
ELFERS CHRISTIAN SCHOOL  NEW PORT RICHEY, FL

              ECS effective 08/01/2023
Date of Exam: __________ 
** Required Annually **



PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4) 
This medical history form should be retained by the healthcare provider and/or parent. 

This form is valid for 365 calendar days from the date signed below. 
Revised 4/23 

Student's Full Name: __________________ Date of Birth:_/_ / __ School: __________ _ 

,--:-:- ,--:- ,•,•, ,, '•,'-,c:- c 

BO.NE AND JO)NT Q�E.STIC)NS 
. .J xe.s. 

14 Have you ever had a stress fracture? 

15 
Did you ever Injure a bone, muscle, l!gament,Jolnt, or tendon 
that caused you to miss a practice or game? 

16 
Do yo u have a bone, muscle, l!gament, or joint Injury that 
currently bothers you?

MEOICA.L QUESTIONS ,• Yes 

Do you cough, wheeze, or have difficulty breathing during 
17 or after exercise or has a provider ever diagnos ed you with 

asthma?

18 
Are you missing a kidney, an eye, a testicle, your spleen, or any 
other organ? 

19 
Do you have groin or testicle pain or a painful bulge or hernia 
in the groin area? 

Do you have any recurring skin rashes or rashes that come and 
20 go, Including herpes or methlclll!n-reslstant staphylococcus 

aureus (MRSA)? 

21 
Have you had a concussion or head injury that caused 
confusion, a prolonged headache, or memory problems? 

Have you ever had numbness, had tingling, had weakness in 
22 your arms or legs, or been unable to move your arms or legs 

after being hit or falling? 

23 Have you ever become !II whlle exercising ln the heat? 

24 
Do you or does someone ln your family have sickle cell trait 
or disease? 

25 
Have you ever had ordo you have any problems with your 
eyes orvlslon? 

7 

I No 

I:. No

< ' ' ,', ,,,_ , 

ME£llCAL QlJES)'I\JJ'IS. /continue.di 

26 Do you worry about your weight? 

: .' '/,: · .. · · .. .· . i ' 

27 
Are you trying to or has anyone recomm ended that you gain 
or lose weight? 

28 
Are you on a special diet or do you avoid certain types of 
foods or food groups? 

29 Have you ever had an eating d isorder? 

Explain "Yes" answers here: 

This form is not considered valid unless all sections are complete. 

. V�ir: No 

Participation in high school sports is not without risk. The student-athlete and parent/guardian acknowledge truthful answers to the 
above questions allows for a trained clinician to assess the individual student-athlete against risk factors associated with sports-related 
injuries and death. Florida Statute 1006.20 requires a student candidate for an interscholastic athletic team to successfully complete a 
preparticipation physical evaluation as the first step of injury prevention. This pre participation physical evaluation shall be completed 
each year before participating in interscholastic athletic competition or engaging in any practice1 tryout1 workout, conditioning, or 
other physical activity, including activities that occur outside of the school year. 

We hereby state, to the best of our knowledge, that our answers to the above questions are complete and correct. In addition to 
the routine physical evaluation required by Florida Statute 1006.20, and FHSAA Bylaw 9.7, we understand and acknowledge that 
we are hereby advised that the student should undergo a cardiovascular assessment, which may include such diagnostic tests as 
electrocardiogram (ECG), echocardiogram (ECHO), and/or cardio stress test. The FHSAA Sports Medicine Advisory Committee strongly 
recommends a medical evaluation with your healthcare provider for risk factors of sudden cardiac arrest which may include the special 
tests listed above. 

Student-Athlete Name: ___________ (printed) Student-Athlete Signature: ___________ _ Date:_/_/._ 

Parent/Guardian Name: __________ {printed} Parent/Guardian Signature: ____________ Date:_/_/_ 

Parent/Guardian Name: __________ (printed} Parent/Guardian Signature: ____________ Date:_/_/_ 

Modified from© 2019 Amer/con Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medico/ Society for Sports Medicine, American 
· Orthopaedic Society for Sports Medicine, and Amer/con Osteopa thlc Academy of Sports Medicine. Permission ls granted to reprint for noncommercial, educoHonal purposes with acknowledgment. 
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ELFERS CHRISTIAN SCHOOL



PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)
SUBMIT THIS MEDICAL El/G/Bll/TY FORM TO THE SCHOOL 

This form is valid for 365 calendar days from the date signed below. 

MEDICAL ELIGIBILITY FORM 

Student Information (to be completed by student and parent) print legibly

Revised 4/23 

Student's Full Name: ___________________ Sex Assigned at Birth: __ Age: __ Date of Birth:_/_/_. 
School: ________________________ Grade in School: __ Sport(s): ____________ _ 
Home Address: _________ _____ City/State: _________ Home Phone:(. _ _  ) __________ _ 
Name of Parent/Guardian: _________________ E-mail: ______________________ _ 
Person to Contact in Case of Emergency: _ ___________ Relationshlp to Student: _________________ _ 
Emergency Contact Cell Phone: ( _ _  ) _______ Work Phone: ( __ ) _______ Other Phone: ( __ ) ______ _ 
Family Healthcare Provider: ____________ City/State: Office Phone:{ __ ) ______ _ 

D Medically e!lgib!e for all sports without restriction

D Medically eligible for al! sports without restriction with recommendations for further evaluation or treatment of: (use additional sheet, if necessary) 

D Medically eligible for only certain sports as listed below; 

D Not medically eligible for any sports 

Recommendations: (use additional sheet, if necessary) 

I hereby certify that l have examined the above-named student-athlete using the FHSAA EL2 Preparticipation Physical Evaluation and have provided 
the conclusion(s) listed above. A copy of the exam has been retained and can be accessed by the parent as requested. Any injury or other medical 
conditions that arise after the date of this medical clearance should be properly evaluated, diagnosed, and treated by an appropriate healthcare 
professional prior to participation in activities. 

Name of Healthcare Professional (print or type): _______________________ Date of Exam:_/_/ __ _ 

Address: Phone:( __ ) ______ _ 

Signature of Healthcare Professional: __________________ Credentials: _______ License#: _______ _ 

SHARED EMERGENCY INFORMATION - completed at the time of assessment by practitioner and parent 

□ 
Check this box if there is no relevant medical history to share related to
participation in competitive sports. 

Medications: (use addiHonal sheet, if necessary)

Provider Stamp (if required by school)

Relevant medical history to be reviewed by athletic trainer/team physician: (explain below, use addiHonal sheet, if necessary)

D Allergies D Asthma D Cardiac/Heart D Concussion D Diabetes D Heat Illness D Orthopedic D Surgical History D Sickle Cell Trait D Other 

Explain: _______________________________________________ _ 

Signature of Student: _ _______ ____ Date: __j_J_ Signature of Parent/Guardian: _____________ Date: _J _J_ 

We hereby state, to the best of our knowledge the information recorded on this form is complete and correct. We understand and acknowledge that we are hereby 
advised that the student should undergo a cardiovascular assessment, which may Include such diagnostic tests as electrocardiogram (ECG), echocardiogram (ECHO), 
and/or cardlo stress test. 

This form is not considered valid unless all sections are complete. 

Modified from © 2019 American Academy of Famlly Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American 
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission Is granted to reprint for noncommercial, educaHonal purposes with acknowledgment. 
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