
ORCHARD VALLEY MIDDLE SCHOOL
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MICHELINA TENUTO, BSN, CPN, CSN
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Sports Forms Tips
Dear Parents,

In order to ensure the quickest approval results from the district physician, please follow these
helpful tips before submitting your sports physical paperwork. Please be sure that:

o A Health History Update Questionnaire (HHQ) is completed if the date of the physical is more
than 90 days prior to the start of the sport, tryouts, or practices. If you checked "yes" for
CoVid +, please add the date your child tested positive. If your child tested positive for CoVid
AFTER the date of the physical exam, they will need a clearance note to return to sports.

o Any new health problems identified on the HHQ have a clearance letter from your physician,
especially orthopedic/muscular injuries, concussion, or cardiac problems

o If your child has asthma/anaphylaxis, an asthma,/allergy action plan is attached
o You and your child have read and signed the Sudden Cardiac Death information sheet

*** Please remember that physicals are valid for exactly one calendat year (365 days) from the date
of exam.

Sports Physieal Deadlines
FaIl - Jrure lSth
'Wirrter 

- Novernber lst
Spring - February l"'

Please be advised that there is a 10 - L4 day turn-around time for approvals. No athlete
will be allowed to participate/tryout until ALL paperwork has been completed,
submitted to the school nurse, and approved by the district physician. Approval to
participate is not guaranteed if documents are received after these dates.

These documents must be thorough and complete in order for the district physician to approve your
child for sports participation. The school nurse is not permitted to make any additions or changes to these
documents. Incomplete forms will be returned home and will delay your child's ability to participate in
their desired sport.

HELPFUL TIP: You can return documents to me via e-mail (preferred) or your child can retum it to
me in the Health Office. If you choose to send it in with your child, I recommend that you retain a copy
of the completed documents for yourself in the event they should get misplaced or lost.

Kindest Regards,

Michelina Tenuto, RN



This form should be mainained by the healthcare provider completing the physical exam (medical home). It should not be sharedwith
schools. The medical eligihility fom is the only fom that slrould be submined to a school The physical e"am must be completed by a
healthcare provider who is a liconsed physician, advanced practice nruse or physician assiotantwho has completed the Snrdent-Athlete
CarcliacAssessmenthofessionalDevelopment modulehostedby theNewlerseyDeparhnent oI-Education.

I PREPARTICIPATION PHYSICAI EVALUATION (lnterim Guidonce)

HISTORY TORM

Note: Complete ond sign this form (wiih your porents if younger thon l8l before your oppoiniment.

Nome: Dote of birth:

Dote of exominotion: Sport(s):

Sex ossigned ot birth (F, M, or intersex): How do you identify your gender? (F, M, non-binory, or onoiher gender);

Potient Heolth Questionnoire Version 4 (PHa-4)
Over lhe lost 2 weeks, how ohen hove you been bothered by ony of the following problems? (Circle response.)

Not ot oll Severol doys Over holf the doys Neorly every doy
Feeling nervous, onxious, or on edge 0 I 2 3

Not being oble to stop or control worrying O I 2 3

Liille interest or pleosure in doing things 0 I 2 3

Feeling down, depressed, or hopeless 0 I 2 3

(A sum of >3 is considered posifive on either subscole [questions I ond 2, or quesiions 3 ond l] for screening purposes.)

Hove you hod COVID- I 9? (check one):

Hove you been immunized for COVID-l

Lisi posi ond current medicol conditions.

NY NN

9? (check one): n Y n N lf yes, hove you hod: tl One shot t-l Two shots

t-l Three shots I-J Booster doie{s}

Hove you ever hod surgery? lfyes, list oll post surgicol procedures.

Medicines ond supplemenis: List oll current prescriptions, overthe-counter medicines, ond supplements {herbol ond nutrifionol).

Do you hove ony ollergies? lf yes, pleose list oll your ollergies (ie, medicines, pollens, food, siinging insects).

'l . Do you hove ony concerns thot you would like to

2. Hos o provider ever denied or restricted your
in sports for ony reoson?

Do you hove ony ongoing medicol issues or recent
r I lnessq

Hove you ever possed out or neorly possed out
during or ofter exercise?

Hove you ever hod discomfort, poin, tightness,

or pressure in your chest during exercise?

