
Prepartlclpatlon Physlcal Evaluatlon • History Form 
Nott: Complttt aad sip tllals form (whit )'NI' partnts if yHagu tlaan 18) btfort y•r 

Name: _____________________ Da1cofBirth: ___________ Sex: 

DatcofExamination: __________ Spon(s): _______________________ _ 

List past and current medical conditions: 

Have you ever had surgery? If yes, list all past surgical procedures: 

Medicines and supplements: Lisi all current prescriptions, over-the-counter medicines. and supplements (herbal and nutritional): 

Do you have any allergies? If yes. please list all your allcrgies(ic. medicines, pollens. food. stinging insects): 

C-ral~ M-al~ 
bpllin-vn--flS III tltittnd of1hi1 fonn. Cll'dt qucM10fll if you don'1 v .. Ne 
know,,thr-.. -n. 16. Do you cough. ,,_'httu. or have difficuhy brcalhing during or 

I. Do you hnc any c-OOCffnS that you would like to discuss with 11ftt'tt''llt'l'f'iY" 

your providn? 17. Att you missing a kidney. an eye. a 1es1tdc (males). your spleen. 

2. Has a provider n·n denied or restricted )'OW' panicipaion in or any other organ? 

spons for any rcasort? 18. Do )'OU haxc groin Of tcsti<'k pain or• painful bul~ °" hcmia in lhc 
3. Do you hl\'c any ongoing medical issues or ttt"cat illMss'~ 

groin arc-a? 

Hnr1H .... 0---,A .... Vn Ne 
19. Do you ha"t any nxurring skin mhcs or mhes thal come and 

go. including herpes or mcthicillin.rnistant Staphylococcus 
4. lla\-c you C\'cr passed out or nearly passed out DURING or aurcus (MRSA)".' 

AFTER exercise? .20. Ha\'c you C\'C!' had a concussion or head injury that caused 
5. Hl\-c you C\'cr had discomfon. pain. tightness. or prcssutt: in confusion. a prolonged headache. or memory problems? 

your chest during cxcrci.SC''.' .21. Ha\'t you cvcr had nwnbocu. tingling. or wcakncs.s in your arms 
6. Dots your heart C\'C!' ra«. flutccr in your chcsl or skip beats or leg. or been unable to mm-c your anns or kgs after bring hit 

(irregular beats) during exercise? or falling? 

7. Has a doctor t\'cr told you that you ha\'t any bean problems? 22. H.a\'c you C\'Cf bc:comc ill v.tlile exercising in the heat? 

8. Has a doctor t\"tr ordered a lest for your heart? (for a.ample 23. Do you or someone tn your family ha\'c sickle cell trait« disease? 
Elec1roconliogr>phy (ECG)<>< cchocantiogn,phy. 24. Have you C\'Cf had or do you ban any problems with your eyes 

9. Do you gc:1 lightheaded or fed shoncr of breath than your friends or vision? 
duringcxadsc? 25. Do you worry about your wright? 

10. Ha\'t you t\'cr had a seizure'.' 26. Art you trying 10 or has anyone recommended tha1 you gain or 

HHII~ QantiNI A ... I VNr v .. Ne 
loscwcight? 

11. Hasanyf.amily mcmbcrorrela1ivcdicd ofhcan problems or had 27. Art you oo a !ol)CCial Diet or do you a\'Oid certain types of foods? 
an uncxpccted or UDCXplaincd sudden dealh bcf0tt age: 35 28. Have you n·cr had an ea1tng disorder'! 
(indwling dro"M'ning or unapJainl!d car ac.ddhtt)'.' 

F....inOaly 
12. Docs anyone in your family ha\'C a genetic heart problem such as 

hypcrtrophic cardiomyopathy. Marfan syndrome. anbythmogtn· 29. H.a,·c you t\'cr had a mcnstrua.l period'! 
ic right ,-entrirularcardiomyopathy (ARVC). long QT syndrome 

30. How old were you when you had )'OW' first menstrual period'.' (LQTS~ shoot QT syndrome (SQTS). Brug><b •)"drom<. <>< 
catccholamintrgic pol)morphic \'Cfltricular tachynrdia (CPVT)? 31. When was your mo~ recent menstrual period'! 

13. Docs anyone in your family had a pacemaker or implanted 
Ddibrilla1or bcf0tt age: 35'.' 32. How many periods ha\'C you had in the past 12 monlhs? 

- ......... Q,,n,IMs v .. Ne Explain a -yes- ans-A'Cf here: 

14. Ha,-c you C'\'cr had a strns fracture or an injury to a bone. 
muscle. ligament. joint or lcndon lhat caused you lo miss a game 
Of pqctict? 

I 5. Do you ha\'t a bone. muscle. ligament or joint injury that bothtn 
you? 

I hereby state tllat, to the best of my knowledge. my answers to the questions on tbls form are complete torrec:t. 

Signature of athlete:-------------------------------
Signature of parent or guardian: ____________________________ _ 
Date _________ _ 

v .. Ne 

Va Ne 



Preparticipation Physical Evaluation • Physical Form 
Last Name First Name Middle Initial Dale ofBinh 

EumlaaUon 
Height: Weight: 

BP: I ( I ) Pulse: Vision: R 20/ L 20/ Corrected Yes No 

Medical Normal Abnormal Fiadlags 

Apptaraatt: 
Marfan stipnall (kyphosroliosis, hi&h-archcd palate. pcctus cxcavatum. arachnodactyly, hypcrlui1y. 
myopia. mi1ral valve prolapK (MVP). and aor1ic insuffteicncy 

Eyt1 / Ean / Nose/ Tbroat 
• Pupils ~ual I llcaring 

Lympb Nodn 

Heart 
- Murmurs (111Kuha1ion 11andlng. awculta1ion supine. and+/- Valsalva mannwu 

Lugs 

Sida 
- Herpes simplex ,•irus (HSV). lesions su~tivc of mc1hicillin-rcsistant Staphyk>coccus aum1s 

(MRSA). or tine-a corporis 

Nnrol"tll< 

Musculosktlelal: 
-N•ck 

• Back 
• Shoulckn/Arm 

• Elbow/forcann 

• Wrist/tland/Fingm 

• llip1Thipu1 

.Kn<ff 

• Leg/Anlcl« 

- Fooc/'Tocs 

• F'1RC1ional: Double-kg squat test. single kg squat ttse. and box drop or Sk'p drop IHI 

Comedn-: clcc1rocardtolfaphy (ECO), «hocardiasraphy. and «-fcrral k> ca-dtoklgls.1 kw abnormal cilrWK histOf)' orc.umina11on fmdanp or I combiMlion o(lh<»c. 

Plliyskal Eval•atioa 
_ Medically eligible for all sports without rcslriction. 
_ Medically eligible for all sports without restriction with n:commcnd.llions for further evaluation or 1rcatmcn1 of: ________ _ 

_ Medically eligible for certain spons: ______________________________ _ 
_ Not mNlically eligible pending funhcr evaluation. 
_ Not mNIK:ally eligible for any spons, 
Recommendations: ____________________________________ _ 

I have examined lhe student named on this fonn and completed the prepanicipalion physical evalualion. The athlele does 
not have apparent clinical contraindications 10 practice and can panicipate in the spon(s) as outlined on this form. If 
conditions arise after lhe athlete had been cleared for panicipation, the physician may rescind 1hc medical eligibility until 
lhc problem is resolved and the potcnlial consequences arc comple1ely explained to the athlete and parenlS or guardians. 

Name of health care professional (print or type): __________________ Dale: ______ _ 

Address: ______________________________ Phone: _______ _ 

Signature of health care professional: ________________________ MD. DO. NP. or PA 
01019 ,._,..,._ Ar~ uf 1._il)• "'•'-"" ... "'· ,._nr.-_.~,. c,/ rrJilHrirr.. ,.__.._ C~ ofSpwu Ur,IKM,, ,.......,._ 1,1,J,,./ s.,.'"°"', furs,-., ).l,J,r,_, ,._.,.,_ ~, S...-Wn· 
,_ J;-n MM,-.-,/ A-.,k-(blr<'f'l'tlur ,.,........,. ..., s,-u Un/,ri"r. r""''"""' u rw,-.J lo rrprtll/ Jor--wl. ,...,,,_, '""' «t-kJir-



