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Schaol Grade Sporl(s) ’
Phone/C :

Sex: M F Date of Birth ‘ Age il .
) i e e e e m - \\

Address S City Stats Zip

Race (circle) African/American White Hispanic Asian ‘Other

Parent/ Guardian Name Work Phone

: . ' FAMILY MEDICAL HISTORY
Has any member of your family under age 50 had these conditions?

Yes No Condition : Please explain any “Yes” - Yes No Condition Please explain any “Yag”

L O - Heart Attack 0 O Hyperirophic cardiomyopathy

L O sudden Dsaik 0 O Marfan syndrome _

O O stoke o O Arthythmogenic right ventricular

O O Heart Diszase / High Pressyre cardiomyopathy

U O Diabetes 0 O tongaQT syndrome ,

[ 3 Sickle Gell Trait / Anemia i 0O O sheragr syndréme

LI O Sudden infant Death U O Brugada syndrome . '

o Drowning or near drowning ‘ o o Catecholaminergic polymorphic

{1 00 Pacemaker or impianiabls veniricular tachycardia

defibrillator : :
ATHLETE’S ORTHOPAEDIC HISTORY
Has the athlete hag any of the following injurieg? .

Yes No Condition Date Yes No Condition ) Dats

O O Concussion - : OO O Neck Injury / Stinger '

O O shoulderL/R : O O Am/wrist/ Hand L/R

OO 0O EmowL/R O [0 Back

0 0O Hip O O Thigh/r

O 0O KneelL/R S LowsrlegL/R
0 [0 FootL/R 0O O AwxerLsR O
& 0 Pinched Nerve : : I O Chest ' '

O O Transteni Quadripiegia/ Stenosis . - : _

3 O Haveyou ever had any numbness, tingling or weakness in your arms cr legs after being hit or falling?

= [T Have you ever been unable to mave both arms and both legs after being hit or falling?

Previous Surgeriés:

ATHLETE’S MEDICAL HISTORY
Has the athlete had any of these conditions?

Yes No Medical Yes No Medical Yes No cardiac
Kidney Disessa " Hemia 7 O M3 Previously diagriosed or tested positive
Singla Testicle Rapid waight loss / gain . for COVID-19 Datg:
High Blood Pressure Take supplements / vitamins ' . Heart Murmur
Organ Loss Heat relatad probiams Heart infection

Menstrual imregularities

Recant Mononucleosis

Enlarged Spleen

Sickle Cell Trait/ Disease

Vision lcss: significant loss of vision
_in.cne eya

Allergies (Food, Drugs}

Ssizures

Irregular Heartbesat

Dizzy or Fainting with Exercise

Heart Disease / Marfan's 7 Kawasali's

Excessive Shortnass of Breath
w/Exarcise )

Chest Pain or Tightness w/ Exercise

Previous Surgerjes

Shortriess of breath with exercise
History of Asthma

Diabetes (clrcle): Type! Type ll
Liver Disease

Tuberculcsis

Overnight in hespital

DDDDDDDDDDD
EDDDDDDDDDD
0 DDDGDDDDD
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Please explain any “Yes”

This waiver, executed this day of ~ , 20 . by FILLIN AT TIME OF PHYSICAL M.D.,
' patient, is executed In cemplianca with Mississippi law, with the full understanding that

f a physician voluntarily provides needed medical or health services to any program at an accredited schcol in the state without expectation of
ician will be immune from liabiitty for any civif action arising out of the provision of those medical and/or health care senvices
- Such immunity does not extend to willful acts or gross negiigence. T -

yped or Printed Name of Patient and/or Parent if under 18 SIGNATURE OF PATIENT AND/OR PARENT IF UNDER 18
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Information below to be _f_fillﬁeidf 'o ut bﬁ_ﬁhySicién only

- 8Kin

Comments . - =

. Spine / Neck

Height Weight '~ Blood Pfessure (1) ' Pulse _

; M aee - Blood Pressure (2 ) « . .Pulse
General Medical Exam: . ) gnd atternptlf needed( )- ey g -
Norm  Abnl ‘Norm  Abnl . . .. " Norm  Abn!

ENT - ' o ]_ungs * - Lo “ . 7 . _.He']’]-lia (If NeedEd)

Marfan Stigmata * "~

Heari

Flexibility Exam: - .
LEFT . BIGHT-. - LEFT RIGHT - " _LEFT RIGHT

Neck Back Ext/Flex . . ... - ___ Quads

Shou!der . : - _ Hselcords ‘ -

Hips

Hams - B - ,

Comments

Orthopaedlc Exam: R , A
= 777 Nomm  Abnl - Norm - Abnl .

_ . Norm Abnl
) Upper Extremity e LT L Lower Extremlty _

Cervical

Shoulder . . oo ... " Hip
R . . . y ot e Knee

Tﬁ_éraoic
Ankle

Lumbar

' - Hand / Fingers ., - Feet -
" Other Comments ’ :

Optlonal Exam
Loat o VISION L R

DENTAL | i . e _
R ) 5456789 10 1 12 13 14 15 16 Comments: |

32 31 30 28 28 27 26 25 24 23 22 21 20 19 A

Comments e I ,
[- ] From ’thls Ilmlted screening I see o reason why thls student cannot particlpate in athletics

[ 1Student needs further evaluation as-qescrllqed

, M.D

SIGNATURE OF PHYSICIAN

Typed or Printed Name of Phys‘iéian '
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