6. Does your heori ever roce, flutter in your chest,

or skip beots (irregulor beots) during exercise?

7. Hos o doctor ever told you thot you hove ony

B. Hos o doctor ever requested o iest for your
heori? For exomple, electrocordiogrophy (ECG)

or echocordiogrophy.

9. Do you get light-heoded or feel shorter of breoth

thon your friends during exercise?

I 0. Hove you ever hod o seizure?

1 1 . Hos ony fomily member or relotive died of
heorl problems or hod on unexpected or
unexploined sudden deoth before oge 35
yeors (including drowning or unexploined cor
crosh)?

I 2. Does onyone in your fomily hove o genetic

heort problem such os hyperlrophic cordio-
myopolhy {HCM), Morfon syndrome, orrhyth-
mogenic right venlriculor cordiomyopothy
(ARVC), long QT syndrome (LQTS), short QT

syndrorne (SQTS), Brugodo syndrome, or
cotecholominergic polymorphic ventriculor
tochycordio (CPW)?

13. Hos onyone in your fomily hod o pocemoker
or on implonted defibrillotor before oge 35?

GENEMT AUESTIONS
(Exploin "Yes" onswers ol the end of this form. Circle
queslions if you don't know the onswer.) Yes No

HEART HEALTH OUESTIONS ABOUT YOU Yes No

HEART HEAIIH QUESTIONS ABOUT YOU
(CONIINUEDI Yes No

HEART HEATTH QUESTIONS ABOT.]T YOUR FAMILY Unsure Yes No



1 4. Hove you ever hod q stress frocture or on iniury to o
bone, muscle, ligoment, ioint, or tendon thot coused
you to miss o proctice or gome?

15. Do you hove o bone, muscle, ligoment, or ioini
iniury thot bothers you?

16. Do you cough, wheeze, or hove difficulty breothing
during or ofler exercise?

17. Are you missing o kidney, on eye, o tesiicle, your
spleen, or ony other orgon?

18, Do you hove groin or testicle poin or o poinful bulge
or hernio in the groin oreo?

'l 9, Do you hove ony recurring skin roshes or
roshes lhot come ond go, including herpes or
meth ici lli n -resisi ont Sta phylococcu s o u reu s (MRSA)?

20. Hove you hod o concussion or heod iniury thot
coused confusion, o prolonged heodoche, or
memory problems?

2,I. Hove you ever hod numbness, hod tingling, hod
weokness in your orms or legs, or been unoble to
move your orms or legs ofier being hit or folling?

22. Hove you ever become ill while exercising in the
heot?

23. Do you or does someone in your fomily
hove sickle cell hoit or diseose?

24. Hove you ever hod or do you hove ony problems
with your eyes or vision?

Exploin "Yes" onswers here.

I hereby stote lhot, to the best of my knowledge, my onswers to fhe questions on this form ore complefe
ond correct.
Signoture of othlete:

Signolure of porenl or guordion:

Dote;

@ 2023 American Acodemy o{ Fomily Physicians, Americon Academy of Pedicttrics, Atnerico, College o{ sports Medicire, American Medicol society for sports Medicine,

lionol purposes with ocknowledgment.

26. Are you trying to or hos onyone recommended thot
you goin or lose weight?

27. Are you on o speciol diet or do you ovoid certoin
fypes of foods or food

28. Hove you ever hod on eoting disorder?

29. Hove you ever hod o menstruol period?

30. How old were you when you hod your first menstruol
period?

3,l. When wos your most recent menstruol period?

32. How mony periods hove you hod in the post I 2
months?

BONE AND .|ONT AUESTIONS Yes No

MEDICAT QUESTIONS Yes No

Unsure

MED|CAI QUESTTONS {CONTNUED} Yes No

25. Do you worry obout your weight?

MENSTRUAI QUESTIONS N/A Yes No



New Jersey Department of Education
Health History Update Questionnaire

Name of School:

3.

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student's parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? V"r[ Non
Ifyes, describe in detail:

2. Sustained a concussion,

If yes, explain in detail

been unconscious or lost memory from a blow to thehead?

Broken a bone or sprained/strained/ dislocated any muscle or joints? Ves INo f
If yes, describe in detail.

