NAME: ASU ID: SPORT(S):

% 2014-2015 RETURNING ATHLETES
Health Services WHO HAVE HAD A CLUB PHYSICAL AT ASU

Sports Medicine This form is only for athletes who have had their club physical on-campus at ASU previously and

Appointments: are returning to ASU for their physical again. This is NOT for off-campus use. Please bring
480-965-3349 completed paperwork, with name and ID on every page, to your appointment.
Preferred name/Nickname Cell Phone

What club sport(s) did you participate in last year?

Approximate date of last physical

Year in School (circle one): Freshman Sophomore Junior Senior Other

Sex (circle one): Male Female Date of birth Current age yrs

Please list any pills, supplements, vitamins or medication (including inhalers and birth control pills):

What medicines are you allergic to? What happens when you take that medicine?

Medicine Reaction

Since your last ASU sports physical, have you:

Had chest pains, chest tightness, chest pressure or chest discomfort? YES | NO
Felt like your heart is racing or skipping beats? YES | NO
Been dizzy during or after exercise? YES | NO
Had any heat related iliness? YES | NO
Had a head injury? YES | NO
Been hospitalized? YES | NO
Had surgery? YES | NO

Please explain any YES answers:

Any changes or new medical issues in your family? Explain:

FEMALES:

How many periods have you had in the last 12 months?

Date of last pelvic/pap exam

SRCSportsMedicineePhoned480-965-8908¢Fax480-965-4179




NAME: ASU ID:

Please list all injuries since last physical:

Body Part Sprain / Strain / Right/ | Date of Treatment/Management
Fracture / Other Left/ Injury
Other
Shoulder
Hip
Knee
Ankle
Foot
Back/Neck
Other
Do you use tobacco? YES NO
If YES, what type? How much/often?
Did you formerly use tobacco? YES NO
If YES what type? Quit date:
Do you drink alcohol? YES NO
If yes, how many drinks? How often?
Did you formerly use alcohol? YES NO
If YES, quit date:
Do you use any illicit or street drugs? YES NO
Are you, or have you ever been, sexually active? YES NO
Preferred sexual partners Same Sex Opposite sex Bisexual
(please circle): (male with male, (male with female)
female with female)
Do you use condoms (please circle): | Always | Sometimes Never
Birth control method Oral Other:
(circle all that apply): | Abstinence | Withdrawal | Condoms | Contraceptive | IUD
Pills
Have you been treated for any medical issues or musculoskeletal injuries, not YES | NO
listed above, since your last ASU sports physical?
If YES, explain:

I hereby state, that, to the best of my knowledge, my answers to the above questions are
complete and correct.

Athlete name Signature Date

Parent, or legal guardian, (if athlete under 18):

Print Name Signature Date
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NAME: ASU ID:

%‘” ARIZONA STATE
UNIVERSITY

Club Student Athlete Information Release

Sport

I, {Athlete Name} , give my permission to the following Designated ASU

Offices to exchange confidential, personal, mental health and medical information concerning me, when necessary to
coordinate my medical and mental health care: Campus Health Services, Physiotherapy Physical Therapy, Athletic
Training Staff, Coaching Staff, Student Recreation Complex, Counseling and Consultation, Disability Resources and other
confidential counseling services provided by or on behalf of ASU. | also give permission for the Designated ASU Offices
to receive confidential information from and provide confidential information to any outside health professional directly
involved in my care.

| give my permission for the limited release of medical, mental health and related information, including appointment
dates and attendance records from designated ASU offices to the following individuals: Coaching Staff, Student
Recreation Complex Staff, Sport Club Officers, Athletic Training Staff, Physical Therapists, Team Physician(s). This
communication may be done by telephone, e-mail, or text messaging. This limited release allows the release of
confidential information only to the extent necessary to determine payment for medical and related services rendered
on my behalf, determine compliance with University rules regarding eligibility and medical treatment of the student
athlete and to confirm appointment attendance.

I may revoke this release in any time by notifying any one of the designated ASU offices or Team Physician in writing.

Revocation will not affect any release made prior to the revocation. This release will expire automatically on August 15%
following the end of the Academic Year.

Signature Date

If athlete is younger than 18 years of age, parent or legal guardian must sign:

Signature Date

Print Name
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NAME: ASU ID:

ASU s "PHYSICIAL EXAM

(To be filled out by examiner)

HT WT B/P / HR Vision R: 20/ L: 20/
Sex: Male Female Peak Flow B: 20/ Corrected: Yes No
MEDICAL EXAM NORMAL ABNORMAL FINDINGS
Appearance
EYES
EOMI
Pupils
HEENT
Neck
Lymph nodes
Heart
Murmurs
Standing/Supine/Valsalva
PMI
Pulses
Lungs
Abdomen
Genitourinary
(males)
Skin
Neuro
Focused
Musculoskeletal
Exam
Examiner Name Signature Date
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NAME: ASU ID:

RETURNING ASU CLUB SPORT
==492014-2015 CLEARANCE FORMk==

CLUB SPORT(S)

---ASU Physician to fill out below

Is cleared for sports participation without restrictions

Needs the following work-up before final clearance to participate:

Recommendations: Has signed/on file:
____ Sickle screen (if not done previously)* __Sickle waiver
____ImPACT testing (if not done previously)** __Concussion waiver
____Hepatitis B vaccine series __Information release
____Previous records
__ Xrays
____ Other:

Is NOT cleared for sports participation.

Physician Name Date

Physician Signature

Physician Address 451 E. University Drive
Tempe, AZ 85281

*One time sickle screening required for: cycling/triathlon, field hockey, lacrosse, pankration, rowing, rugby, and soccer

**One time IMPACT baselines are done at ASU Health Services, take about 30 minutes, and are required for: cheer, cylcling/triathlon
equestrian, ultimate frisbee, gymnastics, ice hockey, lacrosse, pankration, rugby, soccer, tae kwon do, water polo, and water ski

Please return completed clearance form to 2" floor SRC Information Desk
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