Physical Packets can be found in the Athletic Office or Main Office. All
pages requiring a Parent/Guardian signature must be completed,
signed and presented to Athletic Office by May 28th.

The first 80 students to turn in completed Physical Packets will be
able to get Physicals on June1® or June 8th

Questions? Please stop in or call the office at 856-767-1850 x 8160



NEW JERSEY STATE INTERSCHOLASTIC ATHLETIC ASSOCIATION
1161 Route 130 North, Robbinsville, NJ 08691-1104

Phone 609-259-2776 ~ Fax 609-259-3047

COVID-19 Questionnaire

Name of Student:

Parent/Guardian Cell:

COVID-19 Questions:

Has yoﬁr son/daughter been diagnosed with Coronavirus (COVID-19)7
s If diagnosed with Coronavirus (COVID-19), was your son/daughter
symptomatic?

.e If diagnosed with Coronavirus (COVID-19), was your son/daughter
hospitalized?

Has any member of the student-athlete’s household been diagnosed with
Coronaviras {COVID-19)?

Signature of Parent/Guardian:

Date:

Sport:

Please Circle One

YES NO
YES NO
YES NO
YES NO

To participate in workouts during the summer recess petiod, the parent/guardian must complete this form. This
form only needs to be completed one time. This is a recommended template for the COVID-19 Questionnaire.
Districts can determine the best means (electronic or paper) and platform (Survey Monkey, Microsoft Teams,

Google Docs etc.) to administer the questionnaire.




New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intrarmural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not fo participate in a sport? YesB No
If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yesg No
If yes, explain in detail:

If yes, describe in detail.

4, Fainted or “blacked out?” Yes DNOE
Tf yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” Yes ij NoEj
If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? YesDNe
7. Been hospitalized or had to go to the emergency room? Yes No
If yes, explain in detail

8. Since the last physical e)”camixmi'oﬁ,'has there been a sudden death in the family or has any member of the famjij(. under age '
50 had a heart atfack or “heart trouble?” Yss No

9, Started or stopped taking any over-the-counter or prescribed medications? Yes No
10. Been diagnosed with Coronavirus (COVID-19)? Yes DNG
If diagnosed with Coronavirus {COVID-19), was your son/daughter symptomatic? Yes NoD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? Yes No
11. Has any member of the stdent-athlete’s household been diagnosed with Coronavirus (COVID-19)? Yes No[:]

Date; Signature of parent/guardian:

I Manca Bakave Mammnlatad Toaves fa tha Cahaal Wascals O FFRan I




ATTENTIBN PABENTIGUABD(AN. The p:‘epart!ciapt&an physical, examlna!lon {page
thé Student-Athlste Cardiac Assessment Professional Developiment Module,

PREPARTICIPATION PHYSICAL EVALUAT[ON
HISTORY FORM

(Nate: This form Is to be filled aut by the paticnt and parent prier to sesing the physician. The physician should keepa copy of this form In the ¢hart.)
[ata of Exam

Name . Date of birth
Sex Age Grade Schaol . Sporifs)

3} rrust be com

Medicines and Allergies: Please list all of tha prascription and over-the-caunter mediclnes and supplements (herbal and nulritional} that you are currently taking

Do you have any alfergles? O Yes L1 No Ifyes, please identify specific aliergy below,
00 Medicines O Pollens 3 Food O Slinging Insects

Explain "Yes answers hefow, Circle giestons you don’t know the answers to,

GERERAL QUESTIONS 3+ -MEDIGAL QUESTIONS
1. Has a doclor ever denled or Testricted your pasti apa&%on it sports for 26. Do you cough, wheeze, or have difficudty breaihing during o
any reasan? affer exercise?
2. Da yau have any engoing medical condiions? if so, please kentily #7. Have yos ever used an inhaler or taken asthma medicine?
helow: I3 Asthma £ Anemia 3 Diahates [ infections 28, s there anyona In your fandly who has asthma?
Other: 29, Ware you harn witholit o ate you mifssing & kidney, an eye, a testicle
3. Have you ever spent the right in the hospitat? [males), your spleen, or any olher organ?
4. Have you aver liad strgeny? 40, Do you have graio pal or 2 palnful bulge or hemia in the groln area?
HEARTHEALTH QUESTIONS ABOUT YOU %1 :Na H | a1, Have you had Infecllous moronusiensis {mone) williai the last montis?
5. Have you ever passed out or nearly passed out DURING or 32, Do you have any rashes, pressure sores, of other skin problems?
AFTER exorcise? 23, Have youl had a hemes o MRSA skin Infection?
6. Have yOt Bvef had_dlscn;n(ur!, pain, {ightnass, or pressura in your 34, Have you ever had 4 head Injury of concussion?
chest during exercisa?

