
Connecticut Interscholastic Athletic Conference
Sports Participation Health Record

This evaluation is only to determine readiness for sports pafticipation. lt should not be used as a substitute for regular
health maintenance examinations. THIS SIDE MUST BE COMPLETED BY PA,RENT & STUDENT BEFORE BEING
BROUGHT TO THE DOCTORS OFFICE.

Name: Age: Grade: Gender:

Address: Phone:

Sports Being Played (1)

MEDICAL IIISTORY-I0 be completed by student and parent or guardian
1. Do you have any allergies? (Drugs, Food, Insect Stings, etc.)

YES; lisl
2. Are you currently taking any drugs or medications including stercids orprotei! supplemerts? (Daily or occasionauy).

YES; list:

3. Are you prcsendy being teated for any condition by a physiciaa or other health care professional?

YES; explain:

4. Have you ever been advised by a doctor not to participate in any port?

YES; explain:

(3)(2)

c)

a)

(D

t

5. Do you have any cbronic conditions, disorders or diseases? Check those appljcable

Hwedension (High Blood Pressure) Handicap (Descnbe)

NO

Astbma
Hepatitis (liver disease) Diabetes
Moronucleosis-lR- Epilepsy (Seizues)
Bleeding Disoders Anemla

Plerse check where applicable ifyou have or have had any of theofollowing:

Other cbmnic ilrcss 0ist)

Yes

Head Injury, coDcussior, or been u!@nsclous

If yes, how many time
Headaches morc than once a week

Lack offeeling or mrmbness in any palt of the body

Heat exlaustioD or heat stroke

Difficulry runnilg l/2 mile without stopping

Ctest pain, dizziness or passrng out dudng exercise
Coughing, wheezing or gasping for breath

uath exercise or cold weathea

Smoke cigarcttes or chew tobacco

Heart problem, mulmur or anllthmja
Family membsr witl a beart attack uDderage 50

Loss or gain ofmore than 10 lbs. in last year

special diet frr medical rcasons

Eye injury or retinal detacbment

Blurred vision or vision in one eJe only
Wear glasses or coDtacl lenses

Hearing loss or impairment in one or both ea$
Tubes in ears or a perfomted eardrum
False teeth, caps or braces _ _
Nose bleeds for no reason

Bruising easily or taking a long time to stop
!.laAlin- u,L- ^,,r

Diarhea more than on". u *a"***-- 
"""" .''

Black or bloody bowel movernenE (nools.)

Kidney disease or da* or bloody urine

Less than fwo hdreys
Lump(s) in arm pit or groin

Rash or skin problern

Neck, E)ine or low back injury or pain

Please explain any Yes answers:

Have you ever been hospitalized for medical or surgical rcasons? YES
Ifyes, provide the following bformation:

REASON YEAR HOSPITAL

Have you ever sprained./strained, dislocated, fractured, broken or hf,d repeated swelling or other injuries ofany ofthe following boneq
ioints or muscles?

NO

EHead
EChest

nNeck
EBack

Eshoulder DElbow
trEip trThigh

EForearm
EKnee

Owrist El{and
Dshin/calf DAnlde trFoot

Please describe all iterns check above, including the year injury occured:

STUDENT AND PARENT OR GUARDIAN:
We hereby state tlat we have reviewed this medical history and found the infomation supplied above to be corect to the besr ofour knowlealse.
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Northwestern Regional School District 7
Connecticut Pr Evaluation

Date of Birth:

Pupils: Equal Unequal

Pulse:

N

BP/ {J.J)

Please record the most recexlt immunizations:
CLEARANCE
Ll ureareo

E Cleared after completing evaluation/rehabilitation for:

! Not cleared for:

Recommendations:

Name of Physician (?rint)

Address:

Signature of Physician:

Date of Exam:


