OSSAA PHYS!CAL FORM {UPDATED APRIL 2026)

PHYSICAL EVALUATION FORM AND PARENTAL CONSENT

No student shall be eligible to represent his/her school in athletics or marching band until there is on file with
the school a physical examination and parental consent certificate.

All physicals for OSSAA participation must be given no earlier than May 1 of the preceding year in which
the students are to participate and before the first day of practice in that student's particular activity., The
physical will be valid from the date of the physical given until the next required physical. Parent(s) or
guardian(s) must sign the parental consent form each year before the student participates in any organized
athletic practice session including contest participation.

The pre-participation evaluation form is designed to identify risk factors prior to participation by way of a
thorough medical history and physical examination. A qualified physician, physician’s assistant, or an
advanced practice nurse covered by professional liability insurance shall give the physical examinations.

1. The most current version of the OSSAA PPE form should be used; any other form used must contain
a minimum of the information requested on the OSSAA PPE form.
2. The PPE Form must be signed and completed in its entirety. No pre-signed or pre-stamped forms
will be accepted.
3. SIGNATURES
QO The person administering the PPE’s signature must be hand-written and dated. No sighature stamps will be
accepted.

O The parent/guardian signatures must be hand-written and dated.
01 The student-athlete signature must be hand-written and dated.

PARENT/GUARDIAN CONSENT FORM

(To be retained by member schoof with history and parent consent forms)

STUDENT NAME:

DATE OF 8IRTH:

SCHOOL:

The above informatien is correct to the best of my knowledge. ! hereby give my informed consent for the above-mentioned student to participate in activities. | understand the
risk of injury with participation. If my son/daughter becomes ill or is injured, necessary medical care can be instituted by physicians, coaches, athletic trainers or other personnel
properly trained. | further acknowledge and consent that, as a condition for participating in activities, identifying information about the above-mentioned student may be
disclosed to OSSAA in connection with any investigation or inquiry concerning the student’s eligibility to participate infor any possible violation of OSSAA rules. OSSAA will

undertake reasonable measure to maintain the confidentiality of such identifying information, provided that such information has not otherwise been publicly disclosed in some
manner.

SIGNATURE OF PARENT/ GUARDIAN DATE

SIGNATURE OF STUDENT DATE




OSSAA PHYSHCAL FORM (UPDATED APRIL 2026)

lastName: o oo 0 - FirstNamed

Grodepozizuan_ suutemon

List any past and current medical conditions {asthma, diabetes, anemia, etc.).

Have you ever had surgery? If yes, list all past surgical pracedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements {herbal and nutritional).

Do you have any allergies? If yes, please list all your allergies (i.e., medicines, pollens, food, stinging insects).

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

Notatall Several days Over half the days Nearly every day
Feeling nervous, anxious, or on edge [} 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little or no interest in doing things 0 1 2 3
Feeling down, depressed, or hopeless a 1 2 3
{A sum of 23 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purpases.)
_.:-'_-GENERAL quzsncms o i aome ANDEOINT D.UESTIONS (cnnt }1.;__ :
< atthe en m. Circle quast ' 15, Do you have a bone, muscle, ligament, ur]omt injury that
=Uif you ‘den't know the an_swer ) i : : i bathers you?
1. Do vyou have any concerns that you would like to discuss with * MEDICAL QUESTIONS i G eoves ] iaNOs
your provider? 16, Do you cough, wheeze, or have dlfflculty breathlng ciurlng or
2. Hasa provider ever denied or restricted your participation in after exercise?
sports for any reason? 17. Are you missing a kidney, an eye, a testicle, your spleen, or any
3. Do vyou have any ongoing medical issues or recent 1I|ness? other organ?
- HEART HEALTH:QUESTIONS ABOUT:YOU b s |syESE [END 18. Do you have groin or testicle pain or a painfui bulge or hernia in
4. Have you ever passed out or nearly passed outdurmg or the groin area?
after exercise? 19, Do you have any recurring skin rashes or rashes that come and
5. Have you ever had discomfort, pain, tightness, or pressure in go, including herpes or methicillin-resistant Staphylacoccus
your chest during exercise? aureus {MRSA)?
6. Does your heart ever race, flutter in your chest of skip beats 20. Have you had a concussion or a head injury that caused
{irregular beats) during exercise? confusion, a prolonged headache, or memory problems?
7. Has adoctor ever told you that you have any heart 21. Have you ever had numbness, had tingling, had weakness in
problems? your arms or legs, or been able to move your arms or legs after
8. HMas a doctor ever requested a test for yeur heart? For baing hit or falling?
example, electrocardiography (ECG) or echocardiography? 22. Have you ever become ill while exercising in the heat?
9. Do you get light-headed or feel sherter of breath than your 23. Do you or someaene in your family have sickle ceit UNSURE-
friends during exercise? trait or disease
10, Have you ever had a seizure? 24, Have you ever had, or do you have any problems with your
“ HEART QUESTIONS ABOUT.YOUR FAMILY -+ w007 | UNSURE |5 YES | aNO i eyes or vision?
11. Has any family member or relative died of heart 25. Do you worry about your weight?
problems or had an unexpected or unexplained 26. Are you trying to or has someone recommended that you gain
sudden death before age 35 years {inciuding or lose weight?
drowning or unexplained car crash}? 27. Are you on a special diet or do you avoid certain types of foods
12, Does anyene in your family have a genetic heart ar food groups?
problem such as hypertrophic cardiomyopathy 28. Have you ever had an eating disorder?
{HCMY), Marfan syndrome, arrhythmogenic right “MENSTRUALQUESTIONS i CNFA YRS S END
ventricular cardiomyopathy (ARVC), long QT 29, Have you ever hada menstrual pertod?
syndrame (LQTS), short QT syndrome {SQTS) 30. How old were you when you had your first menstrual period?
8rugada syndrome or catechalaminergic 31. When was your most recent menstrual period?
= aolymorphi? ventriiuia-rltar::h;cardia (CP:T)? 32. How many periods have you had in the past 12 months?
. Has anyone in your family had a pacemaker or an —
imp&an‘;ed defi\{:rillator b::fnre a:e 357 Explain “Yes" answers here:
BONE AND JOINT QUESTIONS -5 w0, il ] YR - SV NQ T
14, Have you ever had a stress fracture or aninjurytoa bone
muscle, ligament, joint, or tendon that caused you to miss a
practice or a game?

If, in the judgment of any representative of the school, the above student should need immediate care and treatment as a results of any injury or sickness, | do hereby request,
authorize, and consent to such care and treatment as may be given to said student by any physician, athletic trainer, nurse or school representative, | do hereby agree to
indemnify and save harmless the school and any school or hospital representative from any claim by any persen on account of such care and treatment of said student.

i (we) hereby state, to the best of my (our} knowledge, my {our) answers to above questions are complete and correct.

Signature of athlete: Date: / /
Signature of parent or guardian: Date: / /




OSSAA PHYSICAL FORM (UPDATED APRIL 2026}

e wvame e
Grade (2026-2027):_ . StudentiDf S Aty CE DateotExamiii a0
-PHYSICAL EXAMINATION =~ &~

Height: Weight: BP: / Pulse; Vision: R 20/ 20/ Corrected: Y N
TMEDICAL . o o noinlooooio i NORMALT [ - ABNORMALFINDINGS i
Appearance

» Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
hyperlaxity, myopia, mitral valve prolapse [MVP], and aortic insufficiency}

Eyes, ears, nose, and throat

* Pupils equal

e Hearing

Lymph nodes

Heart

& Murmurs {auscultation standing, auscultation supine, and +/- Valsalva maneuver}

Lungs

Abdomen

Skin

# Herpes simplex virus [HSV), leslons of methicillin-resistant Staphylococcus aureus (MRSA}, or
tinea corporis

Neurological

MUSCULOSKELETAL e ol = S o s SR NORMAL: S - ABNORMAL FINDINGS 500

Neck

Back

Shoulder and arm

Elbow and farearm

Wrist, hand, and fingers

Hip and thigh

Knee

Leg and ankle

Foot and toes

Functicnal
« Double-leg squat test, single leg squat test, and box drop or step drop test

Medically eligible for all activity without restriction

Medically eligible for all activity with recommendations for further evaluation or treatment of:

Medically eligible for certain activity:

Not medically eligible pending further evaluation for:

Not medically eligible for any activity

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The individual does not have apparent clinical
contraindications to practice and can practice in the sports(s} as outlined on this form. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the medical efigibility until the problem is resolved and the potential consequences are completely explained to the athlete (and
parents or guardians).

Name of health care provider {print or type): Date: / /

Address: Phone:

Signature of health care professional:




