Delaware Interscholastic Athletic Association
Pre-Participation Physical Evaluation

The DIAA pre-participation physical evaluation and consents form consist of seven pages. Pages one, two and four require
your signature while pages five, six and seven are references for you to keep. Page three requires the exam date and
physician’s signature. Pages three and four require the clearance to participate date and physician’s signature. The student
must be cleared to participate on or after April 1 based on a physical examination conducted within 12 months of
the signature. The clearance is valid through June 30 of the following school year.

Name of Athlete: MARY TUOFJUBQUTF School:

Grade: Age: 24yrs Gender: __F_ Date of Birth: 05/16/199 pppe. 215-666-2323

Parent/Guardian Name: (Please Print): TUTF, SOBTV

PARENT/GUARDIAN/STUDENT CONSENTS

(R RN has my permission to participate in all interscholastic sports NOT checked below?
(Name of Athlete)
NOTE- If you check any sport below the athlete will NOT be permitted to participate in that sport.
__ Baseball ___ Basketball ___ Cheerleading ____ Cross Country ___ Crew
____ Field Hockey ___ Football ___ Goif __ Ice Hockey ___ Lacrosse (B)
__ Lacrosse (G) ___ Soccer ___ Softball ___ Squash ___ Swimming
~ Tennis _ Track __Volleyball _ Wrestling

My permission extends to all interscholastic activities whether conducted on or off school premises. I have read and discussed
the Parent/Player Concussion Information Form; Symptoms and Risk Factor for Sudden Cardiac Arrest form; and the
list of items that protect against the loss of athletic eligibility, with said participant and I will retain those pages for my reference.
I have also discussed with him/her and we understand that physical injury, including paralysis, coma or death can occur as a
result of participation in interscholastic athletics. I waive any claim for injury or damage incurred by said participant while
participating in the activities NOT checked above.

Parent Signature: Date:

Student Signature: Date:

To enable DIAA and its full and associate member schools to determine whether herein named student is eligible to participate in
interscholastic athletics, I hereby consent to the release of any and all portions of school record files, beginning with the sixth grade,
of the herein named student, including but not limited to, birth and age records, name and residence of student’s parent(s),
guardian(s) or Relative Care Giver, residence of student, health records, academic work completed, grades received and attendance
records.

Parent Signature: Date:

I further consent to DIAA’s and its full and associate member schools use of the herein named student’s name, likeness, and
athletically related information in reports of interscholastic practices, scrimmages or contests, promotional literature of the
association, and other materials and releases related to interscholastic athletics.

Parent Signature: Date:

By this signature, I hereby consent to allow the physician(s) and other health care provider(s) selected by myself or the schools to
perform a pre-participation examination on my child and to provide treatment for any injury received while participating in or
training for athletics for his/her school. I further consent to allow said physician(s) or health care provider(s) to share appropriate
information concerning my child that is relevant to participation, with coaches, medical staff, Delaware Interscholastic Athletic
Association, and other school personnel as deemed necessary. Such information may be used for injury surveillance purposes.

Parent Signature: Date:

By this signature, I agree to notify the physician and school of any health changes during the school year that could impact
participation in interscholastic athletics.

Parent Signature: Date:




BllPreparticipation Physical Evaluation

HISTORY FORM

(Note: This formis lo be filled out by the patient and parent prior to seeing the physician.)

Date of Exam 12/11/2020
Name MARY TUOFJUBQUTF oate of oy 05/16/1996
sex _F age 28Y'S  Grage School Spor(s)

Medicines and Allergies: Please list all of the prescription and over-the-countermedicines and supplements (herbal and nutriionat) that you are currently taking
Quvar, neomycin-bacitracin-polymyxin, Prevacid SoluTab, Advair Diskus

(Severe, Redness, chills); Peanut allergy - carries EpiPen (Severe, Hives); V14.0 HISTORY ALLERGY TO PENICILLIN; MMR reaction: ; Prevacid SoluTab: (Rash)

