DEPARTMENT OF THE AIR FORCE
315t Medical Group (PACATE)
Unit 2060
APQ AP 96278-2060

"HAS COMPLETED HIS/HER

PHYSICAL EXAMINATION AND THE 518T MEDICAL HOSPITAL
PEDIATRIC CLINIC RECOMMENDS THE FOLLOWING:

1. PARTICIPATION IN PHYSICAL ACTIVITIES IS APPROVED

, 2. FURTHER ASSESSMENT (S NEEDED

THIS PHYSICAL 1S APPROVED FOR THE PERIOD OF ONE YEAR FROM
THE DATE OF EXAMINATION, = | o

DATE

APPROVING AUTHORITY: 548T MED.HOSP;{AL’, OSAN A.B.
SIGNED




LHESTORY FORM

Preparticipation Physical Evaluation

Dz ie of Exam

Na me Sex Age Date of birth
rade Schoal Sport(s)

ddress Phons
ersonat Physician

ncase of emergency, contact:
ame | Relationship Phone (H) Phons(W)

E{plain "Yes" answers beiow, ]
Circle quastlons you don't know the answers to.
Yes No s Yas No

24. Do you cough, wheeze, or have difficully braathing

durlng or afier exercise?
25. Is thers anyons In your family who has as:hma"
26, Have you ever used an inhaler or laken asthma medicing?
27, Werg you born without or are you missing a kidney,

an eye, a lesticle, or any cther organ?
28. Have you had infectious mononudiecsis {rmono)

&
within the last month? ]
)

1. Has a doclor sver denied or restricted your participation
in sports for any reason?

2. Do you have an engaing medical condition
(like dlabeles or asthma)?

3. Are you cumently taking any prescriplion or

" nonprescription (Gver-the- -counter) madicines or pills?

4, Doyou have aliergles lo medicines, pollens, foods, or
stinging Insects? .

5, Have you ever passed oul or nearly passed out
DURING exercise?

8. Have you ever passed oul or nearly passed oul
AFTER exercise?

oLy

28. Do you have any rashes, pressure sores, or other
skin problems?
30. Have you had a harpes skin infeclion?
31, Mave you ever had a head injury or coneussion?
7. Have you ever had discomfor, psin, or pressure In 32, Have you been hitin the head and been confused
your chest during exercise? or fost your memory?
8. Does your hear race or skip baats during exercise? 33, Have you ever had a seizpre?
9. Has a docter ever loid you that you have 34. Do you have headaches with exerclse?
{chack aif that apply): 35. Have you ever had numbness, lingling, or weakness
[C]High biood pressurs [] A hearl mugmur in your arms or legs afer being hit or failing?
High cholesteral [ A heart infection ' 35. Have you ever been unabie 1o move your arms or
10, Has a doclor ever ordered a test for your heart? legs after being hit or falling?
~ [for example: ECG, schocardiogram) 37. When exercising in the heal, do you have severe
11. Has anyone in your family died for no apparen! reason? muscle cramps or become [fi?
12. Does anyona in your family have a head problem? 38. Has a deeter told you that yod or somecne in your
family has sickie cell trail or sickle celi disease?
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13. Has any family member or relative died of heart D
38, Have you had any problers with your eyes or vision? E]
L]
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]
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probiems or of sudden death bafore age 507
14. poes anyone in your family have Marfan syndrome? 40. Do you wear glasses or conlacl ienses? .
. 5. Have you ever spent the night in a hospital? 41. Do you wear protective eyewsar, such as gaggles or
16. Have you ever had surgery? a face ghield?
- Have you ever had an injury, ke 2 sprain, muscie or 42. Are you happy with your weight?
flgament lear, or lendinilis, that causad you 1o miss a 43. Are you lrying to gain or fose weight?
przctice or game? !f yes, circle aflectod area below: 44. Has anyone recommended yeu change your weight
18. Have you had any brokean or fractured bones or or ealing habils?
dsiocated joints? if yes, circle below: 46, Do you limit or carefully canirol what you eat?
8. Have you had a bone or joint injury that required x-rays ato
MRI, CT. surgery, injections, rehabifitation, physical
therapy. a brace, a cast, or crutches? If yas, circle below:
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46. Do you have any concerns thal vau weuld fik
disguss with 'a doater?
FEMALES ONLY

Nezk Snowidar Upper [ ZiRow Forearm Handl Cnesr 47, Have you ever had a menstrual pen‘cd"
Arm Finaers
Lower Hip Thigh | Knee Call Ankla - Fool 48. How old were you when you had your first mensirua! pernod?
Shin s 48. How many periods have you had in the lasl 12 months?
Explaln "Yes" snzwers here:

20. Have you ever had a sbress raclure?

21. Hve you been lold that you have or have you had
an x-ray for atlantoaxial (neck) inslabifity?

22. Dy you regulary use a brace or assistive device?

23, s a doctor ever lold you thal you have asthma

oralfergies?

O ks

o O

| heapgby state ihat, to the best of my knowledage, my answers to the above questions are complete and correct.

Signature of Parent/(Guardian Dale
 Saciety Ior Spons Mapicire, Amgrizan Gahagsae dic Sgorary far Sports Medicine, anc Ameerse

Sigm gyre of Athiete

@20 G; mencan y of F smiip Physizi;
Osie apak ACHdemy ars;mx riedizine.

Amarican Academy of Pediairics, Amasican College of Spont Medicing, Amefican Medics




Preparticipation Physical Evaluation PHYSICAL EXAMINATION FORM?

Date of Birth

Name

Height Weight % Body Fat (optional) Pulse BP

Vision R 20/

L 20/ Corrected: ¥ N Pupils: Equal . Unegual

‘ NORMAL - ABNORMAL FINDINGS INITIALS”

MEDICAL _ '[

Appearance

|
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/
|

Hearing

l

e |
Eyes/earsinosesthroat ‘
I

Lymph nodes

t{earf

'Murmurs
&Ulses :
qungs

f Abdomen )
Eenitoun‘nary {males oniy)+
’ Skin
[

et ]
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o |

| MUSCULOSKELETAL
. l Neck
{ Back

|
f
f Sheuldar/arm . . {I
I | |
| |
—
| |
| I

} Etbow/forearm

[ Wrist/hand/fingers !

LHipllh:‘gh N ,

i Knee

LLeg/ankle
LFooUtoes

“hulipla-sxaminer sel-wp anly.
+Having & Ihird pafly present is recommendad for the genilowtinary examination,

Notes:

Date

Name of physician {print/type)
Phone

Address
, MD or DO

Signalure of physician

06 Amerizan Aeademy of Family Physicians, Amescza Acedemp of Peciaiics, Amercan Colage of Sasris L{e&ic.he, Arterican Myoics! Sociaty for Spons Mediting, Amer=an Orihopaadic Sociaty lor Spons Metions, 3ad American

Osieocathic Academy of Sports Magieins,




CHROMOLOGICAL RECC

HEALTREZORD 3
= T * P - - e - TA
DETE ! SYMPTOMS, CIAGNOSIS, TREATMENT TREATING ORGANIZATION {Sign meh mrr,z}
jAgeI . Tes Mo
Il 1)o you hzve.z croamic 10ness or sz_ a pnysician regularly Tor any E
| particular problem? . J
] NPT SENE T TR K A TN EE GArE L ST LA
fZ. Have you ever had an illncss that required you to stay in the hospitsl? [
A A EE WSy WA R A T AT
A.- MHave you evar had surgery? {
! . > 3 PR i [
L N SR : i
Jd Hare you ever broken a bons, had to wear & cast, or had an injury to f
; . = Ty JOHI: - : -
BAN FEE Y YaF AAY L UL B o dFday
A ' ST AT YT TSy o e ey Uy e e
o . i A 7iE F gl Hel dFUR? (B, AW, B I3)
G IO 7 OT eV eSS e OuE BT ITE TR e ST T St upped SR TSI AT DeConst
) of dizziness or chest pain?
NS I LTI 10 P B A B e r P WS~ L 0| S s T~ T = DS I 3 M=~ S~ e LU B B ol v SO - S I L P S - S B
||.'i a8 1% I e - L T - N el - R L T L T L ™
! we|F FHol glgUa? -
Tt Lpiprmey ar"d_"l‘t.l—"‘—mf—“ci“‘ku thraes
f S 4 BeE AE Be 4 DeuaT
L' :;r,..«n jlg}T—"o Endc-coRotssiond
} WAol u]alnke] glold el Lzt o
0 Do srossobasen, gathien bowswns nx segpehine cgalle gfter pvenciza? _
[ FET F HE A U mEY, AL L7 q
10 {Tovro yven euwnr hod 9 hagret seerser bigh hinad presenre se a bengt
acnarmality? :
wholel AZbel Fr2  mael T slmba] uiziAbziol Salzk ol un?
}I]. I3 you wear glasses or contact lenses?
alAsld =g steglddsr oL L
. . .. |
KJZ. bo you wear dental bridges, bracss, or plates? i
Hapel Wzl s S URT . ' : !
[13. Have any mémbers of you family unter age 50 had a h:aa'-t atrack, 1
. heurt neghlen, or digd_unexpectedly? - '
CTHE F o] 5040 el 2R A b3l olE g AAHE FE PR
'L'!'q' el Aol AdFEVH?
)l-l, D you take any medications? List medicetions helow include dose |
L #nd- frequency. J
’ B g ot S’J“-.":' spol el Urt? slchal ok 0| FEE £, Ao T
Rt o Zat4 A Q. ‘
15. Are you a_tcrg ¢ to-zny medicabon? !
ol ghel mw 2 slFun i
‘Explain any “Yes” answers in the space belaw l
Jossim digng Hoo mel d@ e ol vlghe] #4442 i
' Date of: ILast tet ' ' . ;
anus nd
?}ﬁ;‘li—:bj'r S IDENTIFLCATION (Use This ipocs for Mechonieal AECOROS MR Lagt PPD
o MAINTAINED
H b . ATs P
ome phone: PATIENT'S NAME {Lasi, Firf, 3iddls Fifial] -~ T
FTATUS RANR/ERAGE

Duty phone: RELATICONSHIR TG SPONSGA

SPONSOR'S NAME

OAGANIZATION

DC‘.‘PAP.T.{SERV]CE[SSN{%DENTTFICATION MNOC.

DATE OF BIRTH

CHRONOLOGICAL RECORO OF MEDICAL CARE STANDARD FORM BUD [REV, 5.04)
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FIRMR {41 CFRY 201-48.505




