
Do not mail this page with your NSI Package. 

Naval Reserve Officers Training Corps (NROTC) 
New Student Indoctrination (NSI) Package Checklist 

0MB CONTROL NUMBER: 0703-0026 

AGENCY DISCLOSURE NOT ICE 

The public reporting burden for this collection of information, OMB-0703-0026, is estimated to average 3 hours and 35 minutes per 
response, in: luding the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, 
and completing and reviewing the collection of information. Send comments regarding the burden estimate or burden reduction 
suggestions to the Department of Defense, Washington Headquarters Services, at whs.mc-alex.esd.mbx.dd-dod-information­
collections@mail.mil. Respondents should be aware that, notwithstanding any other provision of law, no person shall be subject to 
any penalty for failing to comply with a collection of information if it does not display a currently valid 0MB control number. 

PLEASE DO NOT RETURN YOUR RESPONSE TO TH E EMAIL ADDRESS ABOVE. 

Responses should be sent to: 

Naval Service Training Command 
Candidate Midshipman Guidance Office (CMGO) 
Building 3, Room I 06 
320A Dewey Avenue 
Great Lakes, IL 60088-2911 

PLEASE READ THE FOLLOWING STATEMENT REQUIRED BV THE PRIVACY ACT OF 1974 BEFORE 
COMPLETING THE APPLICATION. 

PRIVACY A Cr ST A TEMENT 

AUTHORITY: 5 U.S.C. § 301, Departmental Regulations; 10 U.S.C. 2107 (Financial Assistance Program); E.O. 9397 (SSN), and 
System of Records Notices (SORNs) NOi 130-1 and N01080-3. 

PURPOSE(S): To manage and contribute to the recruitment of qualified men and women for officer programs and the regular and 
reserve components of the Navy. To ensure quality military recruitment and to maintain records pertaining to the applicant's personal 
profile for purposes of evaluation for fitness for commissioned service. The information you provide will be used to determine 
whether you qualify, and should be nom inated for, an NROTC Scholarship. If you are nominated, the information will be used to 
enroll you into NROTC and will be used by the Navy in its management of the NROTC program. 

ROUTINE USE(S): Information provided on the application will be used to screen and select individuals to receive scholarships, 
maintain data on the scholarship program, compare scholarship applicants from previous or subsequent years, and provide academic 
data and contact information to Navy activities and admissions officials at colleges and un iversities for recruitment purposes. Other 
uses may include providing the information to officials and employees of: the Department of Transportation; other agencies of the 
Executive Branch upon request in relation to the management of quality of military recruitment; the Department of Veterans Affairs 
and Selective Service Administration in relation to enlistment or reenlistment eligibility; Federal, state or local agencies that maintain 
civil, criminal and other relevant information pertaining to the letting of contracts; in response to an inquiry from a congressional 
office of record for an individual; to the Office of Personnel Management (OPM) to carry out legally authorized government-wide 
personnel management functions and studies; and to the General Services Administration (GSA) for the purposes of records 
management under the authority of 44 USC§ 2904 & 2906. Information provided in this application is protected by the Privacy Act 
and will not be released outside of the Department of Defense without your permission, unless it comes with an exception to the Act, 
or one of the routine uses in 32 C.F.R. § 70 1.11 2, https://www.navy.mil/privacy.asp. and the routine uses set forth here. If you are 
nominated for an NROTC Scholarship, the information will be released to the top five schools you indicated on your 
application. Your information and notification of status may also be provided to your high school so they may assist with the final 
stages of the process. 

DISCLOSURE: Voluntary - However, failure to do so may result in our inability to process your application for the NROTC 
program. Note that the Social Security number (SSN) is required at the time of application to ensure proper identification of the 
applicant. There are times applicants have the same names, therefore the collection of SSN is required to ensure proper identification. 

More information on the SORNS can be found at the following link(s): 
http://dpclo.defense.gov/Privacy/SORNslndex/DODComponentArticleView/tabid/7489/Article/6411/nO I 131-1.aspx, 
http://dpclo.defense.gov/Privacy/SORNslndex/OODComponentArticleView/tabid/7489/Article/ 
6410/nO I 080-3.aspx. 
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Initial in each box to certify that the MANDATORY documents listed are contained within your NSI 
submission package. Affix this completed page to the top of your submission package, and mail to the 
address above. All medical documentation must include legal first and last names and date of birth. 
ih•■ISC U♦tliiiMLiMll•Dii ■ I 

B.B. 1533/174 NSI New Student Information Sheet 

B.B. 1533/ 173 NROTC Standard Release Form 

American Academy of Family Physicians Preparticipation (Sports) Physical Evaluation History (2023) AND 
Physical Examination Forms, 2019 version (This is a 4 page document that is valid for 365 days and must not 

_B_._B_. ___ expire during NS!) 

B.B. 

B.B. 

B.B. 

B.B. 

Copy of immunization record with documentation of the four ( 4) following vaccines: 
*One Dose of ACWY Meningococcal Vaccine (for example MCV vaccine) on or after 161h birthday 

*Two Doses of Mumps, Measles, Rubella (MMR) Vaccine at least 28 days apart 

*Two Doses of Varicella (Chicken Pox) Vaccine or Titer Test From Lab Documenting Lmmunity 

*One Dose ofTDaP Vaccine within the last 10 years 

Newborn Sickle Cell Blood Test 
_B_._B_. ___ Provider notes stating a student's Sickle Cell Trait status WILL NOT be accepted, only lab results. 

** I Bradley Bradshaw acknowledge that the Sports Physical is a requirement to attend New Student 
Indoctrination (NSI) and DOES NOT meet the military accessions physical examination requirement to 
activate my NROTC Scholarship. I acknowledge and understand that in order to meet the military accessions 
physical examination requirement, to activate my N ROTC Scholarship, I must be found physically qualified 
by the Department of Defense Medical Evaluation Board (DoDMERB) OR receive an approved medical 
waiver from the Bureau of Medicine and Surgery (BUMED) AND Naval Service Training Command 
(NSTC). 

Candidate Signature: Date: ~ t, 
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Do not mail this 

NROTC NEW STUDENT INDOCTRINATION (NSI) INFORMATION SHEET 

0MB CONTROL NUMBER: 0703-0026 

AGENCY DISCLOSURE NOTICE: 
The public repo1ting burden for this collection of info1mation, OMB-0703-0026, is estimated to average 3 hours and 35 
minutes per response, including the time for reviewing instrnctions, searching existing data sources, gathering and 
maintaining the data needed, and completing and reviewing the collection of info1mation. Send comments regarding 
the burden estimate or burden reduction suggestions to the Depa1tment of Defense, Washington Headqua1ters Services, 
at whs.mc-alex.esd.mbx.dd-dod-info1mation-collections@mail.mil. Respondents should be aware that notwithstanding 
any other provision oflaw, no person shall be subject to any penalty for failing to comply with a collection of 
info1mation if it does not display a cunently valid 0 MB control number. 

PLEASE READ THE FOLLOWING STATEMENT REQUIRED BY THE PRIVACY ACT OF 1974. 

PRIVACY ACT STATEMENT 
AUTHORITY: 5 U.S.C. § 301 (Authorizing Depaitmental F01ms and Regulations); 10 U.S.C. § 2107 (Financial 
Assistance Program); and Executive Order 9397 (Use of Social Security Numbers), and System of Records Notice(s) 
(SORN) N0l 131-1.and N0180-3. 

PURPOSE(S): The prima1y use of this info1mation is for officials to administer the Naval Rese1ve Officers Training 
Corps (NROTC) Program, and to set fo1th the te1ms and conditions, including militaiy se1vice obligations, under which 
the Navy will be providing an NROTC scholarship. The info1mation will be used to dete1mine whether you qualify, 
and should be nominated for, an NROTC Scholarship. If you are nominated, the infonnation will be used to enroll you 
into NROTC and will be used by the Navy in its management of the NROTC program. 

ROUTINE USE(S): These records or infonnation contained therein may be disclosed outside the Depa1tment of 
Defense to officials and employees of the college or university in which you enroll, and those of the Veterans 
Administration, and Selective Se1vice Adininistration in the perfo1mance of their official duties related to enlistment 
and reenlistment eligibility and related benefits. Other uses may include - Providing infonnation to officials and 
employees of the Depa1tment of Transportation, and other agencies of the Executive Branch upon request in relation to 
tl1e management of quality of militaiy recrnitment; the Depa1tment of Veterans Affairs and Selective Se1vice 
Administration in relation to enlistment or reenlistment eligibility; Federal, state or local agencies that maintain civil, 
criminal and other relevant info1mation pe1taining to the letting of contracts; in response to an inquiiy from a 
congressional office ofrecord for an individual; to the Office of Personnel Management (OPM) to cany out legally 
authorized government-wide personnel mai1agement functions and studies; and to tlle General Se1vices Adininistration 
(GSA) for the purposes of records management under the authority of 44 USC § 2904 & 2906. Info1mation provided 
may be used to screen and select individuals to receive NROTC Scholarships, to maintain data on the NROTC 
scholarship program, to compare to scholarship applicants from previous or subsequent years, ai1d to provide academic 
data and contact infonnation to Navy activities ai1d admissions officials at colleges and universities so they can contact 
applicants for recrnitment purposes. If you are nominated for an NROTC Scholarship, the infonnation will be released 
to the top five schools you iI1dicated on your application. Your info1mation and notification of status may also be 
provided to your high school so they may assist with the final stages of the process. Info1mation provided on this fonn 
is protected by the Privacy Act ai1d will not be released outside of the Depa1tment of Defense without your pe1mission, 
unless it comes with an exception to the Act, or one of the routine uses iI132 C.F.R. § 701.112, 
https://www.nayy.mil/privacy.asp, and the routine uses set fo1th here. 

DISCLOSURE: Voluntaiy. However, failure to provide the requested iI1fonnation may result in ineligibility for, 
and/or disenrollment from, the NROTC Program. 

More infonnation on the SORNS can be found at the following link(s): 
http://dpclo.defense.gov/Piivacy/SORNsindex/DODComponentAlticleView/tabid/7489/Alticle/6411/nOl l31-1.aspx, 
http:/ /dpclo.defense.gov/Piivacy/SORN sindex/DODComponentAlticle View/tabid/7 489/ Alticle/6410/n0 1080-3 .aspx. 

1533/174 (01-25) PREVIOUS EDITIONS OBSOLETE PAGE 1 OF 2 



I Please complete all items legibly. 

All fields ARE REQUIRED to register NSI participants in training and healthcare systems prior to the start of 
training. 

Last Name: _B_r_a_d_s_h_aw ____________ First Name: _B_r_a_d_le_.,_y ________ Middle Initial : 

Email Address: 

Social Security Number: 
En1cr FULL 9 cbpl nmt'Ct 

bbrooster@gmail.com 

123-45-6789 

Date of Birth: 
Enter at MM/DD/Y YYY 01/01/2009 

Place of Birth: San Diego, California 

Marital Status: 
S. •. Mr.ioS. llvo«,c,d. Wi~ Sin le 

Ethnicity: 
Cheek rbe boxes below 

Etbnir Code: You may select as many of the <thmc 

catcgonts that you fed apply to you. Thos data os used 

wkly for $181isucal purposes 

Religious Preference: 

Sex (for berthing purposes): 

□ ( I) Other Hispamc Descent 0 (o) Mex.:an 

□(2) US /Canadian Indian 0 (7) Eskimo 

Tribes 

D (J) Oiher Asoan Descent 

0 (4) ~ueno Rican 

□(5) Fohpono 

l ✓ I Male 

Ll(8) Aleut 

0 (9)Cuban 

D(D) lndoan/Pak,stani 

D(E) Melanesoan 

□ Female 

Home of Record (HOR) 
(Often Parent's address): 

Street 1234 Danger Zone Highway 
City, State, ZIP Code Fightertown, U.S.A. , California 92145 

D (G) Chinese 

□(H) Guamanian 

U (J) Japanese 

D (K) Korean 

D(L) Polyne1ian 

D(Q) Other Pacific Island 

Descent 

□(S) Lalin Amencan with 

H1span1c Descent 

□(V) v,emame>e 

□(W) Mocrones,an 

!!(XJ Caucas1antWh1te 

C (Y) African• 
Amt.ric3n/Bl~ k 

Cell Phone #: ~(5_5_5~)_1_23_-4_56_7 __________ _ 
Residence Phone #: _,_(5_5_5 .... )_2_3_4_-5_6_7_8 __________ _ 

Parent/Guardian 1 Full Name: Pete Mitchell 
Address (If different from above): 
Parent/Guardian I Contact Phone #: (555) 345-6789 Phone Type? Cell 

Parent/Guardian 2 Full Name: Nick and Carole Bradshaw (both deceased) 
Address (If different from above): 
Parent/Guardian 2 Contact Phone #: Phone Type? 

NROTC OPTION: Check one i;zJ Navy D Nurse D Marine Corps 

Date of High School Graduation: _J_u_n_e_1_5..:..,2_0_2_6 __________________________ _ 

Do you have any commitments that prevent you from attending any of the NSI training iterations? i;zJ YES D N 0 
If YES, for which dates are you unavailable? NSI 1 (June 4 to June 22). NSl 2 works best for my summer commitments 
DoD Identification Number (for military dependents only): 0123456789 -------------------------

Midshipman Candidate Signature: Date: 01/08/2026 

Printed Name: Bradley Bradshaw 
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Do not mail this page as part Qf 

NAVAL RESERVE OFFICERS' TRAlNING CORPS (NROTC) 
STANDARD RELEASE FORM 

e! 

0MB CONTROL NUMBER: 0703-0026 

AGENCY DISCLOSURE NOTICE: 
The public reporting burden for this collection of information, OMB-0703-0026, is estimated to average 3 hours and 35 
minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and 
maintaining the data needed, and completing and reviewing the collection of informati on. Send comments regarding 
the burden estimate or burden reduction suggestions to the Department of Defense, Washington Headquarters Services, 
at whs.mc-alex.esd.mbx.dd-dod-information-collections@mail.mil. Respondents should be aware that notwithstanding 
any other provision oflaw, no person shall be subject to any penalty for fai ling to comply with a collection of 
information if it does not display a currently valid 0MB control number. 

PLEASE READ THE FOLLOWING STATEMENT REQUIRED BY THE PRIVACY ACT OF 1974. 

PRIVACY ACT STATEMENT 
AUTHORITY: 5 U.S.C. § 30 I (Authorizing Departmental Forms and Regulations); 10 U.S.C. § 2107 (Financial 
Assistance Program); and Executive Order 9397 (Use of Social Security Numbers), and System of Records Noticc(s) 
(SORN) N0I 131-1.and N0IS0-3. 

PURPOSE(S): The primary use of this information is for officials to administer the Naval Reserve Officers Training 
Corps (NROTC) Program, and to set forth the terms and conditions, including military service obligations, under which 
the Navy will be providing an NROTC scholarship. The information will be used to determine whether you qualify, 
and should be nominated for, an NROTC Scholarship. If you are nominated, the information will be used to enroll you 
into NROTC and will be used by the Navy in its management of the NROTC program. 

ROUTINE USE(S): These records or information contained therein may be disclosed outside the Department of 
Defense to officials and employees of the college or university in which you enroll, and those of the Veterans 
Administration, and Selective Service Administ ration in the performance of their official duties related to enlistment 
and reenlistment eligibility and related benefits. Other uses may include - Providing information to officials and 
employees of the Department of Transportation, and other agencies of the Executive Branch upon request in relation to 
the management of quality of military recruitment; the Department of Veterans Affairs and Selective Service 
Administration in relation to enlistment or reenlistment eligibility; Federal, state or local agencies that maintain civil, 
criminal and other relevant information pertaining to the letting of contracts; in response to an inquiry from a 
congressional office of record for an individual; to the Office of Personnel Management (OPM) to carry out legally 
authorized government-wide personnel management functions and studies; and lo the General Services Administration 
(GSA) for the purposes of records management under the authority of 44 USC § 2904 & 2906. Information provided 
may be used to screen and select individuals to receive NROTC Scholarships, to maintain data on the N ROTC 
scholarship program. to compare to scholarship applicants from previous or subsequent years, and to provide academic 
data and contact infonnation to Navy activities and admissions officials at colleges and universities so they can contact 
applicants for recrui tment purposes. If you are nominated for an NROTC Scholarship, the information will be released 
to the top five schools you indicated on your application. Your information and notification of status may also be 
provided to your high school so they may assist with the final stages of the process. Information provided on this form 
is protected by the Privacy Act and will not be released outside of the Department of Defense without your pennission, 
unless it comes with an exception to the Act, or one of the routine uses in 32 C.F.R. § 701.112, 
https://www.navy.mil/privacy.asp, and the routine uses set forth here. 