flergies? identi i elow.
léloyhc‘;:d tlg;inmasany allergies OYes O I:ll\lopolrlle %ess, please identify specific allegy g OO%W O Siinging Insects
Explain “Yes" answers below. Circle questions you don’t know the answers to.
GENERAL QUESTIONS Yes No MEDICAL QUIESTIONS Yes No
1. Has a docior ever denied or restiicted your participation in sports for 26. Doyou cough, wheeze, or have difficully breathing during or
any reason? after exercise?
2. Do you have any onging medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: [ Asthma [ Anemia [J Diabetes ([ Infections 28. s there anyone in your family wha has asthma?
e 28 Were you bom withoul or are you missing a kidney, an eye, a leslicle
3. Have you ever spent the night in the hospitai? (males), your spieen, or any other organ?
4. Have you ever had surgery? 30. Do you have grain pain or 2 painful buige or hemia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you Iad infectious mononucleosis (mono) within (he Iast month?
5. Have you ever passed cul or nearly passed out DURING or 32. Do you have any rashes, pressire sores, or other skin problems?
b eorche/ 33. Have you had 3 herpes or MRSA skin infection?
s'mmuﬁ? for, pain, tightness, of p in your 34. Have you ever had a head injury or concussion?
7. Doss your heart ever race or sop beats (irequiar beats] during exerciss? e e Lo,
B'Z“memmﬂ‘mwmﬂdm”m 36. Doyou have  history of seizre dsorder?
O High blood pressure O Akeat murmur 37. Doyou have headaches wilth exercise?
O High cholesterol O Aheatt infection 38. Have you ever had numbness, tingiing, o weakness in your arms or
O Kawasaki disease Gther: legs after being hi¢ or falling?
9. Has  doctor ever ordered 2 f2st for your heart? (For example, ECG/EKG, 39. Have you eves been unatie (o move your amms of legs after being hit
echocardiogram) or falling?
10. Do you get lightheaded or feel more short of breath than expecied 40. Have you ever become ill while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Doyou of someone in your family have sickle cell trail or disease?
2. Do you get more tired or short of breath mare quickly than your friends 43. Have you had any problems with your eyes or vision?
b 44_Have you fad any eye injuries?
e o T YoM rLY Yes | No | 15 Doyou wear gasses or contact lenses?
e 15 oo v i e, i 5 B
drowning, unexplsined car accident, or sudden infant death syndrome)? 47. Doyou worry aboul your weight?
14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48, Are you Irying to or has anyone recommended that you gain or
syndrome, amhythmogenic right venlricular cardiomyopathy, long QT lose weight?
ndrome, shod QT syndrome, Brugada sy or calecholaminergi 49. Are you on a special diet or do you avoid certain lypes of foods?
= —— — 50. Have you ever had an ealing disorder?
b %ﬁmﬁﬁ;ﬁ;ﬂ S BRRENAY Prikle, pacamakir e 51. Do you have any concerns thal you would like i discuss with a doctor?
16. Has anyone in your family had lained fainting, d FEMALESIONLY
seizures, of near digwning? 52. Have you ever had & { period?
BONE AND JOINT QUESTIONS Yes No 53. How old were you when you had your first mensirual period?

17. Have you ever had an injury to a bone, musdle, ligament, or tendon
that caused you fo miss a praclice or a game?

54 How many periods have you had in the last 12 months?

18. Have you ever had any broken or lractured bones or dislocated joints?

19. Have you ever had an injury thal required x-rays, MRI, CT scan,
injections, therapy, a brace, 4 casi, or crutches?

Explain “yes” answers here

20. Have you ever had a stress fracture?

21. Have you ever been lold thal you have or have you had an x-ray for neck
inslability or atlantoaxial inslability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

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

24. Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you have any hislory of juvenile arthrilis or connective lissue disease?

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signalure of athlete

Signature of parent/guardian

Date
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BllPreparticipation Physical Evaluation

PHYSICAL EXAMINATION FORM
name MARY TUOFJUBQUTF Dete of bt 05/16/1996
PHYSICIAN REMINDERS

1. Consider addilional questions on more sensilive issues
= Doyou feel stressed out or under a lot of pressure?
= Do you ever feel sad, hopeless, depressed, or anxious?
* Doyou feel safe at your home or residence?
= Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Doyou drink alcohol or use any other drugs?
* Have you ever laken anabolic steroids or used any other performance supplement?
= Have you ever laken any supplements Lo help you gain or lose weight or improve your performance?
* Doyou wear a seal bell, use a helmet, and use condoms?

