INDIAN HILLS COMMUNITY COLLEGE PRE-PARTICIPATION PHYSICAL
(To be completed by Student Athlete)

Name 									Date of Birth:                                         		_______
[bookmark: Check1][bookmark: Check2]	|_|  Male     |_| Female   |_| Transgender		Sport 						_________	
Home Address ___________________________________________________________Phone#________________________________________
Parent/Guardian Name/Contact Information___________________________________________________________________________________

Allergies ______________________________________________________________________________________________________________
Please list all medications you are currently taking______________________________________________________________________________
______________________________________________________________________________________________________________________
Do you use tobacco? ______if yes what type? ___________________. Do you use alcohol? ___________if yes, how often? __________________

[bookmark: _GoBack]HEALTH HISTORY:  Have you EVER had any of the following? 
       Yes	           No								 Yes	   No
1.  _______	_______ Chronic or recurrent illness or Injury?	14. _______	_______ Asthma
2. _______	_______ Any illness Lasting more than 1 week?	15. _______	_______ Epilepsy or seizures?
3. _______	_______ Rheumatic fever, Mononucleosis, Covid-19?	16. _______	_______ Diabetes
4. _______	_______ Hospitalizations (overnight or longer)?	17. _______	_______ Eye glasses or contacts
5. _______	_______ Surgery?	18. _______	_______ Dental problems?
6. _______	_______ Missing organs?	19. _______	_______	Drug Abuse
7. _______	_______ Problems with heart, blood pressure, cholesterol?	20. _______	_______	Alcohol addiction	
8. _______	_______ Racing of your heart or irregular beats?	21. _______	_______	Depression/anxiety
9. _______	_______ Chest Pain with Exercise?	22. _______	_______	PTSD/Bipolar Disorder
10. _______	_______ Frequent headaches, dizziness or fainting?	23. _______	_______ Street drugs of any type
11. _______	_______ Dizziness or fainting with Exercise?	
12: _______	_______ Concussions, or unconsciousness
13. _______	_______ Heat Exhaustion, heat stroke or other heat related issues? 

If you answered yes to any of the questions, please explain below_____________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________

Family History
Has anyone in your family had any genetic disorder? Who? ________________________________________________________________
Has anyone died suddenly under the age of 40? Who? ____________________________________________________________________
Has anyone had a heart attack under the age of 50? Who? _________________________________________________________________
For Females Only:
1. What was the date of your first menstrual period? __________________________________________________________________
2. What is the longest you have gone between menstrual periods? _______________________________________________________
Orthopedic History- to be completed by Athlete prior to practitioner exam
Please list any previous injury sustained including any surgery associated with the injury


Ankle/Foot:
[bookmark: Check6][bookmark: Check7]History of Injury-	|_|  YES	|_|  NO											_______
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Knee:
History of Injury-	|_|  YES	|_|  NO											_______
									________________________________________		______________________________________________________________________________________________________________

Hip/Thigh:
History of Injury-	|_|  YES	|_|  NO										____	_______
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Low Back:
History of Injury-	|_|  YES	|_|  NO											_______
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Shoulder:
History of Injury-	|_|  YES	|_|  NO											_______
											_______________________________
______________________________________________________________________________________________________________________

Elbow/Wrist/Hand:
History of Injury-	|_|  YES	|_|  NO		______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cervical
History of Injury-	|_|  YES	|_|  NO ________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

















Medical Exam – to be completed by Practitioner
Height_____________          Weight______________             Blood Pressure_________________    Pulse_____________________________

				Normal				Abnormal				Initials	
1. Appearance ____________________________________________________________________________________________________
2. Eyes/Ears/Nose/Throat ___________________________________________________________________________________________
3. Mouth and Teeth ________________________________________________________________________________________________
4. Neck _________________________________________________________________________________________________________
5. Lymph Nodes __________________________________________________________________________________________________
6. Heart _________________________________________________________________________________________________________
7. Chest and Lungs________________________________________________________________________________________________
8. Abdomen ______________________________________________________________________________________________________
9. Skin __________________________________________________________________________________________________________
10. Genitals- hernia _________________________________________________________________________________________________
11. Neurological ____________________________________________________________________________________________________

Please ask student athlete if they have been diagnosed with sickle cell trait. __________________________________________________________________________________________________________________

Please list any other concerns you have with student athlete participating in collegiate athletics
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ATHLETIC PARTICIPATION RECCOMENDATIONS: 
________ FULL/UNLIMITED PARTICIPATION
________ LIMITED PARTICIPATION
________ CLEARANCE PEDNING. FOLLOWING DOCUMENTATION NEEDED_____________________________________________________
________ NOT CLEARED FOR ATHLETIC PARTICIPATION

______________________________________________			_______________________________________________________	
Athletic Trainer signature/DATE					MD/ DO/NP signature                                                      DATE

By signing below I certify that the statements made are true and correct to the best of my knowledge and that falsification or omission on my part would relive Indian Hills Community College of being obligated for any condition that results from falsification or omission.  I also give my permission for the team’s physicians, athletic trainers, or other qualified personnel to give first aid treatment to me at an athletic event in case of injury. 

Student Athlete Signature/DATE