DISCLOSURE: Voluntary. However, failure to provide the requested information may result in ineligibility for, 
and/or disenrollment from, the NROTC Program. 

More information on the SOR.NS can be found at the following link(s): 
http://dpclo.defense.gov/Privacy/SORNslndex/DODComponentArticleView/tabid/7489/ Article/641 1/n0 I 131-1 .aspx, 
hllp://dpclo.defcnse.gov/Privacy/SOR Nsl ndex/DODComponentA,1 icle View/tabid/7 489/ J\rticle/64 I 0/n0 I 080-3 .a<;p:-.. 
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1. I Bradley Bradshaw , a Midshipman Candidate (MC) of the aval Re erve 
Officers Training Corps (NROTC), in consideration of basic participation in ROTC sponsored extracurricular 
activities, to wit NROTC ew Student Indoctrination in June July, or August 20 26 , do hereby release the 
government of the United States and all its officers, representatives, and agents acting officially, and also all 
local, regional, and national avy Officials of the United States, from any and all claims demands, actions, or 
causes of action, death, injury or illness, except as provided under IO USC 1074b, Medical and dental care: 
Academy cadets and midshipmen; members of, and designated applicants for membership in, Senior ROTC. 

r hereby authorize personnel of the Department of the Defense Armed Forces, Public Health Service, and/or 
civilian physicians, to render such medical and d ntal care as may be necessary and medically indicated in my 
case during this period of activity, a is deemed necessary by a qualified practitioner. 

l understand that if I am injured in the line of duty during this training evolution I may file a claim under the 
Federal Employee ' s Compensation Act (FECA 5 USC 8101 , et seq.). The claim will be administered by the 
U.S. Department of Labor (DOL). If any such claim is denied, I may be responsible for the cost of all medical 
care. 

I understand that care at a military medical treatment facility (MTF) for non-military dependents will be 
rendered on a temporary (emergency) basis only; if further care is indicated 1 will be transferred to non-military 
care as soon as possible. Emergency care provided at an MTF to MC who are not military dependents may be 
subject to reimbursement, and I may be billed for the care provided. For Navy MTF such care is authorized by 
BUMED STRUCTIO 6320.103. 

I have no known medical conditions that might preclude, or limit in any way, participation in ROTC 
sponsored extracurricular activities. 

HIP AA Privacy Authorization Form for Use or Disclosure of Protected Health Information 
Required by the Health Insurance Portability and Accountability Act (HIP AA) 

45 CFR Parts 160 and 164 

Authorization 

I authorize NSI personnel and/or a Federal Health Care Center (FHCC) to use and disclose my Protected Health 
Information (PHI) described below to the entity(ies) noted below: 

BUMED DoDMERB 
FAX: 571-316-1527 
OR VIA 

email: dha.ncr.dod-merb.mbx.helpdesk@health .mil 

DOD SAFE (https: //safe.apps.mil/) 

For additional recipients: 
Provide ame, Address Contact Telephone umber, and Relationship to yourself for each authorized individual) 

Pete Mitchell 
1234 Danger Zone Highway 
Fightertown U.S.A. , California 92145 
Cell: (555) 345-6789 
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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.

2. Effective Period 

This authorization for release of infonnation covers the period from: 

a. D _____________ to ______ ____ __ _ 

OR 

b. [l] All past, present, and future periods. 

3. Extent of Authorization 

a. ~ I authorize the release of my complete health record (including records relating to mental healthcare 
communicable diseases, HIV or AIDS and treatment of alcohol or drug abuse). 

OR 

b. D I authorize the release of my complete health record with the exception of the following infonnation : 

D Mental health records 

D Communicable diseases (including HIV and AIDS) 

D Alcohol/drug abuse treatment 

D Other (please specify): _ __________________ _ 

4. This medical infonnation may be used by the individual(s) I authorize to receive this information for medical 
treatment or consultation, billing or claims payment, or other purposes as I may direct. 

5. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that 
a revocation is not effective to the extent that any person or entity has already acted in reliance on my 
authorization, or if my authorization was obtained as a condition of obtaining insurance coverage and the 
insurer has a legal right to contest a claim. 

6. I understand that my treatment payment, enrollment, or eligibility for benefits will not be conditioned on 
whether I sign this authorization. 

7. I understand that information used or disclosed pursuant to this authorization may be disclosed by the 
recipient and may no longer be protected by federal or state law. 

Signature: _--1.,ik~..:=:..r..~ =fo/7--'~"'-"-,..£..----=-~-=-------..:.:'-"'/oe....__ ___________ _ 

Printed name: Bradley Bradshaw 

Date: 01/08/2026 
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CONSENT OF PARENT(S) OR GUARDIAN(S) 

(To be completed and notarized ifthe MC is under 18 years o(age) 

I certify that I am the parent or legal guardian of the MC who has signed this form in the above signature block. 

I have read and understand this fonn. 

Parent/Guardian Signature: _ <2 ___ /~~~--17(-~Jdidt- -_--~~------------
Printed Name: Pete Mitchell 

Address: 1234 Danger Zone Highway, Fightertown U.S.A, California 92145 

Telephone: (Cell) 555-345-6789 c:::::o, landline? (Circle Type} 

Notary Public Verification of Parent/Legal Guardian Signature 

State of IL -------
County of ...;;;L=a;.;...;k...;;_e ____ _ 

Signed and sworn (or affi rmed) before me on the _8_th __ 6 _ ____ --,,,,.., ___ _,.202_. 

[SEAL] Official S•al 
AATTHEW LAING 

Notary Publlc, State of 111tnoh 
Commission Ho. 899-472 

My Commission Expires .t.ugust 12, 2027 

NSTC 153 3/173 (l 0-23) 

Title of Office: Director --------
My commission expires: August 12, 2027 
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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 organiza tion. 

Disclaimer: Athletes who have a current Preparticipation Physica l Evaluation (per state and local guidance) on file should not need to complete 
another History Form. 

■ PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance) 

HISTORY FORM 
Note: Complete and sign this form (with your parents if younger than 18) before your appointment. 
Name: (Type or print legibly) Date of birth: Month Date, Year 

Date Of exam·inat'ion·. Month Date, Year (must match the date your doctor signed tile exam) Spor~s): NROTC 

Sex assigned at birth (F, M, or intersex): _,_f~, ...,M"--_ How do you identify your gender? (F, M, non-binary, or another gender): F or M 

Have you had COVID-19? (check one): DY O N Answer these COVID questions as applicable. 

Have you been immunized for COVID-19? (check one): DY O N If yes, have you had: D One shot D Two shots 
D Three shots o Booster date(s) Month Date, Year (if a1 

list past and current medical conditions. (include month/year) 
If you have none, state NONE or N/A. If you leave this answer blank, your Qackage will be incomQlete. 

Have you ever had surgery? If yes, list all past surgical procedures. (include month/year) 
If you have none, state NONE or NIA. If you leave this answer blank, your gackage will be incomglete 

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional). 
If you aren't taking any, state NONE or N/A. If you leave this answer blank, your gackage will be incomglete. 

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects). 
If YES, list all allergies, describe your reaction. Did you have an anaQhylactic eQisode? Do you reguire an eQiQen? 
If you don't have any allergies, state NONE or N/A. If you leave this answer blank, your eackage will be incomelete 

Patient Health Questionnaire Version 4 (PHQ-4) 
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.) 

Not at all Several days Over half the days Nearly every day 
Feeling nervous, anxious, or on edge CID 1 2 3 
Not being able to stop or control worrying CID 1 2 3 
Little interest or pleasure in doing things CID 1 2 3 
Feeling down, depressed, or hopeless CID 1 2 3 

(A sum of ;,:3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.) 

GENERAL QUESTIONS 
(Explain "Yes" answers at the end of this form. Circle 
questions if you don't know the answer.) Yes No 

1. Do you have any concerns that you would like to 
X discuss with your provider? 

2. Has a provider ever denied or restricted your 
X porticipotion in sports for any reason? 

3. Do you have any ongoing medical issues or recent X illness? 

HEART HEALTH QUESTIONS ABOUT YOU Yes No 

4. Have you ever passed out or nearly passed out X during or after exercise? 

5. Have you ever had discomfort, pain, tightness, 
X or pressure in your chest during exercise? 

11. Has any family member or relative died of 
heart problems or had an unexpected or 
unexplained sudden death before age 35 X 
years (including drowning or unexplained car 
crash)? 

12. Does anyone in your family have a genetic 
heart problem such as hypertrophic cardio-
myopathy (HCM), Marfan syndrome, arrhyth-

6. Does your heart ever race, Rutter in your chest, 
X or skip beats (irregular beats) during exercise? 

mogenic right ventricular cardiomyopathy X 
(ARVC), long QT syndrome (LQTS), short QT 

7. Has a doctor ever told you that you have any X heart problems? 

8. Has a doctor ever requested a test for your 

syndrome (SQTS), Brugada syndrome, or 
catecholaminergic polymorphic ventricular 
tachycardia (CM)? 

heart? For example, electrocardiography (ECG) X 
or echocardiography. 

13. Has anyone in your family had a pacemaker 
or an implanted defibrillator before age 35? X 

plicable) 
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BONE AND JOINT QUESTIONS Yes No 

14. Have you ever had a stress fracture or an injury to a 
bone, muscle, ligament, joint, or tendon that caused X 
you to miss a practice or game? 

15. Do you have a bone, muscle, ligament, or joint 
injury that bothers you? X 

MEDICAL QUESTIONS Yes No 

16. Do you cough, wheeze, or have difficulty breathing 
X during or after exercise? 

17. Are you missing a kidney, an eye, a testicle, your 
X spleen, or any other organ? 

18. Do you have groin or testicle pain or a painful bulge 
X or hernia in the groin area? 

19. Do you have any recurring skin rashes or 
rashes that come and ga, including herpes or X 

25. Do you worry about your weight? X 
26. Are you trying to or has anyone recommended that 

X you gain or lose weight? 

27. Are you on a special diet or do you avoid certain 
X types of foods or food groups? 

28. Have you ever had an eating disorder? 

Have you ever had a menstrual period? 

30. How old were you when you had your first menstrual 

period? 

31. When was your most recent menstrual period? 

32. How many periods have you had in the past 12 
months? 

Ex plain " Yes" answ ers here. methicillin-resistant Staphylococcus aureus (MRSA)? 

20. Have you had a concussion or head injury that 
caused confusion, a prolonged heodache, or 
memory problems? 

X 

Question 14. Tore right pectoral muscle (9/2021 ). 
Underwent physical therapy 10/2021 to 1/2022, 
Cleared by PCM to participate in sports 1/2022. 

21. Have you ever had numbness, had tingling, had 
weakness in your arms or legs, or been unable to X 
move your arms or legs after being hit or falling? 

22. Have you ever become ill while exercising in the 
heat? X 

23. Do you or does someone in your family ~ have sickle cell trait or disease? X 

24. Have you ever had or do you have any problems 
X with your eyes or vision? 

I hereby state that, to the best of my knowledge, my answ ers to the questions on this form are complete 
and correct. 
Signature of athlete: Y ou must sign this form . 

Signature of parent or guardian: Your parent or guardia n s igns here, if you are under 18 on the day you sign this form . 

Dote: Month Date, Year {This date needs to be the same date as y our phy s ical or earlier ). 

@ 2023 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, 
American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa­
tional purposes with acknowledgment. 
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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. 

■ PREPARTtCIPATION PHYSICAL EVALUATION (Interim Guidance)

PHYSICAL EXAMINATION FORM

Name: (Type or print legibly) 

PHYSICIAN REMINDERS 

l. 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 al your home or residence?
• Have you ever tried cigarettes, e-cigaretles, 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? 

Date of birth: Month Date. Year 

• Have you ever taken anabolic steroids or used any other performance-enhancing supplement? 
• Have you ever taken any supplements lo help you gain or lose weight or improve your performance?
• Do you wear a seal belt, use a helmet, and use condoms? Your doctor MUST answer all questions below. 

2. Consider reviewing questions on cardiovascular symptoms (QA-013 of History Form). Please refer to the examples below for clarification. 

Appearance 
• Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity, 

m ia, mitral valve rola se [MVP], and aortic insufficien ) 
Eyes, ears, nose, and throat 
• Pupils equal
• Hearing 

l 

Hearl" 
• Murmurs (auscultation standin , auscultation su ine, and :t: Valsalva maneuver) 

gs 

Skin 
o n

• Herpes simplex virus (HSY), lesions suggestive of methicillin-resistanl Staphylococcus aureus (MRSA), or 
tinea co ris 

Neck 
Back 

Id r 
El wa dfr r 
Wrist, d, n fi ger 
H' ad 

X 

X 

X 

X 

Functional Please ensure your doctor answered this box, many miss it 
X • Double-I ual test, sin le-I s uat lest, and box dro or ste dr test 

Ing I nail ·ght toe 

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

Name of hea lth core 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 Phone: __________ _ 
Signature of health care professional: Medical professional must sign this page . MD, DO, NP, or PA 
© 2019 American Academy of Family Physjcians, American Academy of Pediatrjcs, American College of Sports Medicine, American Medirol Society for Sporn Medicjne, American 
Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Pennjssjon is granled to reprint for noncommercial, educaffonal purposes wUh 
acknowledgment. 
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■ PREPARTICIP ATIO N PHYSICAL EVALUATIO N

MEDICAL ELIGIBILITY FORM 
Name:   

□ Medically eligible for all sports without restriction

Date of birth:  

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

□ Medically eligible for certain sports

□ Not medically eligible pending further evaluation

□ Not medically eligible for any sports

Recommendations: 

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not h ave 
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). 

Name of health care professional (print or type):                                                                       

Address:  

Date:  

Phone: 

Signature of health care professional: , MD, DO, NP, or PA 

SHARED EMERGENCY INFORMATION 

Allergies: 

Medications: 

Other information:  

Emergency contacts:   

© 2019 American Academy of Family Physicians, American  Academy of Ped iatrics, American College of Sports Med icine, American Medica l Society for Sports Med icine, 
American  Orthopaedic Society for Sports Med icine, and  American Osteopathic Academy of Sports Medicine. Permission  is granted  to reprin t for noncommercia l, educa - 
tional purposes with acknowledgment. 

The Medical Eligibility Form is the only form that should be submitted to a school or sports organization . 

Last Name, First Name (Type or print legibly) Month Date, Year

Medical professional can also use a stamp here. This date must be the same as the date on the previous page

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

Medical professional must sign this page

Medical professional must include all known conditions below.

Who you want us to contact in case of an emergency.

Your doctor MUST declare your medical eligibility to participate from one (1) of these five (5) options.



*

**

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

Two doses at least 28 days apart.

This is the shot you need after you turn 16.

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 MMRV 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.

2/12/25, 3:06 PM 

UPMC CCP - Slippery Rock 
202 Spruce Drive 
SLIPPERY ROCK, PA 16057-1412 
Phone:724-794-4999 

Legal Name 

Immunization History 

Patient Information 

Immunizations 
Name 

Gender -
Date 

DOB 
5/11/2007 

- - -

Reviewed on 7/14/2023 

DTAP _____ ...:.S/_29...:../_20_12, 12/16/2008, 11/29/2007,9/17/2007, 7/17/2007 _____ _ 
5/19/2009, 8/14/2008 - -- - ---
5/15/2008, 9/17/2007, 7/17/2007 

~ - - - - -
5/20/2010, 9/17/2007, 7/17/2007 

HEPATITIS A 

HEPATITIS B 
HIB 
INFLUENZA 

- -- ----
11/13/2010, 10/14/201_0, 10/29/2009, 11/4/200~! 1z.3/200~ 1!_{29_/2_00_7 __ _ 

MENINGOCOCCAL A,C,Y and W-
135 (Menactra) 
MENINGOCOCCAL A,C,Y,W 
(Menquadfi) 

7/9/2018 

8/17/2023 

MEN_INGOCOCCA~ B (BEXSERO) _J¥5/2024, 8/17/2023 __ 
MMR 5/29/2012, 5/15/2008 
-- - -- --

PNEUMOCOCCAL PCV 5/15/2008, 11/29/~~7, 9/1] /2007, 7/1 7j_~0O? 
POLIO 5/2~f 2012.!J1/16/2008, 9f1~/2007, 7/17/2007 __ 
TDAP 7/9/2018 - ----
VARICELLA (CHICKENPOX) 5/24/2011, 5/15/2008 

------

1/1 



•• DEPARTMENT OF HEALTH SERVICES 
•,• ,••••• NEWBORN SCREENING PROGRAM 

850 MARINA BAY PARKWAY, ROOM F175 
RICHMOND, CA 94804 
(510) 412-1502 . 

NEWBORN SCREENING RESULTS - INITIAL 

MONTEREY PENINSULA COMM HOSP 
LABORATORY 
BOXHH 
MONTEREY, CA 93942 

1 

\ 

These results assume no transfusion prior to testing. Interpretations are based on clinical and demographic information provided. 

TEST CUTOFF RESULT INTERPRETATION 

Phenylketonuria 
• Phenylalanine 8 1 µmoVL 
• Tyrosine 117 µmoVL 
• Phenylalanine/Tyrosine Ratio :? 1.50 .70 negative 

Galactosemia 
• Galactose-1 -uridyl translerase s 50 262 enzyme units negative 

Primary Congenital Hypothyroidism 
• TSH ~ 25.00 4.27 mlU/1.. negative 

Hemoglobinopathies 
• Hb Pattern FA negative 

Hb Interpretation: Usual hemoglobin pattern. These results assume no transfusion prior to testing and do not rule out the 
possibility of a thalassemia trait or rare hemoglobin variants. 

If ym, have q11cl"tions regarding these resu/rs, please contact the 
STANFORV UNIVERSITY. (650) 812-0353. 

•,•• 

1 

,••••• Testing Laboratory: ALI.JED MEDICAi. TABORA TORY 453 RA VEN DAL£ DRIVE, STE 8, MOUNT A.IN VleW, CA 94043 ,,••• ,••••• 
=========- John Sherwi11, Ph.D., Chief. Gt!nt!lic Disrnu Loboro1ory Sectio11 ========== 

OFFICE USE ONLY: 335·94·013//21·2004·12 12/01/04 A356 XX 1 11 • 89 

Patient: 



LJ \..a. \..o v.J: M.l.'-11 .l. 1!,G.U 

Mlohlgen Dep~irtment of Community Health 
Bureau of Laboratories 
3360 N Martin Luther King Jr Blvd 
PO Rox30689 
Lansinc, MI 48909 

F..W SPARm)W HOSPITA .. 
LABORATORY SUPERVISOR 
1216 E MiCHIGAN AVE. 
LANSING, Ml 48909 

Gt!nder. 

Birth Faoil ty: 

1.ruu- l ' O..h UQ.1. V O.I. 

r 

Reported 

Printed 

NEWBORN SCREENING 
LABORATORY RESULTS 

Kit Number: 
Accession Number . 

Baby Name. 
Brth D111•· 

ColloC\Jon Date: oOe,;lfon ,¾:e. 32 hoI irs SpPclmen Type· FIRST Medical Record· 

Pnyslofar : 

Submitter; 

i.?.'.~.~r-~_er ...... 
i CAH 

j Hypothyro:al, m 

An~lyte 

17-0 HP 

TSH 

PhOne. 

Phone: 

Phone: 

Patiant ~esult 
... , ........... , ................... . 

FaK: 

Fax: 

Expected Result I rte;preta!lon 

:11 ng/ml < 60 n9/ml Normal 

II ulU/mL • Veres 'Mth Age Normal 

Comm!nt 

• 1.s u1gHb • • ::-·i .·1 ·u,g·H·ti· ....... • Ncrrnii ... • • •• • ......... .. • ................. , ......... .. 
: GalactosemIa ... ·c;'i,u·· 
. ..... ................ .......... ........... ..................... ····· ·· .. -·" ... ........... ............ , .. ·······••"·•··· . ·····•·· · ... .......... ........... ..... ..... .. ................. ....... .......... .. 

I Maple Syrup UIine uiseasf; Leucine 

! Ph~nylkt!tonuiia Ph•nylaht nine 

I MCAD Ac·y1<>..am:1ine(s) 

' Hernog.cbnopa hy Hemoglobin 

81ot1nidase Dehoiency 
.. ... •· . .. "· .. . 

. Botinide&e 
4 . .............. .. 

Homocyslinuriu Methionine 

Citrulhne 

• ~9 umol/L 

67 umol/L 

Normal Profile 

Normal Pattern 

Normal Activity 

37 Jrml/L 

16 .mnl/L 

-~ 131\ u mol/L 

Nor,nal P rof ile 

~!orrial Pa:tern 

Normal 

Norm11I 

Norm.-il 

Negative 
.,., ' .... .... ....... .. ····· ............... ' 

Normal Arnlvity ! Normal 
. . •• • ••·. • · •• , . • · 'I • ••••••••••••••••• 

< 87 ~rrol/L Ncrmal 

< 54 ~trool/L i Normal i citr~mnem a· 
: Arginlno~1Jccl~ic Aciouri11 Citrvllino 1G umol/L < 54 1.1nol/L .. i Norms! 

...... . .. .. .. ... .. ...... .. . . .................... j ............. ..... .. ................... . 

Recomrnended Act,ore: 
• Agr. , Expected Resutt (LIU"'1Ll <24h not cte!lnrd: 24·36~ , < 33: :m1-6d, < 25. 7-31d. < 1:,: ">31d <= 10 

None 

The ldbtmilory vahi.:s in thi5 i cport rc-p1c~11! ~..:reening Le-:.t 1csults and w-c mtendcd tu 1Jcnlify iafa1u:. al 1isk fo1 scl~otcJ 
disorckrs and in nee cl of m01 c dcfm.itiYC tesilIJi. ": fo:m al" refers t ::i the a:1alrtc m ca.siL, :l. The a'.Jo,·1: results should be ce>rrda:cd 
ciimrdly with considemtion of ~t' nt the time of rnlit ctic>n, nutri1wn, birth weight, prematurity, htni1h gtatus, nnd treallnent:.. 
Rescreeninp; of infant~ that were initu1lly te r.t➔d b.lfore ~'1 hrs of agt i !I r l'<'omnienclad, 11 wemmted dirurnlly. Ptrformgnr ~ 
chamctensti~ \\<!rt: dctn rn incd h)' MIY::T·I 

Tho ln!onnllion con:.alnccl in lhis l' AXiprinl-~ul from the :0.1ithla111 DcplWtmcnl of <.:ommunilv Hu lth. l.!unlll.l of Laboruonos 11 con!ldaillll In nature. It is for the 
s,,fc use of tho sub111,tti11I ll!mC~ namoJ 0111~0 uµor1~1\. Ir you ·ll!e not !ht ir,rcn,ltd rodpltnt. ~uu 1ro hereby n,,tilie<l th~t 1111y disclosure. ,lilfribJtlon. ,,pying. ex tl1c 
111kin! ,11· any 111,;tios, in rcgord "' o,c <Onlmu , r ~IC lr1ro1m11u-,, is !il11<tly proh1l•11cd IJ yuu 111,c I c-civc<l 1tii~ 1cport1Sl in c1ro1. pica,c 1<1cphonc u, i,u111cdin1cly II 
(~ I •) )35-910.5 so tl:11 corrc;tlvc ac!l~u ind .Jcstru,tion a rclUm ,,! the documcntrs) nn be IUTl!lg<d. 

Physician Forward Copy 



( 

Date Coll«ted: OS/l0/2023 ·Date Re.ceived: OS/30/2023 Date Reported: 06/01/2023 Fasting; No 

ordered Items: Hgt, Solubility; Vef!lpuncture 

Hgb sotubiiity . . 

Tl?lt 

t-lemoglobln (Hgb).Solubillty" 

Current Result ..-rd Flag Previous Result and Date Units 

Negative 
Since a variety of conditions and other abno mal hemoglobins· in 
addition to Hemoglobins may give false-positive results, positive 
Hemoglobin Solubility tests should be confirmed by · he~oglobin 
.fractionation testing·, • • • • 

Date Collected: OS/30/2023 

Reference Interval 

Negative 

_____________ ., _____ ...... ·--·· ... ··-····-·- · - ------------------- -

Disclaimer 
The Previous Result 1s listed for the most recent test performed by Labcorp In the past 5 years where there Is sufOdenl patient derrn:igraphil.: d~la to 

match theresultto tile pat\entResultsrrom cer:talnlestsare e1tdud~r.l rrum the Pre·(iousResul_tdisplay, 

kon Legend 
A Out of Ref~rence Range ■Critical or Alert 

PatiPnt Details" 

labcorp-

15 

C ELL 

-g.zoz~ L>bomorf COIJJOfllllon of Amdc~• Hoi~tng.,; 
All Rights R~IP.M!<i • EnlPrprise IIP{lnrtVen ion 2.00 

Physician DetaHs Specimen Details 

Date Collected: OS/30/2023 0735 Local 
llate Received: os/30/2023 0000 n 
Date Entered: 05/30/2023 0904 l!:T 
Date Reported; 06/01/20231706 ET 

5 v L t,J/3il i'TY 'TES'T 

Date Created an~ Stored 06/01/23 1708 ET Final Report Page l ot J 

ri1i~duc.1.1"1e.1t ,,,r1talns. prh,ate: end confidenti•I hc.olth lnf«,,..otion prot:::ctcd by~b~ ;,nd kd~ law. 
II vou h111e r,cei,-ed this docu11ent In error ple~se call 1158-668-3700 



This is how the result of a Hemoglobin Electrophoresis or High Performance Liquid Chromatography 
(HPLC) test will look. 

~ ) 
~ i MUSC Health 
Medical University of South Carolina 

Patient Demographics 
Patient Name Legal DOB Adel, !:!SS Pl l011t: 

Sex -
1111 

•0 HEMOGLOBIN VARIANTS: Patient Communication --------------------------------------
l!:l Released ;..-, Seen 

Results HEMOGLOBIN VARIANTS (Order 303650338} 

HEMOGLOBIN VARIANTS 

Status: Final result Visible to patient: Yes (seen) Next appt: None 

Ox: Encounter tor sickle-cell screening 

Component 
Ref Range ~ -~n_it~ 
Hemoglobin A2 
1.5 · 4.0 % 

Hemoglobin, Fetal 

0.1 • 2.0 % 

Hemoglobin A 
94.0 - 98.4 % 

Hemoglobin S 

H4:~o~l?bin C 
0th':!' Hef!1~9.l_o~in Variant 
EHGB Interpretation 

6 mo ago 

2.9 

<1. 0 

96.6 

Normal 

Order: 303650338 

Comment: Normal hemoglobin eval uation . No evidence of abnormal 

- ---~~':1:?globi:"I. --·- --· .. 
Resulting Agency 

Narrative 

MUSC LAB 

l N'rERPRETTVE Dl\TA : I certify that I have reviewed . the tes t i n<J pPrfnrmP<i on 
t his patien~ nnd have r endered the above diagnosis. 

Discl ai~er: This test method has not been appr oved by t he U. S. f ood a nd Dr ug 
Adminis tration . 'fhe performance characteristics of t his method were 
validated by t he Specia l Chemistry Laboratory of the Medical University of 

. ··­---.-·: . ..... , . ~·.· .· .: ... ; . ~- . .. -.. .;. 




