INSURANCE QUESTION

Campus Health Services

i UNIVERSITY OF ILLINOIS SPRINGFIELD
UIS

InsLrance on file at UIS? YO N
ATHLETIC MEDICAL HISTORY Py
Policy Numbser, ]
Preterred Providor Flogram‘? YO ML
Date of Bam:__, HMG Yo N3
Mame: Fersongt MD:, . Datz of birth:
Sexr Agee . UK Spart(s}:
Address: Cell/phones#
Mesilcines: Please list all ol e prascaiption and over-the-counter medicines and supplements thesbal and nutritional that you are currenitly taking;
Allerghes: Do you have allergies yesino. If yes, please idenlify specific allergy below and write what reactionyouhad. S Pellens _  QJFeod O Stinging insects —,
0 Medicines - :
Explain “Yes" answers balow, Gircle questions you don’t know the answers to.
GENERAL QUESTIONS Yes No MEDICAL QUESTIONS Yes No

Has 3 doglor ever denied of reskicted your parkicipation in sports for any reason’?

25. Dg you cough, wheeze, or have dificulty breathing during or after exercise?

2. Do you have any ongoing medical conditions? if so, please identily below:
QAsinma O Anemiz (3 Diabetes OO infectipns
Other:

3. Have you ever spent the night in the hospital? Why?

Héve you ever had a surgeny?

Have you ever passed et o nearly passed ot DURING or AFTER exercise?

HEART HEALTH DUESTIONS ABDUT YOu

6. Have you ever had discomiforl, pain, tightness, ar pressure in your chest during
BABITISE?

7. Dines your heart aver race or skip beats (imequtar beats) during exergise?

8. Has a doctor ever told you that vou have any hearl problems?
It s, check all that apply:

1 High blood pressure Q A hearl musmur
1 High cholesterp! 0 Ahgart infection
0 Kawasaki disease Other:
9. Has a doctor ever ordered atest for yaur heart? (For example, ECG/EKG,
echocardiogramy

26. Have you ever used an inhaler or taken asthma medicine?

27. Is there anyone in your family whe has asthma?

28, Were you borm withoul or are you migsing 2 kidney, an eye, a testicle (males), your
spleen, or any other organ?

29. B you have groin pain or a painful bulge of Rernia in the groin area?

30. Have yeu had infectious mananycleasts {mongy within the last month?

31. Do you have any rashes, pressure sores, or olher skin prablems?

32. Have you had a herpes or MR5A siin inlection?

33, Have you cver had a head injury or contussion?

34. Have you ever had a hit or blow to the head that caused cenfusion, prolonged
headache, memory probiems, or loss of copsciousness?

35. Do you have a hishory of seizure disorder?

36. Do you have headaches with exercise?

37. Have you ever had numhness, fingling, or weakness in your amms or tegs afies being
hit ar falling?

38. Have you ever been unable 1o move your arms o lags after being hit or falling?

10. Do you get light-headed or feel more short of breath than expected during exercice?

11. Have you ever had an unexplained seizure?

12. Has any farmiiy member or relative died of tieart problems or had an unexpected or
vnexplained sucden death before age 56 {including drowning, unexpiained car
accident, or sudden infant death syndrome)?

HEART HEALTH HUESTIONS ABOUT YOUR FAMILY Yes No

13 Does anyone in your famiky have hypertrophic cardiomyopathy, Marfan syndrome,

or calecholaminergic polymomphic verbicular tachycardia?

arrhythmogenic right véntrical cardiemycpathy, long QT syndrome. Brugada syndrome.

14, Does anyore in your family have 4 heart problem, pacernaker, or implant defibrillator?

15. Has anyaene in your family had unexplained fainting, unexplained seizumes, or near
drowning?

16. Have you ever had an injury to a bone, mustle, ligament, or lendon that caused you to
miss & actice or 4 game?

BONE AND JOINT QUESTIONS Yes HNo

17, +ave you ever had any broken or frachured bones or distocaled joints?

18, Have you ever had an injury that required £-rays, MBI, €T stan, injections, therapy, a
twace, a casl, of crutches?

19. Have you ver had a stress fracture?

20. Have yau aver been lold thal you have o have you had an x-ray for neck instability or
atiantoazial instability? {Down syndrome or dwarfism)

21. Do you regularly use 4 brace, arthotics. or other assistive device?

22. Do you have a bone, muscle, or joint injury that bothers you?

23. Do any of your joints become painful, swollen, feel wanm, or ook red?

24, Do you have any history of juvenile arthritis or connective fissue disease?

39, Have you ever become HI while exercising in the heat?

40, Do you get Fequent muscle Sramps when exercising?

41. Do you or sprggne in your Rmily have sicke cell drait or disease?

42, Have you had any problems with your eyes of vision?

43. Have you hag any eye injuries?

44, [lo you wear glasses or contact lenses?

45. Do you wear prolective eye-wear, such as goggles or 2 face shield?

46. Do you worry about your weight?

47. Are you trying to o has anyene recommendad that you gain o tose weight?

48. Are you on a special diet or do you avoid cerain types of foeds?

49. Have you ever had an eating disorder?

50. Da you have any concerns that you would like ko discuss with a doctor?

51. Have you evei had 2 mensirual period?

52. How old were you when you had your first menstrual period?

53. How many perieds have you had in the last 12 months?

Explain “Yes” answers here:

1 herehy state that, to the hest of my knowledge, my answers to the above are complete and correct.

Signature of athlete

Signature of parent/quardian Date

Frinted by futhority of the State of [llingis 7.11-200-48604



UNIVERSITY OF [LLINOIS SPRINGFIELD
Campus Health Services e uniersty Plaza, MS BSB 20 - Springfild, 1L 62703 » Phone: (217) 206-6676

UIS PHYSICAL EXAMINATION FORM

Harme: _ UIN: Sport: Dale: -
Good Health Practices
1. Gonsider additional guestions o Mare Sensitive issues

« Do you Teel siressed oub or under & kot of pressure? YesQ No QD

+ Do you ever feel sad, hopeless, depressed. or anxious? YesO Ng Tt

O you feel sate at your home or residence? Yes NoO

* Have vou ever iried cigarettes, chewing Ebacco, snuff, or dip? YesQ hNe

« During the past 30 days, did you use chewing labacce. snuft, or dip? Yes No

+Do you drink aleahal ar use any other drugs? YesO Mol

«Have you ever kaken anabolic steroids or used any ofher perfonmange supplement? Yes @ No O ityes, st

*Have you ever Laken any supplements to help yeu gain or lose weight or improve your performance? — Yes O Mo L3 ilyes, sk

*D0 you wear a seat belt/ wse a hetmet/ use condoms? Yesd MoQd / Yesid NoQ / Yestd NeD

2. Consider reviewing queskions on cardiovastular symptoms {guestions 5-14).

EXAMINATION U/A: - WBE: Nit: Prot: ph: bld: Sp.gt: Ket: Glug:
Height: Weight: MorF Immunizations Current ¥ / N Het
BP / R P T Visicn R20/ L0/ Corracted QY QAN

MEBICAL NORMAL ABHORMAL FiNDINES

Appearance  « Marfan Syndrome (kyphosceliosis, high-arched palate, pectus excavatum,
arachnodactyly, arm span = height, hyperlaxity, myopia, MVE aorlic ingufliciency)
Eyes / ears / nose/ troat » PERRLA  » Hearing

Lymnph Hodes

Hear® = Muimurs {auscultation sianding, supine, +/- Valsaha)

= Location of point of maximal impulse {PMI)

Puises  + Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitaurinary {malas only)

Skin  + HSY, lesions suggestiina of MRSA, or tinea corparis

Weurplogical exam®

a) Consider ECG, echocardiogram, amd referral b cardiotogy for abnoemal cardias histary or eam.
b Consider cognitve fin oF haseling psychiatric tasting if a Ristory of significant concussion

i Cheared for afl sports withowt restrction
3 Cleared for all sports without restriction or with recormmendation for further evaluation or reatment for

O Not cleared: O Pending further evaluation O Forany sporis O For cerfain sports
Reason

Hecommendations

REPEAT /A WEC: MiL: Frot; ph: bid: Sp.gr Ket: Gluc:

MUSCULDSKELETAL RORMAL ABNORMAL FINDINGS
heck

Back

Shoulder / arm

Elbow / forearm

\Wrist/ hand / fingers

Hip / thigh

e

Leg

Pnkle

Foot / loes

Functional = Duck-walk, single leg hop  R/L

A Cleared for all sports withouk restrlction
3 Cleared for all sports withgu! restriction or with recommandation for fusiner evalwation o treatment ipr

O Not cleared: i Perding further evaluation (0 For any sporks "2 For certain sports
Reasaon

Recommendations

| have examined the ahova-named student and completed the preparticipation evaluation. The athiete does not present apparent clinical contraindications ta practice andfor participate in
the sportis} as outiined above. A copy of the physical exam Is on record In the CHS office. If conditions arise after the athlete has been cleared for participation, BIS physicians way rescind
the clearance untd the problem Is resolved and the potential consequences ara completely explained to the athiete (and parents/guardlans with the athlete’s consent).

IMedical Provider {print) e Signaturefor Medical L. ____ ... .. Date

Orthopedic/ATC Providar {print) Signature for Orthopedic/ATC Date




