








Protestant - No Religious Preference









If you choose to check

2a. make the dates from
the day you sign this page
to 01 October 26.

Recommend students check boxes 2b and 3a.

If you choose to check box 3b, make sure
you check the boxes below it that apply.
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This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical Eligibility
Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation (per state and local guidance] on file should not need to complete
another examination.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: _{Type or print leqibly) Date of birth: Month Date, Year
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
* Do you feel siressed 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 Iried cigareites, e-cigarettes, chewing tobacco, snuff, or dip?
During the past 30 days, did you use chewing fobacco, snuff, or dip?
Do you drink alcohol or use any other drugs?
Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplements fo help you gain or lose weight or improve your performance?

Do you wear a seat belt, use a helmet, and use condoms? Your doctor MUST answer all questions below.
2. Consider reviewing questions on cardiovascular symptoms {Q@4-Q13 of Hislory Form). Please refer to the examples below for clarification.

Appearance

¢ Marfon stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodaciyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and agortic insufficiency}

Eyes, ears, nose, and throat

* Pupils equal

® Hearing

Lymph nodes

Heart

*__Murmurs (ausculiation standing, auscultation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

* Herpes simplex virus {HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus {MRSA), or
tinea corPuris

[ MUSL

Neck

Back

Shoulder and arm
Elbow and forearm
Wrist, hand, and ﬁngers
Hip and H'\igh

Knee

X

x IXIX| X IX|] X

mkle

m0es Ingrown toe nail on right toe

Functional Please ensure your doctor answered this box, many miss it.
* _Double-leg squat test, single-leg squat test, and box drop or step drop test

XX PXPXPX P

X

a Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-
nation of those.

Name of health care professional (print or type}: _Medical professional can also use a stamp here. Date: This date must be on or after 8/3/25
Address: Medical professional can print, type or stamp address and phone number Pphone:
Signature of health care professional: _Medical professional must sign this page MD, DO, NP, or PA

© 2019 American Academy of Famify Physicians, American Academy of Pedialrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American
Orthopoedic Sociely for Sporfs Medicine, and American Osieopathic Academy of Sports Medicine. Permission is granted o reprint for noncommercial, educational purposes with
acknowledgment.
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The Medical Eligibility Form is the only form that should be submitted to a school or sports organization.

m PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Last Name, First Name (Type or print legibly) Date of birth: _Month Date, Year

O Medically eligible forall sports without restriction Your doctor MUST declare your medical eligibility to participate from one (1) of these five (5) options.

0O Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

0O Medically eligible for certain sports

O Not medically eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the p hysical
examination findings are on record in my office and can be made available to the school at the request of the parents. If c onditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Medical professional can also use a stamp here. ' !
Name of health care professional (print or type): p p Date: This date must be the same as the date on the previous page

Address: Medical professional can print, type or stamp address and phone number Phone:

Signature of health care professional:_ Medical professional must sign this page ,MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION Medical professional must include all known conditions below.

Allergies:

Medications:

Other information:

Emergency contacts: WhHO you want us to contact in case of an emergency.

© 2019 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, educa-
tional purposes with acknowledgment.



This is the shot you need after you turn 16.

**
Two doses at least 28 days apart.
This shot must have been administered within the last 10 years.
*k*k Two doses at least 28 days apatrt.
Notes:

* DTaP does not meet the requirement for the TDaP vaccine. DTaP is given to children younger
than 7 and is a series of 5 doses given at 2, 4, 6, 15-18 months, and 4-6 years old. After age 7,
TDaP is administered.

** Meningococcal B is optional and DOES NOT cover serogroups A,C,W, and Y. The
meningococcal ACWY shot is a MANDATORY REQUIREMENT in order to attend NSI. The
meningococcal ACWY shot is also know as MCV4, Menveo, MenQuadfi, Menactra, Menomune
and MenHibrix.

If you submit proof of vaccination that states "Meningococcal" only we will not accept it.

*** If you have proof of an MMRYV vaccine, this shot meets the requirement of both the MMR
and Varicella vaccine.

IMPORTANT: If you are seeking a religious accommodation for vaccines and you do not have
the four required vaccines, you WILL NOT attend NSI. For more information about religious
accommodations, please contact (847) 505-9876.

















