Lemant-Bromberek Combined School District 113A
Ceriificate of Physical Fithess for
Participation in Athletics/Activities

Student's Name: | Date of Sirth:

Schootl: ' . Grade:

School Year: Sex: M F

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND YERIFIED BY HEALTH CARE PROVIDER

P ALLERGIES iFouc. druy mseet. uther| MEDICATION fiistall preseribed or taken an o reuiar basis.
Diagnosis of asthma! Yes No | indicate Seveniry Losy of function of one ol pared
Child wakes during the night coughing | Yes No . prgans? {eye/earikidneyiesticle) © Yes No
Birth defoets? Yo No Hospitalizations?
b ! When? What for? Yes No
Developmental delay? Yes Mo
Biood disorders”? Hemaophiliz, Ve N Surpgery? (List all) Ve N
Sickle Celt, Other? Explain. “ N When? ‘What far? = 2
Dinbetes? ) Yes No Serious injury or ilingss? . Yos No
| Head injury/Concussion/Passed out? | Yes No TR skin test positive (past/present? Yes*  No | “Ifyes. refer to tocal health
- N - FE Taens s deparirnent,
Sefzures? What are they {ike? Yes No aisease (past or present)! Yos*  No
FHeart probiem/Shortmess of breath? Yes  No Tobaceo use (type, froquency}? Yes  No
é Hoart murmur/High blood pressure? | Yes No | Adeonol/Drug use? Yos  Ne
Dizzmess or chest pain with Famnily history of sudden dezth
cxerpisg? Yese  No | bofore age 509 (Cause?) {Yes Mo
Eye/Vision problems? Glasses L7 Conwets T Lust exam by eye doctor | Dental [iBraces DBridge [IPlate Cther
Other concemns? {crosscd ey, drooping lids. squinting, difficutry reading) LCrther concems?
Ear/H cnring prubiems? Yes No l Informoupn may be shored with approfitwts personiel for nueith 506 cducauonsl PUIPOSETY,
I : Pareat/Guardian :
iBonsfJeint problem/injury/scoliosis? | Yes No f Sigmazire Duce

TO BE COMPLETED BY THE MD/DO/APN/PA:

Physical Examination Requirements HEIGHT WEIGHT BMI BIP
iSYST‘EM REV[EW%NOqu; ; Comments/Foliow-up/MNeeds } . [ Normal Commenes/Foll ow -up/Meeds
f Skin l Endozrine

Ears Gastrointestinal
Eves  MNormai YesDD  NolD  Objective screening Yesild NoD  Result Geniro-Unnary . LMP
Amblyopin YesDD NoD  Refercd to Opthatmotegist/Opromerrist YesD) Nofl Neurological

Nose i i Musculoskeietal
Throat i ESpinai examinalion
Mouth/Dentat Nutptionaf status
Cardivvascular/HTN .

7 Mental Health
Respiratory 7 i
NEEDS/MODIFICATIONS reguired in the schoo! setting DHETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES cp. safery glagses, glass eye, chest pretector for arrhytheniz, pacemaker, prosthedc device, denml bridge, faise tecth, athistic suppervoup

MENTAL HEALTH/OTHER  is thore anything eise the schoof should know ahout thus stude?
IF you would like 10 disouss this smdent's health with schoel or schos! health persennel, check thls [ Nurse [0 Teacher 3D Counsetor [ Pringipal

EMERGENCY ACTION neoded white at school due to child's health condition {c.g., seizures, psthme, insest sting, food, peanut allergy, bigsding problem, disbesss, hearr probiem)?
Yes[J No D) Ifyes, pieass doscribe,

On the basts of the examination on this dey, | approve this caild's participation it {If Mo ar Moedilied,picase attuch sxplanstion.)
¥ gp P |4 !

PHYSICAL EDUCATION Yes O No O Modified [ INTERSCHOLASTIC SPORTS {for one year) YesO NoO Limited O

Physician/Advanced Practice Nurse/Physician Assistman performing exumination

Print Name Sipnature Date

Addross Phone