4. Fainted or "blacked out?" Yesil*"I
If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness ofbreath or "racing heart?"

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? yes Noil
7. Been hospitalized or had to go to the emergency room? Ves[Nof]

Ifyes, explain in detail

8'Sincethelastphysicalexamination,hastherebeenasuddend

50 had a heart attack or "heart trouble?" V".f Noil
9. Started or stopped taking any over-the-counter orprescribed medicationsZ VesINof]
10. Been diagnosed with Coronavirus (COVID-I9)? Vesf Nof

If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? Yes[-lNoil
If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? Yesf N"il

Date: Signature of parent/guardian:

t-.



This fom. should |s mainfrined by the healthcare provider comlileting the physical exa- Gnedicalhome). ft shouldnot be shared
with schools. The medical eligibiliry form is the only fomr that should be submified to a school. The physical exam must be
completed by a healthcare provider who io a licersed physician, adranced practice nurse or physician assistantviho has completed the
Shrdent - Athlete Cardiac Assessment Professional Development module Ilosted by the NewJerseyDepar{rrent of Education.

I PREPARTICIPATION PHYSICAT EVATUATION (lnterim Guidonce)
PHYSI$I. EXAMINATION FORTi

Nome:

PHYSICIAN REMINDERS

1 . Consider odditionol questions on more-sensitive issues.
. Do you feel stressed oul or under o loi o[ pressure?
. Do you ever feel sod, hopeless, depressed, or onxious?
. Do you feel sofe ol your home or residence?
. Hove you ever lried cigorettes, e-cigoreH'es, chewing tobocco, snuf[, or dip?
. During the post 30 doys, did you use chewing tobocco, snuff, or dip?
. Do you drink olcohol or use ony other drugs?
t Hove you ever token onobolic steroids or used ony other performonce-enhor.rcing supplement?

' Hove you ever token orry supplements to help you goin or lose weight or improve your performonce?
r Do you weor o seot belt, use o helmet, ond use condoms?

2. Consider reviewing questions on cordiovosculor symptoms {44*O13 of History Form).

Dote of birth:

Heighf: Weisht:

BP: / ( / I Pulse: Vision: R 20l L2O/ Correcred: t.t Y Ll N

Previously received COVID- l 9 voccine: fl Y n N
AdministeredCOVID-lgvoccineotthisvisit: nY nN lfyes: tl Firstdose Dseconddose t]Thirddose DBoosterdote{s)

Appeoronce

' Morfon stigmoto (kyphoscoliosis, high-orched polote, pectus excovotum, orochnodociyly, hyperloxity,
myopio, milrol volve prolopse [MVP], ond oortic insufficiency)

Eyes, eors, nose, ond throot
. Pupils equol
. Heoring

Lymph nodes

Heori'
r Murmurs (ouscultotion sionding, ouscultotion supine, ond t Volsolvo moneuver)

Lungs

Abdomen

5krn
r Herpes simplex virus (HSV), lesions suggestive of rnethicillin-resistoni StdpAy/o coccus aureus {MRSA), or

tileo corporis

Neurologicol

Neck

Bcrck

Shoulder ond orm

Elbow ond foreorm

Wrisi, hond, ond fingers

Hip ond ihigh

Knee

Leg ond onkle

Foot ond ioes

Functionol
. Double-leg squol te!t, single-leg squot fest, ond loox drop or step drop test

" Consider electrocordiogrophy {ECG), echocordiogrophy, referrol lo o cordiologist for obnormol cordioc history or exominotion findings, or o combi-
notion of those.

Nome of heolth core professionol {print or type):
Address:

Signoture of heolth core professionol: MD, DO, NP, or PA

Phone:

acknowledgment.

EXAMINATlON

COVID-I9 VACCINE

MEDICAT NORMAL ABNORMAT FINDINGS

MUSCULOSKELEIAL NORMAT ABNORMAT FINDINGS

Dole:



This form should be maintained by the healthcare provider completing the physical exam (medical home). tt st,ortdl[-iG
shared with schools. The Medical Eligibility Form is the only form that should be submitted to a schoot.

r PREPARTICIPATION PHYSICAL EVALUATION

ATHLETES WITH DISABIIITI ES FORM: SUPPLEMENTTO THE ATHTETE HISTORY

Date of birth:

l. Type of disability:

2. Date of disabiliry:

3. Classification (if available):

4. Cause of disability (birth, disease, injury, or other):

5. List tie sports you are playing:

6. Do you regularly use a brace, an assistive device, or a prosthetic device fordaily activitiesl

7. Do you use any special brace or assistive device for sports?

& Do you have any rashes, pressure sores, or odrer skin problems?

