LHSAA MEDICAL HISTORY EVALUATION
HVIPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team.

Ploase Print

Name; School: Grade: Date;
Sport(s): Sex: M/ F Date of Birth: _ Age: Cell Phone:
Home Address: City: State: Zip Code: Home Phone:
Parent / Guardian: _Employer; Work Phone:
FAMILY MEDICAL HISTORY: Has any membar of your family under age 50 had these conditions?

as No Condltion Whom Yes No Conditlen Whom Yes No Condition Whom
O O Heart Attack/Disesse — . O [ Sudden Death —— O 0O Arhritis

O O Stoke S— 0O 0O High Blood Pressura — 0o O Kidney Disease

O & Diabetes e, O O Sickie Cell TralttAnemla ——— O o Epllepsy
ATHLETE ORTHOPAEDIC HIBTORY:  Has the athlete had any of the following Injuries?
Yes No Condltion Date Yas No Condition Date Yas No Condition Date
O O Head Injury/ Concussion O O Neck injury / Stinger 3 00 ShaulderL/R

O O.Ebowl/R O 0O Am/Wrist/HandL/R 1 1 Back

O O HpL/R [ O Thighl/R O O KnesL/R

O O Lowerlegl/R I O Chronle Shin Spiints O 0O ApkleL/R

O O FootL/R O 0 Severe Muscle Strain 0O O Pinched Nerve

O O Chest i Previous Stirgeries:
ATHLETE MEDICAL HISTORY: Has the athiete had any of these conditions?
Yos No Condition Yes No Conditlon Yes No Condition

O O Heart Murmur/ Chest Pain/ Tighlness O O Asthma/ Prescribed inhaler O 0 Menstrual imegutaritles: Last Cycle:
O O Selzures 0O 13 Shorlness of breath / Coughing 0 O Rapld walght loss / gain

O O HKidnoyDisease 0 O Hemla [l O Take supplementsivitamins

O O lregular Heartheat 1 O Knocked out/ Concussion O O Heatrelated problems

O O Single Testicle O O Hear Disease O O RecentMononucleos!

{1 0O HighBlood Pressure O O DUlabetes 0 OO Enlarged Spleen

O O Dizzy/Fainling O O LiverDisease 0O B Slckle Cell Tralt/Anemia

O O Organ Loss (kidney, splean, etc) O O Tuberculosis 8 0O Ovemight in hospital

O O Surgery O O Prescribed EPI PEN 0 0 Alergies (Food, Drugs)

O [ Medications

List Dales for: Last Tetanus Shot; Measles Immunizatlon: Meningitis Vaccine;

PARENTS' WAIVER FORM

To the best of our knowledge, we have given true & accurate Information & hereby grant permission for the physleal screening evaluation. We understand the
. evaluation Involves a limited examination and the screening is not intended 1o nor will it prevent injury or sudden death, Wa further understand that If the
examination is provided without expeciation of payment, there shall be no cause of action pursuant lo Louisiana R.S, 8:2798 againgt the leam voluntesr health-
care providar andfor employer under Loulslana law.

This walver, executed on the date balow by the undersigned medlcal doctor, osteopathlc doclor, nurse practitioner or physiclan's assistant and parent of the
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of aclion for any lous or demage
caused by any act or omission related {o the healih care services if randered voluntarily and without expettation of payment herein unless such Joss or demage
was caused by gross negligence. Additionalty,

1, If, In the judgment of a school rapresentative, the named student-athlete needs care or reaiment as a result of an In}ury

or slckness, | do hereby raquest, consent and authorize for such care as may be deemed necessary... [URRUPRPRURT, (-1 No
2. | understand that If the medicai status of my child changes in any significant manner after his/her physical examlnai!on.

| wiil notify hiefher princlpal of the change Immedialaly........cccoomveevnien s P UTORN FRUUTUTRU, (- | No
3. | give my parmission for the athletic tralner to release Infarmation conceming my child's Injuries to the head coachlalhleuc

director/prinolpal of Hamher 8Ehool...uuiiui e, B PR PSSP Yos No
4. By my signature below, | am agreelng to allow tny child's medical historyfexam form and ail efighhility forms to be reviewed

by the LHSAA or its representative(s) or the associatad medical DRISONNBL ....v.ru.cciciicr e s s et s s r0n A (11 No

Date Signed by Parant Signature of Parent Typed or Printed Name of Parant

H, COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO}, NURSE PRACTITIONER (APRN) or PHYSICIAN'S ASSISTANT (PA)

Blood Pressure

L MED! AM : ORTHOPAEDIC EXAM :

ENT N‘E‘“ Ah[.!l“ |, Spine{ Neck Norm Abni . Uppor Extromity Norm Abn} Il Lower Extremity Nerm Abni
Lungs o o Cervioal 0 o Shoulder g 0 Knee o O
Heart a g Thoraclc g o0 Elbow o o Hip noo
Abdomen o 0 Lumbar o o Hand/Flngers O O Ankle o
Skin a W] Wrist (5} 0
Heslth Care Provider notas (if neaded);

Medlcatlrv oligible for all sports without restriclion

Medlically allgiblo for certaln sports,

Madienllr eligible for all sporte without restriction with recommendations for further evaluation or treatment of

Not medically eilglble ending furthor evaluation

Not medically elfgibla for any sports

his recommondation ts from a limited screening.

Printed Name of MD, DO, APRN or PA Signatura of MD, DO, APRN or PA Date of Medlcal Examination

Revised 5/23 This phystcal expires 13 months from the date it was signed and dated by the MD, DO, APRN or PA.



