LHSAA MEDICAL HISTORY EVALUATION

PART I: INFORMATION (To be filled out by parent or guardian only)

Mirmie: ) Crrade: School:

Bex: M [ F Age: Drate of Birth: Home Telephonc #: Sports:

Social Security Mumber: Address: City;

Parent's Name:, Pacent’s Employer R Work Telephone i

[nsurance Company: Falicy #; Parrily D

PART LI: MEDICAL HISTORY (To be filled out by parent or guardian)

Has or Does this athlele Circle & please explain all "yes” answers below

1. Have a medical problem or injury since hisheT Last EvBILALIINT Lot et e e e e
Ever not been allowed to participate in spoms for & medical TERSONT. oot e s e i § B
Ever Beest BOSPIERIZEAT oot itimeeiinnsis s s s e e D
Ever had surgery? ... -
Have any missidg mgm.s‘? feve. hdmy .r.e;mc.!'e elc.) .. TR SOt S ST SRR YRRNCILL SR, | .
3. Presently take any medication? . et LR AE LA 1 T RE B AE RS E SR8 1R RS 58 e et 1o e L PRI 4 -
4, Have any alicrgies to medicine or insect bites? et e et bt e perrr e
5. Passed out duriig OF AFIET SXETEESET e emesesseecs oo em s b b L 0001381588 ettt § R
Been dizzy or passed out during or after excrcise?. USROS | -
Have chest paid during or BT M BT LT oot e e oo e tm e e e eme eeememremae et e en et o ee e e el et s [RSURURUURURRRI, § Ci-
Tire mare quickly than histher fricnds durng eXercise e e s TP, 4 -i.
Have high blood pressure? ... S
Been 1old he/she Bas HERF BIUPIITET oo ......oooooceocoeooce e e cacs st et et s o s e S
Hawve racing of the heart er skipped heanbeats? RO, f =t
Havg a fa:ru]y member that died of heart pml:llcrns o sudden dﬂath hﬁfﬂ'ﬂ: apc 55":' [OOSR, § -
7. Ever had a head o neck MUIYT e s i e s e s b ek

o]

Ever had 8 5e02ure? oo
Ever had o stinger, bumcr or puwhcd nerve? AT g 18 et gt s e sms s mmset sm b hebALAE S 1AL
¥, Ewer had heat cramps? ... TP R SR NSNS, .
Ever been dizzy urpnssud out in thc hc-a-i" OO PYO PO PSSRSO f .

9. Hawve wouble with breathing or coughing dunng or I.Etl:r wetvity? [ v YES
I, Use any special equipment? (pads, braces, neck rolls, eve guords, hdne}- he.l'.r el .. SRRSO UORUTPRRPPR | .
11, Hawve any problems with vision? .,

Wear glasses or contacis?
12,  Ewer sprained/strained, dssiocmad frau:tumd ar had ncp-catnd sw:!lmg uf:ny h-nncs orpmw'? SSVUNRRORUSUOORRR, i :t-3
i3, Have any medical problems listed below? (Please check off)

—High Blood Pressure Fheumatic Fever Driabetes Hepatitis
Tuberculosis Agthma

. Mononucleosis Abnormal Bleeding
o Sickle Cell Disease/Trait Oither(Tiee)

14. List dates for last: Telanus Shot: . Meosks Imrunization:

5. Female athletes, list dates for: First menstrual penoesd: Last menstrual period:

Longest time between periods last year:

_ Please explain all "yes" answers from above:

NI
MO

NO

NG
W in]
MO
NO
N
NO
NO
N
NO
N
NO
N
NG
L]
NO
MO
NO
NO
NO
NG
NO
NO
NO
NO




PART [I: SIGNATURES
You must aniwer these guestions and xiza for vour chifd fo be examined)

. The mnformation on the reversed is current and cormect (o the best of my koowdedge e Y ES MO
I 1 pive my parmission for my child wobe examined o scueloelated SEVIES o TR ML
3. Ifin the judgment of a school represeniative, the named student athlete needs eare of weAMEen? as o restlt of
an injury or sickness, | do herchy request, consent and authorize for such care as may he deemed NoCessary.. ..o YEB RO
4. Trecognize the cvaluation to be done on my child is a standard pre-participation screening examination, and
that po in-depth msting, x-rays, b work, or curcliac westing will be PEFFOERED .ot st s st r s rrins AR HO
5. [ understand that if the medical status of my child changes o any s15ﬂlﬁcant manner after hisher phvmcal
examination, | will noufy his'her principul of the change munediately ., ISR SR, f -1, MO
Signature of Parent'Guardian: e Dote:
Signature of Student Athlete: . Date:
PART 1V: PHYSICAL (To de filled vur by docter)
Helght Weight Blood Pressure ' Pulse
SYSTEM HORMAL ABNOBRMAL IMITIALS COMMENTS
Heart
Hand
Back
Knee
Ankle
Foot
Eye Right - 20 Left 20/ Corrected? YES NG
CLEARANCE et Cleared
B. Cleared after further evaluation/treatment
C. Mot cleared lor: Collision  ___ Contact Mon-contact
RECOMMENDATIONS:
NAME OF MD:___. DATE:
-~-ADDRESS:___ - TELEPHONE:
SIGNATURE OF MD:




