérgica?
5. ;Te has desmayado alguna vez o casi te has desmayado 15. ;Alguien en tu familia tiene problemas de corazon, un
DURANTE o DESPUES de hacer ejercicio? marcapasos o un desfibrilador implantado en sucorazén?
6. jHas tenido alguna vez melestias, dolor o presién en el 16. ;Ha sufrido alguien en tu familia un desmayo
pecho cuando haces ejercicio? inexplicable, convulsiones inexplicables, o casi sa
i . . ha ahogado?
7. jAlguna vez has sentidc que tu corazdn se acelera o
tiene latidos irregulares cuando haces ejercicio? PREGUNTAS SOBRE HUESOS Y ARTICULACIONES $i { No
8. ;Te ha dicho alguna vez un doctor gue tienes un 17. ;Alguna vez has perdido un entrenamiento o partido
proklema de corazdn? Si es asi, marca el que sea porque te habias lesionado un hueso, misculo,
pertinente ligamento o tendon?
Ll Presicn alta B un sgplo en el corazén 18. {Te has roto o fracturado alguna vez un huesc o
D \ivel alto de colesterol = N2 infeccion en el dislocado una articulacién?
corazén
[lEnfermedad de Kawasaki  [1Otro: 19. jHas sufrido alguna vez una lesién que haya requerido
- radiografias, resonancia (MRI) tomografia, inyecciones,
9. jAlguna vez un doctor te ha pedido que te hagas terapia, un soporte ortopédico/tablilla, un yeso, o muletas?

pruebas de corazdn? (Por ejemplo, ECG/EKG,

\ ; i a7
ecocardiograma) 20. ;Has sufrido alguna vez una fractura por estrés?

10, ;Te sientes mareado o te falta el aire mas de lo 21. {Te han dicho alguna vez que tienes o has tenido una
esperado cuando haces ejercicio? radiografia para diagnosticar inestabilidad del cuello
oinestabilidad atlantoaxial? (Sindrome de Down o

11. ¢Has tenido alguna vez una convulsian inexplicable? -
enanismo)

12. #Te cansas mds o te falta el aire con mas rapidez que a

tus amigos cuando haces ejercicio? 22. ;Usas regularmente una tabilla/soporte ortopédico,

ortesis, u otro dispositive de asistencia?

23. /Tienes una fesion en un huesc, musculo o
articulacién que te esté molestando?

24. ;Algunas de tus articulaciones se vuelven dolorosas,
inflamadas, se sienten calientes, o se ven enrojecidas?

25. ;Tienes historial de artritis juvenil o enfermedad del
tejido conectivo?

{Por favor, contintie)




PREGUNTAS MEDICAS $i | Neo SOLO PARA MUJERES Si | MNe

26, iToses, tienes silbidos o dificultad para respirar 52. ;Has tenido alguna vez el periode menstrual?

durante o después de hacer ejercicio? - ; - - )
e ! 53, ;Qué edad tenias cuando tuviste tu primer perfodo

27. jHas usado alguna vez uninhalador o has temado menstruai?

medicamento para el asma? . ; : o
i 54, ;Cuantos pericdos has tenido enlos dliimos 12 meses?

28, ;Hay alguien en tu familia que tenga asma?

29, jNaciste sin o te falta un rifidn, un ojo, un testiculo Explica agui las preguntas a las que respondiste con un “si”
(varones), el bazo, o algun otro 6rgano?

30. ;Tienes dotor en la ingle o una protuberancia o hernia

dolorosa en el drea de la ingle?

31. ;Has tenido mononucleosis (mono} infecciosa en el
dltimo mes?

32, ;Tienes algdn sarpuliido, llagas, u otros problemas en

la piel?

33. ;Has tenido herpes o infeccién de SARM en la piel?

34. ;Has sufrido alguna vez unalesidn o contusiéon en

la cabeza?

35. ;Has sufrido alguna vez un golpe en la cabeza que te
haya producido una confusién, dolor de cabeza

prolongado, o problemas de memoria?

36. ;Tienes un historial de un trastorno de convulsiones?

37. ;Tienes dolores de cabeza cuando haces gjercicic?

38. ;Has tenido entumecimiento, hormigueo, o debilidad

en los brazos o piernas después de haber sufrido un

golpe o haberte caido?

39. ;Has sido alguna vez incapaz de mover los brazos o las

piernas después de haber sufrido un golpe o haberte Yo por la presente declaro que, segin mi mas leaf saber y entender,

mis respuestas a las preguntas anteriores estén completas y son

ido?
caido correctas.,
40. ; Te has enfermado alguna vez al hacer gjercicic cuando
hace calor? Firma del atleta

41, ;Tienes calambres frecuentes en los musculos cuando

h o o Firma del padre/madre/tutor legal
aces gjercicio?

42, ;Tienes td o alguien en tu familia el rasgo depranocitico Fecha
0 la enfermedad drepanocitica?

43, ;Has tenido algun problema con los ojos o |a vista?

44. ;Has sufrido alguna lesién o dafo en los ojos?

45, ;Usas lentes o lentes de contacto?

46, ;Usas proteccion para los 0jos, tal como lentes
protectoras o un escudo facial?

47. ;Te preocupa tu peso?

48. ;Estas intentando aumentar o perder de peso ¢ alguien
te ha recomendado que lo hagas?

49. ;Estas siguiendo alguna dieta especial o evitas ciertes
tipos de comida?

50. ;Has tenido alguna vez un wastorno alimenticio?

51. ;Tienes alguna preocupacion de fa que quieras hablar
con el doctor?

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports
Medicine, American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for
noncomemercial, educational purposes with acknowledgment.
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ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page 3) must be completed by a health care provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keema 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-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes O No If yes, please identify specific allergy below.

O Medicines O Pollens O Food O Stinging Insects
Explain “Yes” answers below. Circle questions you don’t know the answers to.
GENERAL QUESTIONS Yes No MEDICAL QUESTIONS Yes | No
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: 0 Asthma [ Anemia [ Diabetes [ Infections 28. Is there anyone in your family who has asthma?
Other: 29. Were you born without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes No 31. Have you had infectious mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING 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?
6. Have you ever had'dlscomfort, pain, tightness, or pressure in your 34. Have you ever had a head injury o concussion?
chest during exercise? . -
7D heart Kin beats (i lar beats) duri s 35. Have you ever had a hit or blow to the head that caused confusion,
. Does your heart ever race or skip beats (irregular beats) during exercise? prolonged headache, or memory problems?
8. Eﬁ:ﬁii‘l’ft’(ﬁ;&’;yd you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
O High blood pres.sure O A heart murmur 37. Do you have headaches with exercise?
O High cholesterol [ A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardiogram) or falling?

10. Do you get lightheaded or feel more short 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 ever had an unexplained seizure? 42. Do you or someone in your family have sickle cell trait or disease?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?

i ise?
during exercise? 44, Have you had any eye injuries?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No 45. Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart problems or had an " "
unexpected or unexplained sudden death before age 50 (including 46. Do you wear protective eyevx./ear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome,_shon Q_T syndrome, qugada syndrome, or catecholaminergic 49. Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia? —

15. Does anyone in your family have a heart problem, pacemaker, or 0. Havo you ever had an eating dhoorder?

’ implanteyd defibr)illlator? y P P ’ 51. Do you have any concerns that you would like to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had a menstrual period?

BONE AND JOINT QUESTIONS Yes No 53. How old were you when you had your first menstrual period?

17. Have you ever had an injury to a bone, muscle, ligament, or tendon 54. How many periods have you had in the last 12 months?

that caused you to miss a practice or a game?
18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? (Down syndrome or dwarfism)

Explain “yes” answers here

=

2
23. Do you have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?
25. Do you have any history of juvenile arthritis or connective tissue disease?

N

Do you regularly use a brace, orthotics, or other assistive device?

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete Signature of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

HE0503 9-2681/0410
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Sport(s)

. Type of disability

. Date of disability

. Classification (if available)

. Cause of disability (birth, disease, accident/trauma, other)

gl w|n|=

. List the sports you are interested in playing

Yes No

. Do you regularly use a brace, assistive device, or prosthetic?

6
7. Do you use any special brace or assistive device for sports?
8. Do you have any rashes, pressure sores, or any other skin problems?

9. Do you have a hearing loss? Do you use a hearing aid?

10. Do you have a visual impairment?

11. Do you use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

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

15. Do you have muscle spasticity?

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

Explain “yes” answers here

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

Yes No

Atlantoaxial instability

X-ray evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain “yes” answers here

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlete Signature of p guardi Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS

1. Consider additional questions on more sensitive issues
* Do you feel stressed out or under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence?
® Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
® During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic steroids or used any other performance supplement?
® Have you ever taken any supplements to help you gain or lose weight or improve your performance?
*® Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5-14).
EXAMINATION
Height Weight O Male O Female
BP / ( / ) Pulse Vision R 20/ L 20/ Corrected OY O N
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance
e Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)
Eyes/ears/nose/throat
e Pupils equal
e Hearing
Lymph nodes

Heart?
© Murmurs (auscultation standing, supine, +/- Valsalva)
e Location of point of maximal impulse (PMI)

Pulses
e Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®
Skin

© HSV, lesions suggestive of MRSA, tinea corporis
Neurologic®
MUSCULOSKELETAL
Neck

Back

Shoulder/arm
Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional
o Duck-walk, single leg hop

2Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.

“Consider GU exam if in private setting. Having third party present is recommended.

cConsider cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion.

O Cleared for all sports without restriction

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

O Not cleared
O Pending further evaluation
O For any sports
O For certain sports

Reason

Recommendations

| 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, a physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained
to the athlete (and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) (print/type) Date of exam

Address Phone
Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction

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

O Not cleared
O Pending further evaluation
OO For any sports

O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
(Date)
Approved Not Approved

Signature:

| 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).

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

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
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