A5, Have you ever had a hit or blow 1o the head that caused confissian,

7. Does your heart ever race of skip heals firreguiar beats) during exercise? | prafonged haadache, ar memory problams?

8, Has a doctor ever told you that you have any earl prottems? If so,

, D ?
check 2l that apply: 36, Do you have a history of selzure df.*jordern‘
{3 High blood pressure [ Ahamt murmg 47. Do you have headaches with exercise?
3 High sholesters! 1 Aheart Infaction 30, Hava you ever had numbness, fingling, or weakness i your ame or
O Kawasaki Giseass Diher: legs affer heing hit of falling?
0. Has a dactor ever ardered 2 test far yoer Reart? (For example, EGG/EKE, 39. Have you ever been unable to move your amms or legs after being il
echocardidgram} o faliing?
10, Do you get lightheated or feel mose short of breath than expscted 40. Have you sver bacams il whils exercising in e heat?
during evercise? 41, Do you gal fraquent muscle cramps when exercising?
11. Have you ayer had an unexplelned selzure? 42. Do yau er semeone I your family have sickle cefl iralf or disease?
12, Do yoir gat more tired or short of breath more quickly than your friands 43, Have you had any problems wilh your aves or vision?
during exercise?

44, Have you had any eye injuries?
48, Do you wear glasses or contact lenses?

HEART.HEALTH DUESTIGNS. AROUT.YOUR FRIMLY
12, Yias any family member ar relative died of heart problems or had an

unexpecled or unekplained sudden death bafore age 50 {including 46. Do yau wear praleciva eyewear, such a5 gagaies of & face shleld?
drowning, unexplained car accident, or sudden infan! death syndrome)? 47, Da you worry abeut your weight?

14. DoBs anyone i your family have hypertrophl cardlomyopathy, Maran 48, Are you frying 4o or has anyens recommended thit yad gain or
syndramie, arrhythmogenis right ventsicutar cardiomyepathy, long QT lose welght?
syndrame, short 0T syndrame, Brugada syndroma, or catecholaminerglc 43, Ao You o a specia! diet or fio you avoid certaln types of foads?

palymarphle vantricular lachycardia?
15, Does anyone In your family kave 2 heart prablam, pacemaker, or

50, Hava yau ever had an eating disorder?

implanted defibrilator? §1. Do yoit have any concens lhalyou wqud Tke to di with a doctor?
16. Has anyone it your famdly had unexplsined fainting, unexplainad

seizures, or near drowning? 52, Have you ever had a menstma! pe;lud?
BONE AND.ABHT QUESTIGR B Mo 3| | 53. How old were you whan you had your first menstneal pasiod?
17. Have you aver had an injury 1o 2 bone, muscle, igament, or tendan : 54. How many periods have you had in the tast 12 months?

that catzsed you to miss 8 practica ar a game?
18. Have you ever had any hreken or fractured bones or dislocated jolnts?

18, Have you ever had an Injury that reguired x-rays, MR), €T scan,
Injactions, therapy, a brace, a cast, of crutches?

20. Have you over had a siress Irachure?

21. Have you avar been told that you have or have you had an x-ray for neek
Instabitity or atiantoaxial Instability? Down syndrome or dwvarfism}

22. Do you reguslarly use a brace, artholics, or ofier assiskve device?

21. Da you have A hone, muscle, or foint infury that bothers you?

24. Do any of your joinls become pafaful, swollen, fes! warm, or losk red?
25, Do you have any bistory of juvertie arthills of connective fissue disasae?

Explain “yes” answers here

i heveby state that, to the best of my Knowledge, my answers to the above questions are compiste and corract,

Sigasture of slhlate : Signature o pareptfpuardd {iats

@2070 Ainerican Academy of Family Physiclens, American Academy of Pediatrics, Amerivan College of Sports Mediaine, American Metical Sucisty for Spurts Msiicine, American Griopaedic
Soclely for Sports Medicing, and Amsrican Osieopathic Academy of Sporis Medicing, Permisslon Is granted fo reprint for noncormmercial, educational purposes wilh acknowledgment.
HEOHY
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