Carole Orthmann
School Nurse

ORADELL PUBLIC SCHOOL

Nurse’s Office

350 Prospect Avenue
Oradell, New Jersey 07649
Phone: 201-261-1180 ext 4121 Fax: 201-634-1412

June 2017

Re: Physical Forms for Students Entering 2™ and/or 5% Grade for the 2017-18 School Year

Dear Parent/Guardian,

This September 2017, your child will be attending a grade level (grade two or grade 5) in which
a physical examination is recommended.

The recommended physical forms are included in this electronic packet and can also be
accessed on the school nurse’s website on the Oradell Public School webpage.

If you have any questions, please call me.

Thank you,

Coanole Onthmann, TV

Carole Orthmann, RN
School Nurse

Entering 2 and 3 grade stucdent specific letter for 17-18 school year




the Studeni-Athlete Cardlac Assessment Professional Development Module.

ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page 3) must be completed by a health care provider who has completed

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is o be filled out by the patient snd parent prior to seeing the physician. The physiclan should keem copy of this form in the chari.)
Date of Bxam ___ S

Name Date of birth _

Sex Age Grade _ School E
Medicines and Allergies: Please list all of the prescriplion and over-the-counier medicines and supplements (herbal and nulrilional) that you are currently 1aking
Do you have any allergles? 0O Yes [ No It yes, please identify specific allergy below.

0O Mediclnes O Pollens O Food DO Stinging Insects

Explain “Yes" anewers below. Circle questions you don't know the answers 10
GENERAL QUESTIONS Yes | No MEDICAL QUESTIORS Yes | No

1. Hes a doctor ever denied or resliicted your participation In sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? aftet exerclse?
2. Do you have any ongoing medical conditions? if so, please identify 27. Have you ever used an inhaler or aken asthma medicine?
below: O Asthma O Anemfa [ Diabetes [ [nfections 28 I thete anyons In your lamily who has asthma?
Other: 29, Were you born withoud or ase you missing a Kidney, an aye, a feslicle
3. Have you ever spent the night In the hospital? (males), your spleen, or any other organ?
4. Have you evsr had surgery? 30. Do you have groln pain or a paintul bulge or hernla in the groin area?
KEART HEALTH QUESTIONS ABDUT YOU Yes | Ne 31. Have you had Infeclious mononucieosis (mono) within Ihe last month?
5. Have you ever passed oul or nearly passed oul DURING or 32. Do you have any rashes, pressure sores, or ather skin problems?
SFTER exercise?, 33, Have you had 3 liErpes Of NRSA skin Infection?
6. Have you ever had pain, tig OF pressure Ir your 34. Have you ver had a head injury or concussion?
ghest durkg exerciset 35. Have L ever hiad a hit or blow 10 the head thal caused conlusion,
7. Does your heart ever race or skip beats (imegular beals) during exercise? ¥ head ’ La of memory p 9
8. Has a doclor ever told you that you have any hearl prablems? If so, 36. Do you have & hislory of seizure disorder?
check ali that apply: . n
[} High blood pressure O A heart murmur 37, Do you have headaches with exercise?
O High choleslerot O A heart Infection 36, Have you ever had numbness, Ungling, or weakness in your arms or
) Kawasaki disease Other: lego after belng hit or faling?
9. Has 2 doctor ever ordered @ lest for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs afier belng bt
echocardlogram) of {alling?
10. Do you get ightheaded or feel more shorl of trealh than expected 40. Have you ever becorie [l while extrcicing In the heat?
during exercise? 41 Do you get frequent muscle cramps when exerclsing?
11, Have you ever had an unexplained seizure? 42 Do you or someone In your famiy have sickle cel rait or disease?
12. Do you gel more tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
doring exerciso? q
44. Have you had any eys injuries?
:‘:“::s"ﬂ “‘f: . :ym::s “:::T T:': T::':' o . Yes | Mo 45 Do you wear glasses or contacd lenses?
. Has any famlly mamber or refative died of hearl problems or had an .
unexpected o unexplained sudden death before age 50 (including 46, Do you wear protactive eye\n.mar, such as goggles or a face shleld?
drowning, unexplalned car accident, or sudden Infant death syndrome)? 47. Do you worry abou your weight?
14. Doss anyone in your family have hyperisophic cardiomyopathy, Martan 48, Are you frying to or has anyone recommended Lhat you gain o
syndroms, arthythmogenic right ventricular cardiomyopathy, long QT tose welght?
syndrome, shorl QT syndrome, Brugada syndiome, or catecholaminergic 49. Ase you on a special diet or 6o you avoid certain types of foods?
polymorphic venlricular tachycardia? ——
15 Doss anyons in vour family have & hoart orol — 50, Have you ever had an ealing disorder?
’ imnlantey;:eﬁbr?hlo;m ly hava a heart problem. pace har 51, Do you have any concems that you would Iike to discuss with 3 doctor?
16. Has anyone In your flamHy had unexplained fainling, unexplained FEMALES ONLY
selzures, or near drowning? 52, Have you ever had a menstrual psriod?
BONWE AND JOINT QUESTIONS Yos | Ro 53, How old ware you when you had your first menslrual period?
17. Have you ever had an injury {0 a bone, muscle, ligamanl, of tendon 54. How many periods have you had In the last 12 months?
that caused you to miss a practice or 8 game? Explaln “yes* answers hor
18, Have you ever had any broken or fractured bones or diskocated joints?
19. Have you ever had an injury Lhat required x-rays, MA!, CT scan,
Injections, therapy, & bracs, a casi, or crutches?
20. Have you ever had a stress fracture?
21. Have you ever bean told that you have or have you had an x-ray o neck
instability ar atlantoanial Instablilty? (Down syndrome or dwarfism)
22. Do you regularly use a brace, orthotics, or other assistive device?
23. Do you have a bone, muscle, or join! injury that bathers you?
24 Do any of your joinis bacome painful, swollan, feat warm, or look red?
25. Do you have any hislory of juvenile arthritis or connecllve lissue disease?

