Grade going into 2023-2024:

ID #:

This MEMCAL HISTORY FORM must be completed ammnadly by parent (or guardian) and student in order for the student to pamicipate in activities. These

School Attending:

Sport:

questions are designed to determine if the student has developed any condition which would make it hazardous to participate in an event.

Smdent’s Mame: (print) Sex Age [rate of Birth,
Address Phoneg,

Girade School

Personal Physician Pl

In caie of emergency, contact:

Marme Relationship Phone (H) (W)

Explain “Yes” answers in the box below®*. Circle guestions you don't know the answers 1o,

l.

2

=

11
12

Yes Mo f
Have you had a medical illness or injury since your last check i3, Hawe you ever gotten unexpectedly shon of breath with \‘5
up of physical? exerciae?
Have you been hospitalized overnight in the past year? D you have asthma? |
Hawe you ever hkad surgery? [} you have seasonal allergies that require medical treatment? D
Hawe you ever lad prior testing for the heart ordered by a 14. Dx you use any special protective of cormective equipment of D

phiyvsician?

devices that aren't usually used for your activity or position

000 Oos#

. D you have any current skin problems (for example, iiching,

Hawe you ever passed out during or after exercise?

Have you ever had chest pain during or after exercise?

Dy yioun et tired more quickly than your friends do during
enercise?

Hawe you ever kad racing of your hean or skipped hearbeats?
Hawe you had high Mood pressure or high cholesterol?

Hawe you ever been told you have a heart murmur?

Has any family member or relative died of heant problems or of
sudden unexplained death before age 507

{for example, knee brace, special meck roll, foot orthodics,
retainer on your teeth, hearing aid)?

15. Have you ever had a sprain, sirain, or swelling after injury?
Hawve you broken or fractured any bones or dislocated any

OO
oo

joints?

Have you had any other problems with pain or swelling in ]
muscles, tendons, bomes, or joints?

If yes, check appropriate box and explain below:

O 0OO00O OO0 oOoo
O

0O 0000 000 0og o

aoao

Has any family member been diagnosed with enlarged heart, 0 Head O Elbow D Hip
{dilated cardiomyopathy), hypentrophic cardiomyopathy, long D Meck [ Faorearm D Thigh
QT syndrome or other won channelpathy (Brugada syndrome, [] Back Wrist [ Knee
etc), Marfan's syndrome, or absormal beant rhythem? [ Chest Hand D Shin/Calf
Hawe you had a severe viral infection (for example, D D Shoulder D Finger D Amnkle
myocarditis of mononucleosis) within the last month? E Upper Art O Fom
Ha.g u physician ever denied or restricted your participation in D D 16, Do you want (o weigh more or less than you do now? O
activities for any heart problems? 17. Dy wous Fieel stressed ouw? D
H had & head inj iom?

wiifolsinianly T (r cOmB O 0O 18 Have vou ever been diagnosed with or treated for sickle cell O
Have you ever been knocked out, become unconsciows, or Jost m O . iekle cell di .

trait of sickle cell disesse?

YOUr memsry? Females iy

If yes, how many times? 19 When was vour first menstrual period?

When was your last concussion? When was your most recent memstal period?

Haow severe was each one? (Explain below) How much time do you usually lave from the stan of one period wo the start of
apothes?

How many periods have you had in the last yesr?

What was the longest time between periods in the last vear?

Males Only
20 Are you missing a testicle?

Hawe you ever had a seizure?
Dvo wou have frequent or severe headaches?

Hawe you ever had numbness or tingling in your arms, ands,
legs or feet?
Hawe you ever had a stinger, bumer, or pinched nerve?

Oooo

Ade you missing any paired organa?

Age you under a doctor’s care”

Age you currently taking any prescriplion 0F non-prescriplion
{over-the-counter) medication or pills or using an inhaler?
Do wou have any allergies (for example, to pollen, medicine,
foodd, or stinging insects )7

Have you ever been dizzy during or after exercise?

21. Do you have any testicular swelling or masses?
An electrocardiogram (ECG) & mot required. | have read and understand the
information about cardiac screening on the UL Sudden Cardiac Arrest
Awareness Form. By d'he:k.inﬁ this bax, I choose to obtain an ECG for my
student for additional cardiae screening. | usderstand it is the responsibility of
iy family to schedule and pay for such ECG.

EXPLAIN "YES" ANSWERS IN THE BOX BELOW |atinch another sheet if necessary):

rashes, acne, wars, fungus, or hlisters|?
Hawe you ever become ill from exercising in the heat?

Hawe you had any problems with yvour eyes or vision?

0000 O 000 Ooood

00 OO0 O 0000

It is understood that even though protective equipment s worn by athletes, whenever needed, the possibility of an accident still remains. Neither the University Inberscholastic League

nor the school assumes any responsibility in case an accident oooars.

If, m the judgment of any rep ive af the school, the above student should need 1 dizie care and tr as a resubi of any injury or sickness, | do hereby request, authonee, and
consent 0 such care and treatment as may be given sid studend by any physician, athletic tminer, nurse or school represeniative. 1 do hereby agree to indemnify and save harmless the
school and any school or hespital representative from any claim by any person on account of such care and treatment of said student.

If, between this date and the beginning of participation, any illness or mjury should cocur that may limit this student's partscrpation, | agree io notify the school authonties of soch illness or
ingjury.

I hereby state that, o the best of my knowledge, my answers o the above questions are complete and correcl. Failure to provide truthful responses could
ubject the student in question ts penaliies defermined by the UIL

Smdent Signabure: Parent Ciuandian %ignaiure: Diate:

Amy Yes answer to questions 1, 2, 3. 4, % or 6 requires further medical evaluation which may inclsde o physical cxamination. Written clearance from 8 physician, physician
assistant, chirepracior, or nurse practitioner is required before any participation in UIL practices, games or matches. THIS FORM MUST BE ON FILE PRIOR TO
PARTICTPATION IN ANY PRACTICE, SCRIMMAGE, PERPORMANCE OR CONTEST BEFORE, DURING OR AFTER SCHOOL.

For Schoal Use Ouly:

This Medical History Form was reviewed by: Printed Name Date Signature




Students Name Sex Age

As a minimum requirement, this Plyséoal Examminstion Form muost be completed poor to
junioe high athletic partici pation and again prior to first 2nd thind vears of kigh school
athletic participation. It mmest be completed if there are yes answers to specific questions
om the students Medical History Form on the reverse side. * Loco district podicy mumy
require an armoad ghgsieal e

Height Weight % Baufy Fat [optiomal) Fulse. BFP 'y

[ f ! J-hirachial blood pressure while sitting

Vision B 20/ L o0y Corrected: ¥ N Pupdls: Equal OF Unegqual

NORMAL | ABMNORMAL FINDINGS | INITLALS®

MEDICAL

Appearanc:

Exyes Ears (Mo Throat

Lymply Modis

Date of Birth

Rank One Sport

Online Form Instructions

YOU MUST COMPLETE ALL ONLINE PAFERWORK
BEFORE PARTICIPATING IN ANY ATHLETIC

EVENT OF PRACTICE

**Forms require both parent and student

stgratures**

Hiart-Auscaltathon of the heart i
e sUpne poslion

Heart-Auscaliaiion of the heart i
e stamding posilon

Hieart= Liswer extremity pulses

Pukees

Lumzs

Abhdomin

Cenitalla [ Males Oy )

Skin

Marfan's Stemats
larachodactvly, porbes excarva-
barn, pednt hypermobility, soollosis)

MUSCULOSKELETAL

Weck

Back

5 houldier Ao

El b FOrearm

Wrist Hand

Hip/Thigh

Eniss

Leg/Ankle

Foat

*station-based examination only

CLEARANCE {Flease check one)
[ Cleared
O Cleared after completing evaluation /rehabilitation for:

[0 Not cleared for:

Reason:
Recommendations:

The follvwing information most be filled in and signed by efther a Physician, a Physician
Asgistant licenzed by a State Boand of Physician Assistant Exannners, a Registensd Nurs
recogmized as an Advanced Practice Nurse by the Board of Murse Examiners, or a Doctar
of Chiropractic. Examination forms signesd by amy other health care practitioner will not

e @ocepbed.

Name (print/type):
Address:

Phone Numhber:
Physician Signature:

Date of Examination:

Bust e completed before a student participates in any practice, before, during or after
schiool, [ both in-season and out-of-seson ) or games ‘'matches.

GO TO:

https://schertzcibolo.rankone
sport.com

Click on Click here.

Click on Continue as a guest or Login if
you have an existing account.

Click on Athletic Participation Forms.

Fill out-First Name, Last Name, ID
Number starting with 0, and school
attending

Fill out — All information requested.
o Do not leave any boxes
unchecked

Electronically sign the document (You
and your student).

Enter email address and submit

Click on Athletic Handbook
Acknowledgement.

Read through the handbook and check
the box.

Electronically sign and submit.




