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PARENT / GUARDIAN / STUDENT:

pennsylvania Private or School X
iy b A R— y oty ptate page one of this form before
- s . PH;imE.EA—XAEE:'NI-JAT ITON student's exam. Take completed form to
Bureau of Community Health Systems G UDEN
Division of School Health appolniment.
Student's name Today's dale.
Date of birth Age at time of exam Gender: O Male 0O Famale

Mediclnes and Allergies: Please list all prescription and over-the-counter medicines and supplements (herbal/nutritional) the student is currentiy taking:

Does the student have any allergies? O No O Yes (If yes, list specific allergy and reaction.)
0O Medicines O Pallens O Food O Slinging Insects

Complete the following s NO column; circle questions you do not know the answer to.

2 Had groln pain or a gainful bulge or hernia in the groin area?
0. Had a history of urinary tract infactions or bedweliing? !
De = 31. FEMALES ONLY: Had a menstrual period? OYes COINo
2. Evar stayed more than one nightin the hospilal? If yas: At what age was her first menstral psriod?
3. Ever had surgery? Haw many periods has she hadinthe last 12 months? _____
4. Ever had a seizure? Date of last periad:

§. Had a history of being born without or is migsing a kidney, an eye, a
testicle {mdg)_. spleen, or any ofher organ?

. Ever become i while exarcising in the haal?

7. Had frequent muscle cram; when exerclalng?

"2 Has the siudent pain or problems with histher gums orteeth?

34, Name of sludent's dantist:

Last dantal vistt: Cliessthen 1year [0 1-2yeas O greater then 2 years
s ettt L ’ =i

D IN¢
B. Hed hesdaches with exercisa? e =
2 34. Baen told helshe has a lserning disabifily, inlellectual or
. Ever had a head injury or concussion? : daveiopmental dieabity, cognitve defay, ADDIADHD, etc.?
mﬁv.:;:::: ::l ar blow fo the head that caused canfusian, prolonged 35. Baan bullled or experlanced bullying bahavior?
. Ever had numbness, tingling, or weakness in his/har arms or legs 36. Exparenced major grief, lrauma, or other Sgriicant e avent?
after being hit or failing? 37. Extilbited significant changes in bahavior, social relallonships,
1 Ever bean unable (o move arms or lags after being hil or falling? ::d“ :&uﬂdﬂuplm heh?h m"dm:"m ﬂn:ly L
13 Noiiced or been told he/sha has a curved spine or scoliosls? 30. Been worred, sad, upset, or angry much o ne
 Had any problem wilh histher eyes (vislon) or had a history of an 39, Shown a general loss of ensrgy, motivalion, Interest or enthusiasm?
eye injury? 40. Had concerns ahoul weight: been trying to geln or lose waight or
5 Boon bed or contac lenses? received a recommendation to gain or loga walght?
ol 2
6 Evar used an inhaler or laken asthma medicina? 42 Y Tarnly Hstoy of the falowing? 1 k m ai l
7, Ever had the d : . Is thera a family history lowin 50, check al apply:
all II:at aPph;: astor eay mﬂ’,.:‘:::::::;':ﬂ?;:ﬁ i:,’,;,z::mk 0 Anemla/blood disorders O Inherited disease/syndrome
O High blood pressure [ Kawasaki diseass O Asthmalung pratiams O Kidney problems
O High cholestero) 1 Other: 01 Behaviaral haalth lssue 1 Salzure disorder
18 Beon lold by the daclor Lo have a hear test? (For example, £ Disbetes O Sickle call traft or disease
ECGIEKG, echacardiogram)? Other,
18 Had a cough, wheeze, difficulty breathing, shorness of breath or 43. Is there a family hislory of any of the fallowing heart-related
feit ightheadad DURING ar AFTER exercisa? prablems? If so, check all that apply:
2 Had discomfort, pain, chest pressure d exercise? 0 Brugaeda syndrome 0O QT syndrome
21, Foll Wisher p:::gh;ndm.ur g - e during O Cardlomyopathy O Merfan syndrome
- SEp beals 0xorcise’ O High blood pressure O Ventdculai tachycardla
d O High chalestarol 3 Cther,
22 Had a broken or fractured bone, stress fraclure, or disiocaled folnt? 44. Has any famify member had unexpiained fainting, unexplained
2 Had an Injury to a muscle, ligament, or tandon? salzures, or expariencad a near drowning?
2. Had an injury that required & brace, cast, crulches, or ortholics? 45, Has .l':;d family member / redalive dlod of h:;;t pﬁﬂ‘rr:f before age
Need [Pr— 50 or had an unexpecied / unexplained sudden are age
-3 foe edua:“xi-"rlau;;.ygml, CT scan, injaction, ar physlcal {harapy 50 (includes drowniog, unexplained car accid ts, sudden [nfant
death syndrome)?

2 Had joints thet becoms painful, swollsn, feal warm, or look red?

!

48, there any queslions or concems thlhe student, parent o
guerdian would llke lo discuss with the heallh care provider? (if
yes, wiite them on page 4 of this form.)

Z. Had any rashes, pressurs sores, or other skin problams?
& Ever had herpes or a MRSA skin infection?

I hereby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
health information between the school nurse and health care providers.

Signature of parent / guardian / emancipated student, Date

Adapted in part from the Pre-participation Physicat Evaluation Histary Form; ©2010 Amarican Acadamy of Famlly Physicians, American Acadomy of Padialrics, American College of
Sports Medicine, American Madical Sadlely for Sports Medicing, American Orlhopaedic Saciely for Sports Medicine, and Amerfcan Osleopathic Academy of Sporls Medicine.
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CHECK ONE

Physical exam for grade:
k10O 60 +10 otherO

L

*ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

NORMAL
"ABNORMA|
DEFER

Helght:  ( ) inches
Weight: ( ) pounds
BMI: ( )

BMi-for-Age Percentile: ( )%
Pulse: ¢ )

Blood Prassure: ( / ) ||

Eyes/Vision Corrected [T

Ears/Haaring
Nose and Throat
Taeth and Gingiva
Lymph Glands

I
@®
-]
=3

]

IAbdoman

Genltourinary

iNeuramuscutar System
Exiremitios

Spine (Scolios!s]
Other

reeiiia] . e

(Addlﬂonn pau n p )

Parent/guardian present duringexam: Yes 0 No O
Physical exam performed at: Personal Health Care Provider's Office a School O Date of exam 20

Print name of examiner.

Print examiner's office addrass Phone

Signature of examiner MpbO DOO PACD CRNPO