| hereby sfate that, to the besl of my knowledge, my answers 1o the above questions are complete and correcl.

Signalure ol athlete . Signature of parenliguardian Dite

©2010 A y of Famwy P iy of Pedi; Coltege of Sporls Medicine, Ametican Medacal Soclely lor Sparis Medicine, American Orthapaedic

Soctaly for Sports Madi dne and American Osleopalhic Academy ol Sports Medicine. Permission is granted to répaint for i, educalional purp with ack o

HEOY 9-26317M10
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Date of birth

Age Grade School . i ______ Spori(s)

Name ______._

Sex

Type of disabllity

Datp of disabifty

Classification (H avalabie)

Cause of disability (binh, dizease, accidentfrauma, other)

olalw|s]|=

Usl the sporls you are Interested In playing

. Do you regularty use a brace, asslsiive device, or prostholic?

. Do you have any rashes, pressure sares, or any other skin problems?

6.
7. Do you use any special brace or assistive device for sports?
8
9

. Do you have a hearing loss7 Do you use a hearing ald?

10. Do you have e visual impalrment?

11, Do you use sny specisl devices for bowel or biadder function?

12. Do you have burning or discomforl when urinating?

13. Have you had autonomic dysrellexta?

14 Have you ever bean diagnosed with & heal-related Myperthermia) er cold-refated thypothermia) (kness?

15. Do you have muscls spastdty?

16. Do you have frequent selzures thet cannot be controlled by medication?

Explain “yes” answers hero

Piease Indicate H you have ever had any of 1he following.

Atlgntoaxial instability

X-ray evalusilon for atlantoaxia) Instability

Dighocaled jolnls (more than one)

Easy bleeding

Enlarged splesn

Hepatitls

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladdor

Numbness or tinpling in amms or hands

Humbness or tngling bn legs o fest

Weaknezs In aoms or hands

Wealness in legs or feot

Recent change in coordination

Recent change In ability to walk

Spina bifida

Latex allergy

Explain “yes® snswers here

| horeby staie that, to the bast of my knowledge, my to the above questions are te and correcl

Signature ol athiets SpwbrrepeyWeade . ; Date

©2010 American Acacemy of Family Prysicians, Amesican Acagamy of Feciafics, American Coteps of Sports Medicine, American Mecveal Socly for Spocts Medine, Amgrican Uiiiopaedio
Sociely for Sports Mediins, mﬂﬂ%@n Dsteapativc Azademy of Sports Mesdicure. Pecmiesion 16 granted fo reprinl for noncommprral, pduzational puipates with acknawisigmen!
New Jerssy Depariment of Educalion 2014; Pursuand fo P.L.2013, ¢.71




NOTE: The preparticiaption physical examination must be conducied by a health care provider who 1) Is a llcensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athlele Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name - B Date of birth

PHYSIGMN REMINDERS
1. Conslder sddHional questions on more sensitive issues
* Do you fee! strensed oul or under e lot of pressure?
® Do you sver (eel sed, hopeless, deprassed, or anxious?
® Do you teel s&fe ot your home or residenca?
° Have you ever irled cipareties, chewing tobaoco, snul, o dip?
* During the past 30 dsys, did you use chewing tobacce, snutf, et dip?
® Do you drink sicohol or use sny other drugs?
® Have you sver taken anadolic steroids or used any other performance supplement?
® Have you ever taken any supplements to help you gain or loss welght or lmprove your performance?
® Do you wesr a seat balt, use a helmsl, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questicns 5-14).
EXAMINATION
Height Walght O Male 0O Female
8p / { / ) Pulse Vision R 20/ L 20/ Corecled O Y ON
MEDICAL HORMAL ABNONMAL FINDINOS
Appearance
¢ Marfan stigmata (kyphizscolipss, high-aiched palale, pectus excavatum, aractmodaciyly,
am span > hisghl, hypertandty, myoptn, MV, sorie Insutficiency)
Eyes/sars/nose/throal
* Pupils squal
* Hearmg
Lymph nodes
Heart®
* Munmurs (svstaftation standing, suplne, +/- Valsalva)
*_Locationef point of maximal kmpulse B
Pulses
» Simufangous femors! and radial pulses

Lungs

AbdOMmEN

Genitowrinary (males onlyy

Skin

* H8V, lesions supgeslive of MASA, linea corporis
Neurotogic -

MUSCULDSKELETAL

Nack

Back

Shoulder/arm

Elbow/orearm

Wristhand/Tingers

Hiphigh

Knee

Leg/ankie

FootNoes

Functional

o Duck-walk, single leg hop

*Consider ECG, echocardiogram, and reforal 1o cardiology for sbnommt candiac hisiory o exam

‘Consider GU exam i In privale selling, Having third party present Is recomumended,
‘Congider cogailive i bazeline chialric tasling il 8 history of significant concssion

O Cieared for al sports without restriction
0O Cisared for all sports wittiout restriction with recommendations for further evaluation or treatment for —

O Not cleared
D Pending further evahiation
D For eny sports
D Forcefalnsports __ = _—
Reason .
Recommendations

| have examined the above-named studsrt and compleled the preparticigation physical evaluatlon. The alhlaie doss nol praseni apparent clinlcat contralndleatlons to pracilce and
pariicipale In ihe spori(s) as outiined above. A copy of the physical exam Is on record In my otiice and can he made avallable {0 the Schoal at tha request of the patents. it condilions
arise affer Lhe aihtsle has been cleared for participation, a physiclan may rescind the claarante anlif the prohlem is resolved and the polential consequances are completely explalned
1o the aihlete (and parenis/guardians).

Name of physician, advanced practice nurse (APN), physlcian assistani (PA) (pen#/typed e Daeofexam _______

Address o ——— e o P —

Signature of physician, APN, PA _ - = - ; S

©2010 American Awfemy of Family Physicians, Ameri Godana of SpMs Med;clno American Modical Soclery for Spons Medicin, 6, Amarican Ort mmopaadlc
Soclety for Sports Medicine, and American Osteopathic Acadermy of Sbods Medicine. Permission is grantad fo repvint for ial, 8d purp with dgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name i : ] — _ SexOM OF Age _ Date ol bith __
O Cleared for all sporis without restriction
O Cleared for all sports without restrictfon with recommendations for further evaluation or treatment for I =
0 Not cleared
O Pending further evaluation
O For any sports
O For certain sporls 3 o _ _ . h el
Reason = _ = e
Recommendations ____ e § S I
EMERGENCY INFORMATION
Alergies e o - 5
Other information e _ = — ===
HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on - .
(Date)
Approved _ Not Approved
Bignalure; _—

1 have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindicatlons 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 avallable to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance untl( the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) __ Date

Address _ - Phone

Signature of physiclan, APN,PA : — i

Completed Cardiac Assessment Professional Development Module
Date Sgnetura__ = — - 2 — -

©2010 American Acadery of Family Physicians, American Acaderny of Petalrics, American Colege of Sports Madicine, American Medical Sociely for Sports Medicing, Amarican Orthopedic
Socisly for Sports Medicins, and American Osteopathic Academy of Sports Medicine. Permission is granied to repnint for noncommercial, educations! purposes with aoknowledgment.
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