Parent's Permission& Acknowledgement of Risk for 
Son or Daughter to Participate in Athletics 

Name (please print) 

As a parent or legal guardian of the above named student-athlete. I give per-
mission for his/her participation in athletic events and the physical evaluation 
for that participation. I understand that this is simply a screening evaluation 
and not a substitute for regular health care. I also grant permission for treat-
ment deemed necessary for a condition arising during participation of these 
events, induding medical or surgical treatment that is recommended by a 
medical doctor. I grant permission to nurses, trainers and coaches as well as 
physicians or those under their direction who are part of athletic injury pre-
vention and treatment, to have access to necessary medical information. I 
know that the risk of injury to my child/ward comes with participation in sports 
and during travel to and from play and practice. I have had the opportunity to 
understand the risk of injury during participation in sports through meetings, 
written information or by some other means. My signature indicates that to 
the best of my knowledge, my answers to the above questions are complete 
and correct. I understand that the data acquired during these evaluations 
may be used for research purposes. 

Signature of Athlete Date: 

Signature of Parent/Guardian Date: 



BON SECOURS ST. FRANCIS HEALTH SYSTEM, INC. 
CERTlflED ATHLETIC TRAINING SERVICES 

CONSENT AND AUTHORIZATION 

I,--,:-::--,--=---:--~ parent/legal guardian of ___ ~,-------,->_ a student at _____ _ 
(the "Schoolj, authorize Bon Secours St. Francis Health System, Inc., SFHS staff to provide my child 
any healthcare services offen:d by SFHS Certified Athletic Training Services and to make appropriate 
n:fernls for my child to receive any additional health services that my child's condition may indicate. To 
protect and improve the health of student athletes, SFHS will provide an athletic trainer to provide on-site 
treatment and consultation to students at the School. These services will be overseen by a physician 
serving as Medical Din:ctor for Certified Athletic Training Services. 

In addition, in the event my child needs urgent or emergency treatment off-site, I authorize staff at SFHS 
Certified Athletic Training Services to arrange for such care, including appropriate transportation. I 
understand that SFHS Certified Athletic Training Services staff will contact me as soon as possible in the 
event my child has an urgent or emergency condition. 

I agn:e to complete all health history, family history, and other informational requests necessary for my 
child's participation in the Certified Athletic Training Services program. I understand that I may contact 
the trainer assigned to the School or the Medical Din:ctor for Certified Athletic Training Services to 
discuss my child's care or to discuss any questions I may have about the program. I consent to the n:lease 
by SFHS staff of information about my child's medical condition obtained through Certified Athletic 
Training Services to coaches and other employees or agents of the School. 

I understand tha! I will not be charged for services n:ndered on-site by the trainer assigned to the School, 
but that I or my insurance carrier will be charged for services rendered by other healthcare providers. 
I consent for information in my child's medical record to be n:leased for the purpose of filing health 
insurance claims with third-party payers. I hereby authorize SFHS to submit claims for services rendered 
to my child and assign to SFHS my rights to any n:imbursement for such services. 

In consideration for the services provided to my child by SFHS Certified Athletic Training Services, 
I hen:by n:lease Bon Secours St. Francis Health System, its trustees, officers, employees, and agents from 
and against any claim, liability, cause of action or other expense arising out of the services provided by 
SFHS Certified Athletic Training Services. 

I have read and understand the above information and consent to my child's participation in SFHS 
Certified Athletic Training Services. 

Name or,-- (or minor prMient). Of 
l.epl o-dian (plcmc prinl) 

Si.,..a.rc orPlmll.(or....,.. p111icftO. 0r 
l.cplo-dian 

131 C-Dr. S.ile 3108-(164) 67l-C000--www.bonlcooun.CJ<1 

Namcof-(pkaKprinl) 

----.. Sbodml (plcmc prinl) 

T...,.._ l'l .. bcn 

Doy ______ _ N;,t,1 _____ _ 

Doy _______ Nigtll ------



Bon Secours SL Francis Health System, Inc. 
SL Francis Sports Medicine 

Name __________________ D08 _______ _ 

SSN ________ Phone# ________ Ccll # _______ _ 

Gradc ____ Spon(s) ____________________ _ 

Address __________________________ _ 

MOlhc,-_______________ Work# _________ _ 

Home# ____________ E-mail ____________ _ 

Fathcr _______________ Work# _________ _ 

Home# ___________ _ E-mail ____________ _ 

Insurance Carrier 

Emergency Contact ____________________ _ 

Phone #'s __________________________ _ 

I Yes/ No! Docs your child have any of the following? (check appropriate box and list details) 

0 0 Medical Alert Allergies __________________ _ 
0 0 Allergic to any mcdication(s) _________________ _ 
0 0 Asthma _____ Do you have an Inhaler? __________ _ 
0 0 Heart Condition _____________________ _ 
0 0 Vision loss ______________________ _ 
0 0 Epilepsy ___________________ _ 
0 0 Diabetes ____________________ _ 
0 0 Kidney condition ____________________ _ 0 0 Hearing loss ____________________ _ 
0 0 Severe headaches __________________ _ 
0 Other ________________________ _ 

Additional medical lnrormatlon: 
Previous injuries/surgeries (month/year)? _________________ _ 

Date of last tetanus booster: ___________ _ 
ls your child on any medication that is taken on a regular basis? (List) _______ _ 

Docs your family have a primary care physician? (Name/ phone#) 

Docs your family have an orthopedic MD? ------------=~-=-
My child may take any ovcr-thc-<:ounter medication such as Tylenol®/Advil® 0 yes Ono 
Specific ____________________________ _ 

Parent/Guardian Signature _____________ Date ______ _ 



EXHIBIJC 
AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

This authorization is designed to satisfy the Federal Standards for Privacy of Individually 
Identifiable Health Information under the Health Insurance Portability and Accountability Act of 
1996 ("HIPAA"). 

Patlenfa N-: ________ (the "Patient") 

Health Care Entity: St. Francis Hospital, Inc. and Bon Secours Medical Group Greenville 
Specialty Care, LLC (collectively, "Bon Secoura"). 

Person, Agency, or Health Care Entity to Whom Dlacloaure la to be Made: WREN HIGH 
SCHOOL ("School"). 

Information or Health Records to be DlaclONd: Any information relating to the Patient's 
medical condition and status in connection with any Services provided by Bon Secours' 
employed or otherwise retained Certified Athletic Trainers (the "Trainer") or other provider to 
Patient in connection with Patient's participation in a school athletic program asociated with a 
primary or secondary school operated by the School. 

Purpose of Dlacloaure or at the Request of the lndlvldual: At the Patient's request, Bon 
Secours will provide the School and/or its designees with information related to Trainer's or 
other Bon Secours providers treatment of the Patient in connection with the Services provided 
by Bon Secours personnel. Patient acknowledges, agrees to and authorizes the disclosure of 
the protected health information about Patient in connection with Patient's participation in a 
School's athletic programs. 

As the person signing this authorization, I understand that I am giving my permission to the 
above-named health care entities for disclosure of confidential health records. I understand that 
the health care entity may not condition treatment on my willingness to sign this authorization. 

I acknowledge and understand that I may revoke this authorization at any lime by providing 
written notice to _________ . But I also understand that this authorization may 
not be revoked to the extent it has been relied upon by Bon Secours in disclosing or the health 
care entity in redisclosing any information prior to such revocation. This authorization shall 
continua to be valid and in affect for two (2) yea,s unless ii is revoked in writing in accordance 
with the procedures described in this paragraph. 

A copy of this authorization and a notation concerning the persons or agencies to whom 
disclosure was made shall be included with my original health records. I understand that health 
information disclosed under this authorization might be re-disclosed by a recipient and may, as 
a result of such disclosure, no longer be protected to the same extent as such health 
information was protected by law while solely in the possession of Bon Secours. 

A copy of this authorization shall have the same force and effect as the original. A copy of this 
authorization will be given to me after it is signed. 

Signatures on next page. 

#1564190•4 



[SIGNATURE OF PATIENT OR REPRESENTATIVE) Date 

Name of Patient 

Date of Birth (mm/dd/yr) of Patient 

If signed by a personal representative of the individual, describe the representative's authority to 
act for the individual: ______________________ _ 

#l564890v4 
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