9. Do you have a hearing lossl Do you use a hearing aidi

0. Do y9u have a visual impairmentl

l. Doyou useany special devices forbowel orbladder function?

2. Do you have burning or discomfort when urinating?

3. Have you had autorromic dysreflexial

4. Have you ever been diagnosed as having a heat-related (hyperthermia) orcold-related (hypothermia) illnessl
5. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled bymedication?

Explain "Yes" answers here,

Atlantoaxial instability

Radiographic (x-ray) evaluation for atlantoaxial instabiliry

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty conro lling bowel

Difficulry controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs orfeet
Recglt change in coordination

Recent change in ability ro walk

Spina bifida

Latex allergy

Please indicate whether you have ever had any of the following conditions:

Explain "Yes" answers here,

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Signature ofathlete:

Signature of parent or guardian;

Date:

A 2419 American Acadeny at Fanily physicians, Am)rican Academy
)nhopaedic Saciely fu Spods Medrche. and Anetican Osleopathic
acknowledgxtent,

ol Pedialri cs, Arnetican Callege af Spats |ledicine
Acahtn y of Sptrls itre0ircine. Peffiission is granled

Anerican Medical Str/ely foi SNls lledicine. Anerican
I0 reprinl lu aanconln erci al, educali on al purposes Hilh

Yes No

Yes No



fr:*,ll,m,* *-?,*llx gnl,fJ,l!1",;"pjy d e nt PAGNJ r ffii",n. rmi ffi
(Please Printf

Name Date of Birth Effective Date

Doctor

Phone

Parent/Guardian (if applicable)

Phone

Emergency Contact

Phone

HEALIHY (Green Zone) llll) If_tf d?!lv control medicinels|. Some inhalers may be---' '---r more eflective with a ,,spacer,, - use if directed.
MEDICINE HOW MUCH to take and HOW OFTEN to take it
[] Advairo HFA X 45, i- 115, t] 230 _2 puffs twice a day
I AerospanrM t_l 1, I 2 puffs twice a day
I Alvesco(D n 80, t l 160 ll 1, u 2 puffs twice a day
X Dulera(') i*l 100, L] 200 2 pulfs twice a day
I Flovento i-t 44,e I 10, tl 220 _2 pu{Is twice a day
E Qvaro tr 40, tl 80 

-e 

1,=2 puffs twice a day
l lSymbicortot lB0, t 1 160 .l I 1, i l2 puffs twice a day
[] Advair Diskus(',t_.1 100, f] 250 tl 500-.*--l inhalation twice a day
I Asmanex(i, Tvrristhaler(, fl 110, D ZZ0_[] I if 2 inhalations [_J once or n twice a day

I Flovento DiskLrs(! I 50 l] 100 Il 250 _1 inhalation twice a day
[_] Pulmicort Flexhaler(,) tr 90, [] 180 _J 1,-2 inhalations I once or ff twice a day
I IPulmicortBespules('|'(Budesonide) { 10.25, I ]0.5,[ 11.0_1 unitnebulizedi lonceorl ]twiceaday
[I Singulair(e (Montetukast)t] 4, fl 5, tl 10 mg _l tablet daily
I Other
[] None

Remember to rinse your mouth after taking inhaled medicine.
lf exercise triggers your aslhma, take

And/or Peak flow above

You have a// of these;
. Breathing is good
. No cough or wheeze
. Sleep through

the night
. Can work, exercise,

and play

Triggers
Check all items
thal trigger
patient's asthma:

iJ Colds/flu
rJ Exercise

u Allergens
() Dust lvlites,

dust, stuffed
animals, carpet

o Pollen - trees,
grass, weeds

l; Mold

o Pets - aninral
dander

.-) Pests - rodents,
cockroach es

il 0dors (lrritants)

r.> Cigarette smoke
& second hand
smoke

:; Perfumes,
clean in g

p rod u cts,
scented
prod ucts

i; Smoke fronr
burning r,vood,

inside or outside

il Weather

:r Sudden
tem pe ratU re

chan ge

.) Extreme v/eather
- hot and cold

o 0zone alerl days

i-l Foods:

,-) 

--_-r)..'-
,.) ..-
I Other:

i.) =...--

_ puff(s) _minutes before exercise.