2. Consider reviewing questions on cardi ympl (questions 5—14),
EXAMINATION
Heigt 65 in Weight 140 Ibs 0 oz O Male %amale
BP  135/78 Pulse Vision R 20/ L 20/ Correcled O0Y O N
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance
= Marfan stigmata (kyphuscullosls high-arched palale. pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insuffi )

Eyesfears/nose/throat
* Pupils equal /
= Heaiing N
Lymph nodes v
Heart®
=M (i Jlati ding, supine, +/- Valsalva) /
+ Location of point of maximal lnpulse (PMI)
Pulses ‘/
+ Simultaneous femoral and radial pulses ~
Lungs v
Abdomen v B
Genitourinary (males only)®
Skin /
+ HSV,lesions suggestive of MRSA, tinea corporis
Neurologic ® v
MUSCULOSKELETAL £
Neck v P
Back v
Shoulder/arm -
Elbow/forearm
Wiist/hand/fingers
Hip/thigh v
Knee
Leglankle
Footftoes
Functional
= Duck-walk, single leg hop
*Consider ECG, echocardiogram, and referral lo cardiolagy for abnormal cardiac history or exam.
*Consider GUaxam ifin privale setling Having third party presenl is recommended
Consider cognitive ion or baseline ialric lesting if a history of significanl concussion
O Cleared for all sporls without restriction
O Cleared for all sports without restriction with recommendations {or further evaluation or tr for
O Not cleared

O Pending further evaluation

OO Forany sports

O  Forcertain sports

Reason

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present app: clinical indications to practice and

participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office and can be made available fo the school at | the request of the parents. Ifcondltlons
arise after the athlete has been cleared for participation, the physician may rescind the clearance untll the problem is resolved and the p q are pletely d
to the athlete (and parents/guardians).

DAL NN

Healih Care Provider: Print/type Name Susan J. Kressly, MD Signature = {\‘\‘}\1\'k MD, DO, PA, or NP
. A\

address 1432 Easton Rd, Ste 4E, Warrington, PA 18976 Phone 215-343-5520

Date of exam: __12/11/2020 Date Cleared to Pariicipate:

©2010 American Academy of Family ,""'j icians, American Academy of Pedialrics, American College of Spaﬂs Medtcms American Medlcal Society for Sports Medicine, American Orth fi

Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknow!edgmem
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SCHOOL ATHLETE MEDICAL CARD

(Parent/Guardian: Please complete Sections 1, 2 & 3. Please print.)

Section 1: Contact /Personal Information

Name: MARY TUOFJUBQUTF Sport(s):
Age: 24 yrs Grade: Birthdate: 05/16/1996
Guardian Name: TUTF, SOBTV

Address: 1/UTMOJBNS53 DOYLESTOWN, PA 18901

Other Authorized Person To Contact In Case Of Emergency:

Name: TUTF, SOBTV Phone(s): 215-666-2323
Name: TUOFJUBQUTF, JOIP Phone(s): 215-666-2323
Preference Of Physician (And Permission To Contact If Needed):

Name: Phone:

Hospital Preference: Insurance:

Policy #: Group: Phone:

Section 2: Medical Information
Medical Illnesses:

(Severe, Redness, chills); Peanut allergy - carries EpiPen (Severe, Hives); VIZ 0 HISTORY
Last Tetanus (MO/YI') A”Cl’giCS' ALLERGY TO PENICILLIN; MMR reaction: ; Prevacid SoluTab: (Rash)

Qvar, neomycin-bacitracin-polymyxin, Prevacid SoluTab, Advair Diskus

Medications:

(Any medications that may be taken during competition require a physician’s note.)
Previous Head/Neck/Back Injury:
Heat Disorder, Or Sickle Cell Trait:

Previous Significant Injuries:

Any Other Important Medical Information:

Section 3: Consent for Athletic Conditioning, Training and Health Care Procedures
I hereby give consent for my child to participate in the school’s athletic conditioning and training program, and to receive
any necessary healthcare treatment including first aid, diagnostic procedures, and medical treatment, that may be provided
by the treating physicians, nurses, athletic trainers, or other healthcare providers employed directly or through a contract by
the school, or the opposing team’s school. The healthcare providers have my permission to release my child’s medical
information to other healthcare practitioners and school officials. In the event I cannot be reached in an emergency I give
permission for my child to be transported to receive necessary treatment. I understand that Delaware Interscholastic Athletic
Association or its associates may request information regarding the athlete’s health status, and I hereby give my permission
for the release of this information as long as the information does not personally identify my child.

PARENT/GUARDIAN SIGNATURE: Date:
ATHLETE SIGNATURE: Date:

Section 4: Clearance for Participation

Cleared without restrictions __ Cleared with the following restrictions:
Health Care Provider’s Signature: MD/DO, PA, NP Date:
For office use only: This card is valid from April 1, 20 through  June 30, 20

Note: If any changes occur, a new card should be completed by the parent/guardian. The original card should be kept on file in
the school athletic director’s or athletic trainer’s office. A copy should be kept in the sports’ athletic kits. This card contains
personal medical information and should be treated as confidential by the school, its employees, agents, and contractors.

Name of School: Name of ATC:



