Co-sponsored by the Franklin County Parks & Recreation Department

PART 1 

Participant’s Name:_______________________________________________

League:     BL      PWL      LL      JL          School: ________________________

Team This Year:________________

  Sex: ______  Age: __________

PART 2 MEDICAL HICTORY

Yes    No
1. Have you ever had any of the following?
Please explain any Yes answers

__    __
  heart murmur ________________________________________________________________

__    __
  high blood pressure ____________________________________________________________

__    __
  other heart problems ___________________________________________________________

__    __
  broken bones _________________________________________________________________

__    __
  weak joints-ankles.knees_________________________________________________________

__    __
  concussion ___________________________________________________________________

__    __
  operation ____________________________________________________________________

__    __
  seizures or epilepsy ____________________________________________________________

__    __  2. 
Have you ever fainted or passed out? __________________________________________

__    __  3.
 Have you ever been knocked out? ____________________________________________

__    __  4.
 Have you ever been hospitalized? ____________________________________________

__    __  5.
 Have you ever had to stop running after ¼ to 1/3 miles



for chest pain or shortness of breath? ________________________________________

__    __  6. 
A. Have you ever had significant allergies to:

__    __

bee stings? – On medication – yes __ no __ _____________________________________

__    __

foods _________________________________________________________________

__    __

medicine _______________________________________________________________

__    __

others ________________________________________________________________



B. Do you have prescription for use of:

__    __

Adrenaline _____________________________________________________________

__    __

Inhaler ________________________________________________________________

__    __

Other allergy medicine ____________________________________________________

__    __

C. Do you have asthma? ____________________________________________________

__    __  7.
Do you take any medicine regularly? ___________________________________________

__    __  8.
Have you had any illness lasting a week or more



such as mononucleosis, etc,.?________________________________________________

__    __  9.
Have you had any blood disorders, including sickle



cell trait, anemia, etc. ?____________________________________________________

__    __  10.
Has any family member had a heart attack, heart problems 



or sudden death before the age of 50 ?________________________________________

__    __  11.
Do you wear contact lenses, eyeglasses or dental



appliance? ______________________________________________________________

__    __  12.
Do you have any missing or non-functioning organs

such as testes, eye, kidney, etc. ? ____________________________________________       13.
Menstrual History:

__    __

Have you begun menses yet ? ________________________________________________

__    __  14.
Do you have any other significant health problems? _______________________________



______________________________________________________________________

PART 3 PHYSICAL EXANIMATION

Blood Presure: ___________   
Pulse (rest) _____________

Skin ___________________

Cervical Spine/neck_____________ 

Lungs __________________

Back ________________________

Heart __________________

Shoulder _____________________

Abdomen ________________
Arm/elbow/wrist/hand___________

Genitalia/hernia ___________

I have reviewed the data above, reviewed his/her medical history form and make the following recommendations for his/her participation in athletics.


_____ Full Participation

_____ Limited Participation


_____ No Participation

_____ Needs Additional Evaluation

Date:__________________Examined by:______________________________

                                                                     (Doctor’s Signature)

----------------------------------------------------------------------------

PART 4 EMERGENCY PERMISSION 

In the event that I cannot be reached, I give permission for my child to receive emergency medical care. I verify that the information above is true and complete to the best of my knowledge. I understand that if this information is found not to be true, my child will be removed from participating in this program.

Signature of Parent/Guardian:_____________________________Date:__________________

Emergency Contact___________________________________________________________