GAtlllTilCIN (YLeulorw zornre) I fl [u]
You have aDyof these:
. Cough
. Mild wheeze
. Tight chest
. Coughing at night
.0ther:

lf quick-relief medicine does not help virithin

15-20 minutes or has been used more than

2 times and symptoms persist, call your
doctor or go to the emergency room.

And/or Peak flow from-*- to_

Continue daily control medicine(sl and ADD quick.relief medicine(s).

MEDICINE HOW MUCH to take and HOW OFTEN to take it
E Albuterol MDI (Pro-aifr or Proventil,$ or Ventolino) _2 puffs every 4 hours as needed

I Xopenex9 2 puffs every 4 hours as needed
fl Albuterol tr 1.25, I 2.5 nrg

D Duonebo)

I unit nebulized every 4 hours as needed

1 unit nebulized every 4 hours as needed

f1 Xopensxo (Levalbuterol) ll 0.31, [] 0.63, fJ 1.25 rng -l unit nebulized every 4 hours as needeci

X Combivent Respimato 1 inhalation 4 tinres a day

X lncrease the dose of, or add:

I l Other
. If quick-relief medicine is needed more than 2 times a

week, except before exercise, then call your doctor.

EMERGET{GY {ned zone} llll}

And/or
Peak flow
below

Your asthma is
getting worse fast:
. Quick-relief medicine did

not help within 15-20 minutes
. Breathing is hard or fast
. Nose opens wide . Ribs show
. Trouble walking and talking
. Lips blue. Fingernails blue
.Other:

Take these medicines NOW and GALL gl l.
Asthma can be a life-threatening illness. Da not wait!

I Albuterol MDI (Pro-aird or Proventil(, or Ventolinc)) _4
l 1 Xopenex'i 4

I Albuterol fl 1.25, ll 2.5 mo
{-l Duonebo

MEDICINE HOW MUCH to take and HOW OFTEN to take it
puffs every 20 minutes
puffs every 20 minutes
unit nebulized every 20 minutes
unit nebulized every 20 minutes

fl Xopenexs'] (Levalbuterol) I 0.31 ,1,'l 0.63, Ll 1.25 mg _1 unit nebulized every 20 minutes
fl Combivent Respimalt',
[ Other

I inhalation 4 times a day

This asthma treatment
plan is meant to assist.

not replace. the clinical

decision-maki no

required 10 meet

individual patient needs.

Permission to Self-administer Medication:
l l This $udent is capable and has been instructed

in the proper method o1 self-administering ol the

non-nebulized inhaled nredications named above
in accordance lvith NJ Larv.

E This sludent is not approved to selt-medicate.

PHYSI CIAN/APN/PA SIGNATUBE

PARENT/GUARDIAN SIGNATUBE

PHYSICIAN STAIMP

Physician's 0rders

Perm ssL0il t0 rsDroauce lllaik lorft! wtrlv.0a0ni.org Make a copy for parent and for physician file, send original to school nurse 0r child care prouider.

DATE--_-..----'1,,



Asthma Treatment plan - Student
Parent lnstructions

The PACNJ Aslhma Trealment Plan is designed to help everyone understand the steps necessary for the
individual student to achieve the goal of coitrolled asthma. 

"

1'Parents/Guardians: BeforetakingtlLislormtoyourHealthcareProvider,completethetopleftsectionwith:
'Child's name . Chilcl's doctor's name & phone number . parent/Guardian,s name
' Child's date of birth 'An Emergency Contact pers0n's name & phone number & phone number

2. Your Health Care Provider will complete the following areas:
. The effective date of this plan

'The medicine information for the Healthy, caution and Emergency sectrons
'Your Health Care Provider will check the box next to the med-icatibn and check how much and how often to take it. Your Health Care Provider may check ,,OTHER', 

and:
.i. Write in asthma medications nol listed on lhe form
..r. Write in additional medicalions that will control your aslhma

_ * write in generic medications in place ol lhe name brand on the form
'Together you and your Health Care Provider will decide what asthma treatment is best for your child to {ollow

3' Parents/Guardians & Health Care Providers toqether will discLrss and then complete the following areas:
'Child's peak flow range in the Healthy, Caution ancl Emergency sections on the left side of the form. Child's asthnia triggers on the right side of the form
' Permission to Self-admintster Medication section at the bottom of the form: Discuss your chilci's ability to self-administer the

inhaled medications, check the appropriate box, and then both you and your Health Care provider must sign and date the form
4. Parents/Grrardians: After completing the form with your Health care provider;

' Make copies of the Asthma Treatment Plan ancl give the srgned original to your chilcl's school nurse 0r child care provider
'[grp u copy easiry avairabre at home to herp nranage yourihird's aithma
' Give copies of the Asthma Treattnent Plan to everyone who provides care for your child, for example: babysrtters,

before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

I hereby give permission for my child to receive medicalion at school as prescribed in the Asihma Treatment plan. Medication must be provided
in its original prescription container properly labeled..by a pharmacist orpr,viirlun. I also give permission for the release and exchange ofinformation between the school nurse and my chilci's health care prouiiri ronrerning my child's health and medications, ln addition, Iunderstand thatthis information willbe shared with schoolstaff on a need to know basis.

Parent/Guardian Signatu re Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD TO
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECqMMENDATToNS ARE EFFECTTVE FlR ANE (1) SCH00L \EAR LNU AND MUST BE BENEWED ANNUALL|
[-l|dorequestthatmychild^be4LL0W.E0tocarrythefollowingmedicationforself.administration

inschoolpursuanttoN.J'A.C:.6A:16.2.3.lgivepermissionto'mvcr,irJi';ffiprescribedinthisAsthmaTreatment
Plan for the current school year as I consiier trim/her to ne resfioniinh ,rd capable of transpoding, storing and self-administration of themedication' Medication must be kept in its original prescription.oriiin.rl understand thatthe sc"hooldistrict, agents and its employeesshalI incur no Iiability as a result of any condition or injury irisingirom ttie self-administration by the student of the medication prescribed
on this fo.rm' I indemnify and hold harmless the Sctroolbistrict, its agentsan j emptoyees against any claims arrsing out of self-administrationor lack of administration of this medication by the student.

l l I D0 N0T request that my child self-administer his/her asthma medication.

Parent/Guardian Signatu re Ph one Date

Sponsored by

J- amenlcnru.T LUNG
I ASSOC|AT|oN,

It{ NEW JERSLYI'cdiatritTAclult Asthnra ('oa lit ion

PA6NJ



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form is the only form that should be submitted to
school. It should be kept on file with the student's school health record.

Date ol'Bn1hShrdent Athletc's Namc

Datc olExam

Medically eligible fbr all sports without restriction

N4cdically eligible for all sports without restriction u,ith rccommcndations for further cvaluation or tr.eatment of

o lVfcdically cligiblc forccrtain spods

o Not medically eligible pending tirrther evaluarion

o Not medically eligible fbr any sports

Itecommcndations:

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the sportlsf as outiined on it ir form. A copy of
the physical examination findings- are on record in my office and can be made urrrilubl" to the-school at the request of the parents. Ii
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibitity until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

Signature of'lthysician, APN, PA

Aildress:

{.}fiicc st;;rnp {r:prii:lal i

Nanre of healthcale prof'essional (print)

I celtity I have completed the Cardiac Assessment professional Development Module developed by the Ncw .Ier.sey l)epartment of
F,clucation.

Signature of healthcare provider

Shared Health Infbrmation

Aller:gies

Mcdications:

0lhcr inf orrnation:

IJmergcncy Contacts:

plt ) poscs tt i lh ackn rnt'letlgmanl.

*This form has been modified to meet the slalutes set forih by New Jersey.

o

c)
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Srxrr or Nrw )EnsEv
DrpnnrMENT or EnucATroN

Sudden Cardiac Death Pamphlet

Sign-Off Sheet

Name of School District:

Name of Local school:

IAVe acknowledge that we received and reviewed the Sudden Cardiac Death in young Athletes
pamphlet.

Student Signature:

Parent or Guardian Signature:

Date:


