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•DUKECIT'
Medical History - Parent/Guardian please fill out prior to examination. ulicrN·, .. CAR·, 

! Student Athlete Name (Last, First, M.I.):

f----
i Home Address: Grade: 
' Street City Stste Zip 

! DOB: AGE: 

I Name of Parent/Guardian

1 Home Address: Phone: Work 
Street City Stat• Zip Cell: 

Emergency Contact Phone: Work: 

I Name Re/alionshlp Cell: 
�ddress: 
i Stteet City Slate Zip 

SPORT/ACTIVITY STUDENT WILL PARTICIPATE IN (CHECK ALL THAT APPLY) 

I Sports/Activities

□ Baseball □ Cheer □ Football j □ Softball □ Volleyball

' □ Basketball □ Cross Country □ Golf ! □ Tennis
i 

□ Wrestling

j □ Bowling □ Dance □ Soccer : □Track/Field
I 

□ Other
-

Please answer all health history questions on the following page PRIOR to your visit to ' 

the doctor. Please fill in the student athlete's personal information (name, gender and 
I 

I I , birth date) on each page of the form and return the entire packet to the school s athletic 
! department. : 
l ______________________________________ __J 

Concussion Management I 
: A concussion is a disturbance in the function of the brain that can be caused by a blow to the body or head and may occur � 

in any sport or activity. Effects of a concussion may include a variety of symptoms (headache, nausea, dizziness, i 

memory loss, balance problem) with or without a loss of consciousness. I/we understand there is a concussion 
management protocol established that includes care and return to play criteria. 

Student-Athlete Signature Date 

Parent or Court Appointed Legal Guardian Signature Date 
· .............................................................................................................................................................................................................................................................................................................................................................................................. · 

Last updated 5/30/2018 





II PREPARTICIPATION PHYSICAL EVALUATION 

PHYSICAL EXAMINATION FORM 

Name 

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 bett, use a helmet, and use condoms? 

2. Consider reviewing questions on cardiovascular symptoms (questions f>-14). 

EXAMINATION 

Height Weight D Male D Female 

BP I ( I ) Pulse Vision R 20/ 

MEDICAL 

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

arm span > height, hypertaxity, myopia, MVP, aortic Insufficiency) 

Eyes/ears/nose/throat 
• Pupils equal 
• Hearing 

Lymph nodes 

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

Pulses 
• 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 

FooVtoes 

Functional 
• Duck-walk, single leg hop

'Consider ECG, echocardlogram, and referral to cardiology for abnonnal cardiac history or exam. 
'Consider GU exam II In private setting. Having third party present Is recommended. 
'Consider cognitive evaluation or baseline neuropsychlatnc testing II a history of significant concussion. 

□ Cleared for all sports wtthout restriction 

NORMAL 

L20/ 

DUKECITV 
URGENT CARE 

Date of birth ________ _ 

Corrected DY ON 

ABNORMAL FINDINGS 

D Cleared for all sports wtthout restriction With recommendations for further evaluation or treatment for _______________________ _ 

□ Not cleared 

□ Pending further evaluatioo 

□ For any sports 

□ For certain sports-------------------------------------------

Reason 

Recommendations --------------------------------------------------

I have examined the above-named student and completed the preparticipatlon physical evaluation. The athlete does not present apparent clinica l 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 perents. If condi­
tions 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 (prinVtype) _____________________________________ Date _____ _ 

Addrcs:; _________________________________________ Phone _________ _ 

Signature of physician _______________________________________ �MD,00,PA,NP,OC 

@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 Merl/cine, and American Osteopathic Academy of Sports Medicine. Permission Is granted to reprint for noncommercial, educational purposes with acknowledgment 
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