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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: Doe First Name: John Middle Initial: A
Email Address: john.dee@gmail.com
Social Security Number;
iyl 123-45-6789
Date of Birth:
Enter ss MM/DD/YYYY 111512007
Place of Birth: Any Town, IL
Marital Status:
Single, Muricd, Dinewsed, Widourd Single
Ethnicity:
Check the boxes below
[ (1} Other Hispanic Descent TI(6) Mexican D3(G) Chinese 0(S) Latin American wilh
) 0(2) U.S./Canadian Indian O(7) Eskimo C(H) Guamnantan Hispanic Descent
Ethnic .Co:.::: Yot m:s]y scr;-c: as many of the ethnic Trbes (1) Alewt £30) Sapanese CI(V) Viemamese
categonies that you feel apply to you. {103 Other Asian Desoent £3(9) Cuban DKy Korean E1W) Micsoncsian
14} Puerto Rican CI(D) Indian/Pakistani (L) Polynesinn B(X) Caucasian/White
H(5) Filipino CI{(E) Melanesian LI(Q) Other Pacifie Island DY) Other
Descent
Religious Preference: No rellglous preference
Gender (for berthing purposes): Male
Home of Record (HOR)

(Ofien Parent’s address):

Street 123 Any Sireet

City, State, ZIP Code Any Town, IL 00000

Cell Phone #: {123) 555-1234

Residence Phone #:

Parent/Guardian 1 Full Name: Jana Doa

Address (If different from above):

Parent/Guardian | Contact Phone #: {123) 555-5555 Phone Type? Mabile
Parent/Guardian 2 Full Name: James Dog

Address (If different from above):

Parent/Guardian 2 Contact Phone #: (123) 555-2345 Phone Type? Moblle
NROTC OPTION: Check one Navy O Nurse O Marine Corps

Date of High School Graduation: 06/15/24

Do you have any commitments that prevent you from attending any of the NSI training iterations? = YES ONO
If YES, for which dates are you unavailable? High school during NSI 1. Available for NSI 2, Family vacation overseas during NSI 3.

DoD Identification Number (for military dependents only):  Not Applicable

Midshipman Candidate Signature: John Doe Dty vy on0on Date: 11/15/2023

Printed Name: John Doe
TS FILLAGLE ForM CAN BT WET S/éth o

DiIGrrALLY S1&6w0ED.
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2. Effective Period 1 IbHLS RECoMHHE D

. . . . . UL E DATES 50 WE
This authorization for release of information covers the period from: THESE DATES, 50 ¢

o m 11/15/2023 10 9/15/2024 il EOMHPRICATS
' " Punr PersowAL

Heterap 70FeRHMATION
For A LisiTED TTHE
Berons ~ AFTen

MSi LY.

OR

b. [0 All past, present, and future periods.

3. Extent of Authorization

a. M T 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). HIEHLY RECoOMMELVD
SELECTIVUL THiS OFPTIOL
OR 50 MEDICAL frovinals
HAYE YoOoR CoufieTE
MEDICAL ProfFilE.
b. [1 T authorize the release of my complete health record with the exception of the following information:

[l Mental health records
[J Communicable diseases (including HIV and AIDS)
[1 Alcohol/drug abuse treatment

[J Other (please specify):

4. This medical information 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. Tunderstand 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. Tunderstand 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.

) T
Signature: %%L sﬁ@{. (THis tosT BE A WET  S/EaTOL
7 A DibITARL SitnATLE Witk AT BE
A CCePTED ),

Printed name: YOhn Doe

Date: 11/15/2023
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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 legibly) Date of birth: Month Date, Year
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.
e 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, e-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 drugs2
Have you ever taken anabolic steroids or used any other performance-enhancing 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? Your doctor MUST answer all questions below.
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form). Please refer to the examples below for clarification.

Appearance
* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity, X
m o ia, mitral valve rola se [MVP), and aortic insufficienc )

Eyes, ears, nose, and throat

¢ Pupils equal

e Hearing

Lymph nodes

Heart

®  Murmurs (auscultation standin , auscultation supine, and + Valsalva maneuver)

lun s

Abdomen

Skin

e Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

X XX X X X

Neurological

Neck
Back
Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers

Hip and thigh

Knee

Leg and ankle

Foot and toes Ingrown toe nail on right toe
Funcﬁon0| Please ensure your doctor answered this box, many missed it in 2023. X

¢ Double-leg squat test, single-leg squat fest, and box drop or step drop test

@ 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 8/15/23
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 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 Acodemy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with
acknowledgment.
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