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This MEDICAL HISTORY FORM must be completed anmually by parent (or gnardian) and Etudentm n;hder
for the student to parhcipate In TAPPS athletic activities. These questions are designed to determine 1if the
student has developed any condition which would make 1t hazardous to participate m an athletic event.

STUDENT NAME (PRINT):
GENDER-___ AGE: DATE OF BIRTH:
HOME ADDRESS:
HOME PHONE: PARENT CELL PHONE:
SCHOOL: GRADE LEVEL-:
PERSONAL PHYSICIAN:
PHYSICIAN PHONE:

In case of emergency contact:
NAME: RELATIONSHIP:
HOME PHONE: CELL PHONE:

Explain any “YES" answers on a separaie piece of paper. Please cicle questions for which you have no answer. Ary “YES" answer to questions
1- 28 reguires further medical evaluation which may include a physical examination. Written clearance from a physician, physicians assistant,
chiropractor or nurse praciioner is required before any parficpation in TAPPS praciices, games or maiches.

YES
Have you had a medical illness or injury since your Last checkup or sports physical?
Have you been hospitalized owernight in the past year?
Have you ever had surgery?
Have you ever passed out during or after exercise?
Have you ever had chest pain during or after exercize?
Do you get tired more quickly then youwr fmends dunng exercise?
Have yon ever experienced racing of your heart or skipped heartbeais?
Have you ever had high blood pressora?
Have you ever had high cholestern]?
. Have youn ever besn told vou have a heart murmmr?
. Has any family member or relative died of heart problems before ags 507
. Has any family member or relative died of sudden unexpected death before age 507
. Has oy family meniber been diagnosed with enlarped heart (Thilated Cardicopopathy) T
. Has oy family meniher been dispnosed with Hypertomic Cardiconypopathey?
. Has oy family memiber been diagnosed with Long QT Syndrome?
. Has any family member besn diagnosed with ion chenmelpaihy (Brogsds syndrome, etc.)?
. Has any fmily member been diagnosed with Marfan's syndrome?
. Have youn had a severs viral infections (mryocanditic mononmcleosis, etc) in the past year?
. Has a physician ever dended or restricted your participation in sports fior any heart problem?
. Have you ever had a head injury or conossion?
. Have you ever been kmocked out, become nnoonscious or lost your memory?
. Have youn ever experienced 3 seizure”
. Have youn ever had mombmess in your arms, hands legs or feet?
. Have youn ever had a stinger, barner or pinched nerva?
. Are you missing any paired organs?
Are you presently under 3 docior’s care?
Are you currently taking any prescription or nonprescription medications or inhalers?
28, Do yon bave any allergies?
Have you ever been dizzy before or during exercise?
Do you cmrently have any skin problems (itching, acne, warts, fimpgus or blisters)?
Have yon ever become ill after exercicing or working in the heat?
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Have yom ever had any problems with your eyes or vision?

Have yon ever gotten unexpectedly short of breath with exercize?

Do you have asthma™

Do you use any special protective or comeciive equipment?

37. Hawve youn ever had s sprain strain or swelling afier mjury™

32 Have you ever broken or facred aoy bones?

39, Have yon ever dislecated any joimts?

4. Have yon ever had any problems with pain or swelling in pmescles, fendons, bones or joints?
If yes, plesss check the appropriste box and explsin on separate chest of paper.
Head [ Shoulder J Wrist [ Thigh ] Foot
MHeck [] Upper Arm | Hamd [] Enee |
Back [ Elbow |:| Finger [] Shin/ Calf O
Chest []  Foream O sHp [ Ankle L]

41. Do yon want to weizh more or less than yon do noar?

42, Do you lose weight regularly to meet weight requiremenis for you Extra-Cumicular Activifies?

43. Do youn feel stressed ou?

44, Have you been diagnosed with or reated for Sickle Cell Trait or Sickle Cell Diseasa?

Females Only
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45. When was your first mensimesl period?

44, When was your most recent mencirial period?

47. How mmch time elapses from the start of one peried to the stant of another?
48. How many peripds bave vou had in the last year?

49, What was the longest time betoreen period in the Iact year? days

|

It 15 understood that even though protectrve equupment 15 worn by the athlete, whenever needed, the
possibility of accident stll remams. Neitther the Texas Association of Private and Parochial Schools, nor
the school assumes any responsibality In case an accident occurs.

If. m the judgment of any representative of the school, the above student should need immediate care and
treatment as a result of any mjury or illness, I do hereby request, authonze, and consent to such care and
treatment as may be miven said student by any physician, athletic tramer, nurse or school representative. I
do hereby agree to mdemmfy and save harmless the school, TAPPS, and any school or hospatal
representative from any clamm by any person on account of such care and treatment of said student.

If n between this date and the beginning of athletic competition, any illness or mjury should occur that may
Lt ths student’s participation, I agree to notfy the authonties of such illness or mpury.

I hereby state thai, to the best of my knowledge, my answers to the above questions are complete and
correct. Failure to provide truthful and complete responses could subject the student in guestion to
penalfies determined by the Texas Assoctafion af Private and Parechial Schools.

STUDENT 5IGNATURE: DATE:

PARENT / GUARDIAN NAME (PRINT):

PARENT SIGNATURE: DATE:

For school use only:
This Medical History Form reviewed by: BHAME: DATE:
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STUDENT NAME (PRINT): e

GEMDER- AGE: DATE OF BIETH:

HEIGHT: WEIGHT: % BODY FAT:

FULSE: BLOOD PRESSUEE: [/ A A

VISION: R 2/ L2/ CORRECTED: YES___ NO___ PUPILS:EQUAL _ UNEQUAL:

In keeping with the requiremenis of the Texas Association of Private and Parochial Schools, as a mimmem requivement, this FHYSICAL
EXAMINATION FORM mmst be compleied prior o high school athlefic participation sach year of high schoal This form omist be completed of
there are yes answers to specific guestions on the stadent’s annoal MEDTCAT HISTORY FOEM.

MEDICAL NOBMATL ABNOEMAT FINDINGS INITIALS*

Appearance

EyesEarsMose/ Throat

Lymph Modes

Heart- Auscultation of the heart im

Heart — Ansooltation of the heart in

MUSULOSEELETAL NOBMAL ABENOEMATL FINDINGS INITIALS®

Hip / Thigh

CLEARAMCE

] Cleared for participation

| Cleared fior partcipation after completing evahation’ rehabilimtion for:
O Mot cleared for participation

Recommendations:

Provider Mame: Date of Examination:
Provider Signature:
Provider Address:

Provider Phone Momber:




