
APPENDIXH 
UNIVERSAL 

CHILD HEAL TH RECORD 

Endorsed by: American Academy of Pediatrics, New Jersey Chapter 
New Jersey Academy of Family Physicians 
New Jersey Deparlment of Health 

. 
.... >/ .····•··· ...•... ···•··•··. . \ .•· SECTll)NJ,; ·'FO IIECOlf,f PLETSDBY PARISNTISl •· .. \.. . • 

Child's Name (Last) (First) I Gender I Date of Birth 
D Male D Female I I 

Does Child Have Health Insurance? l If Yes, Name of Child's Health Insurance Carrier 

□Yes □No 

ParenVGuardlan Name Home Telephone Number Work Telephone/Cell Phone Number 

( ) - ( ) -
ParenVGuardian Name Home Telephone Number Work Telephone/Cell Phone Number 

( ) - ( } -
I give my consent for my child's Health Care Provider and Child Care Provider/School Nurse to discuss the informallon on this form. 

----~- r --~,~~,--~~~---- - -~-~~ ----

Signature/Date 
1 

This form may be released lo W IC. 

0Yes 0No 

SECTION II• TO BE COMPLETED BY HEALTH CARE PROVIDER 
Date of Physical Examination: I Results of physical examination normal? □Yes 0No 

Abnormalities Noted: Weight (must be taken 
wil.hin 30 days for WIG) 
Height (must be taken 
wil.hin 30 days for WIG) 
Head Circumference 
(if <2 Years) 

Blood Pressure 
(if~3 Years) 

IMMUNIZATIONS 
0 Immunization Record Attached 

0 Date Next Immunization Due: 

MEDICAL CONDITIONS 
Chronic Medical Conditions/Related Surgeries 0 NOile Comments . Us! medical conditions/ongoing surgical D Special Care Plan 

concerns: Attached 

Medicati □ns/T reatments D Nooe Comments . List medications/treatments: D Special Care Plan 
Attached 

Limitations to Physical Activity D Nooe Comments 

• List limitations/special considerations: D Special Care Plan 
Attached 

Special Equipment Needs D Nooe Comments 
D Special Care Plan . List items necessary for daily activities 

Attached 

Allergies/Sensitivities D None Comments 
D Special Care Plan . List allergies: 

Attached 

Special DietNitamin & Mineral Supplements D Nooe Comments 
0 Special Care Plan . List dietary specifications: 

Attached 

Behavioral Issues/Mental Health Diagnosis D Nooe Comments 
D Special Care Plan . List behavioral/mental health issues/concerns: 

Attached 
Emergency Plans D None Comments . List emergency plan that might be needed and D Special Care Plan 

the sign/symptoms to watch for: Attached 

PREVENTIVE HEAL TH SCREENINGS 
Type Screening Date Pertormed Record Value Type Screening Date Pertormed Note if Abnonnal 

Hgb/Hct Hearing 

Lead: D Capillary D Venous Vision 

TB (mm of lnduration) Dental 

other: Developmental 

Other: Scoliosis 

□ 
I have examined the above student and reviewed his/her health history. It is my opinion that he/she is medically cleared to 
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above. 

Name of Health Care Provider (Print) ~+c-::fth Cfird ;·1rc}'./!ddr s·~arTl;}. 

Signature/Date 

CH,14 OCT 17 Distribution: Original•Chlld Care Provider Copy•ParenVGuardian Copy-Health Care Provider 



This form should be maiotairn-:d by the healthcare provider completing the physical exam (medical home). It should not be shared with 
schools. The medical eligibility form is the only form that should be submitted to a school 1be physical enrn must be completed by a 
healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the Student-Athlete 
Cardiac Assessment Professional ~lopment module hosted by the New Jersey Department of Educarion. 

■ PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance) 

HISTORY FORM 
Note: Complete and sign this form (with your porents if younger than 18) before your appointment, 

Nome:________________________ Date of birtl-i: __________ _ 

Dote of exominotion: ___________ _ Sport{s): ________________ _ 

Sex assigned ot birtl-i (F, M, or intersex): ___ _ How do you identify your gender? (F, M, non-binory, or another gender}: ___ _ 

Have you hod COVID-19? lcheck one): □ Y □ N 

Have you been immunized for COVID-19? (check one): DY D N !f yes, have you had: D One shot D Two shots 
□ Three shots D Booster date{s) ________ _ 

List post ond current medical conditions. ______________________________ _ 

Have you ever had surgery? If yes, list oll post surgicol procedures. _____________________ _ 

Medicines ond supplements: List oll current prescriptions, over-the-counter medicines, ond supplements (herbal and nutritionol}. 

Do you have ony ollergies? If yes, please list oll your allergies (ie, medicines, poll011s, food, stinging insects!. 

Patient Health Ouestionnoire Version 4 (PHQ-4) 
Over the lost 2 weeks, how often have you been bothered by any of rhe Following problems? {Circle resfX>11se.} 

Feeling nervous, anxious, or on edge 

Not being oble to slop or control worrying 

Little interest or pleasure in doing things 

Feeling down, depressed, or hopeless 

Not atoll Several days Over holf the days Nearly every day 

0 l 2 3 

0 2 3 
0 2 3 
0 2 3 

(A sum of ~3 is considered positive on either subscofe [questions l ond 2, or questions 3 ond 4] for screening purposes.) 

1. Do yoo have any concerns that you would like la 

discuss with your provider? 

2. Hos a provider 1'1\/er denied or restridl'ICl your 
participation in sports for ony reason? 

3. Do you hove any ongoing medical issu~ or recent 11. Hos ony Family member or relative died of 

illness? heort problems or had on unexpected or 
unexplained sudden death before age 35 

Have you ll\l8f passed ovt or nearly po~ ovt 
years !including drowning or unexplained car 

4. crash)? 
during or ofter exercise? 

12. Does anyone in your family hO\le a genetic 
5. Have you 1'1\/er had discomfort, poin, tightness, 

heort problem S1Kh as hypertrophic cordio-
or p,-essure in your chest during exercise~ 

myopothy (HCM), Morfon syndrome, orrhyth-
6. Does your heort eve( roce, Rutter in your chest, mogenic right ventricular cordiomyopothy 

or skip beats jirregulor beats) during exercise~ (ARVCI, long QT syndrome (LOTS}, short QT 

7. Hos a doctor ever told you thot you have ony syndrome (SOTS), Brugado syndrome, or 

heort problems? catecholaminergic polymorphic ventricular 

8. Hos a doctor ever requested a ~t for your 
tachycardia ICPVT)? 

heo~ For example, electrocardiography (ECG) 13. Hos anyone in your family hod a pacemaker 
or echocordiogrophy. or on implanted defibrillator before age 35~ 



14. Hove you ever hod o 5lre5s fracture or on injury loo 
bone, muscle, ligament, joint, or tendon that cou~ 
you lo mi5s o practice or game? 

15. Do you hove o bone, muscle, ligament, or joint 
injury that bothers you? 

16. Do you cough, wheeze, or hove difficulty breathing 
during or after exercise? 

17. Are you missing a kidney, on eye, o testicle, your 
spleen, or any other organ? 

l 8. Do you hove groin or !&tide pain oc o painful bulge 
or hemio in the groin area? 

19. Do you hove any recurring 5kin rashes oc 
roJies that come and go, including herpes or 
methicillin·resistont Staphylococcus aureus (MRSA)? 

20. Hove you hod o concussion or head in[ury that 
caused confusion, o prolonged headache, oc 

memory problems? 

21. Hove you ever hod numbne~, had tingling, hod 
weakness in your onm oc legs, or been uoobfe to 
move your arms or legs oFtei- being hit or falling? 

22. Hove you ever becrnmi ill while exercising in the 
heo~ 

23. Do you or does someone in your family 
hove sickle cell trait or diseose? 

24. Hove you ever hod or do you hove any problems 
wilh your eyes or vision? 

25. Do you worry about your weight? 

26. Ara you trying to or has anyone recomrrnmded that 
you gain or lo5e weight? 

27. Are you on a special diet or do you ovoid cerloin 
types of foods or food groups? 

28. Hove yoo ever hod on eoting disorder2 

29. Have you 0Ve1' hod o menstrual period2 

30. How old were you when you hod your first menstrual 
period? 

31 . When was your most recent menstrual pericxl? 

32. How many periods hove you had in the past 12 
monlhs? 

Explain "Yes" answers here. 

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

Signature of athlete: ___________________________________________ _ 

Signature of porant or goordion: ----------------------------------------

Dote:-------------------------· 

© 2023 American Academy of Family Pliy,icians, Amaricon Acod..my of Padialrio, Aroorican CoJ/,,ge o( Sports Medicine, Am.,,-ican Medical Socimy /ix Sports Medicine, 
Aroorirnn Orlhqx-}ic Socimy for Sporn M..dicine, and Americon Osteopalf,ic Acodemy of Sporn ikdicine. Permi<>ion i, granted r□ reprint for noncommercial, educa· 
riona/ purposes ...,.;iii ocknowh,dgment. 



This form 11hould be maintained by the healthcare provider completlng the physical exam (medical home). It should not be 
shared with schools. The Medical Eligibility Form Is the only form that should be submitted to a school. 

■ PREPARTICIPATION PHYSICAL EVALUATION 

ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY 
Name:, ______________________________ Date of birth; _____________ _ 

I. T e of disah~it . 

2. Date of disability: 

3. Cla,;sifiratio n (if available): 

4. Cause of disability (birth, disea:ie, injury, or other): 

S. List the sports you are playing: 

6. Do you regularly u,;e a brace. an assistive device, or a pros~tic device for dally activit!e,1 

7. Do you use any special brace or assistive device for sportsl 

8. Do u have an rashes, ressure sores, or other skin roblems! 

9. Do you have a hearing loss/ Do you use a hearing ald! 

I 0. Do u have a vb:ual Im alnnent! 

11. Do you use any special devices for bowel or blaidder function? 

12. Do u have bumin or discomfort when urinatin ? 

I]. Have you had al!tOnomic dysref!exia! 

1-4. Have you ever been diagnosed a:i having a heat.related (hyperthermia} or cold.related {hypothermia) ~lness? 

IS. Do you have m wde spasticity? 

16. Do you have frequent seizures that cannot be controlled by medication! 

Expfaln "Yes" answers here. 

Pleaae Indicate whether you have ever had any of the followfng conditions: 

t~'iti ''Ft;;·-c• ··";;,';•\:I::,:/)":·>c: ·:.:,:. ·., .• , .... •• ,\Ji .:;:,: ,,S, , .. .,, '''"'••.·: "., .<·.· :..c 

Atlantoaxial in$tability 

Radiographic (x...-ay) evaluation for atlantoaxlal instability 

Dislocated joints (more man one) 

Easy bleeding 

Enlarged spleen 

Hepatitis 

Orteopenia or osteoporosis 

Difficulty controlfing bowel 

Diffkulty contromng bladder 

Numbness or tingling in arms or hands 

Numbness or tingling in legs or feet 

Weakness in arms or hands 

Weakness in !e:i:s or feet 

Rer;ent change in coordlru.tion 

Recent d1ange in ab~ity to walk 

Spina bifida 

Latex allergy 

Expfaln "Yes" answers here. 

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct 
Slgnatureoful,lete: _____________________________________________ _ 

Slgr,atureof parent or guardian: _________________________________________ _ 
Date: _________________________ _ 

e 2019 Am!ricsn ~mr d Frmlr f'/rriicians, hrNlficsn kadamy d Mitrlcs, ArNicsn Cdlf<!j <i ~s ll«lcina, Am!ricsn ""'-fclll Soo'llfy la Sjnls llollfcin&, Amencan 
Orll,ipasrJc Soci<ty la Sjnls Uedcine. am American O<!oopltlic Ac.dlmy <i Sp:,B Meddna. Permission is f1Mlad lo ,,¢rf f« ,m;omm&rcilt. motion Ill fUIJOSH •ith 
Erlnowled(p,8nl 



'Thia form should he maintained by the healthcare provider completing the ph)'liical exam (medical home). It should not he shared 
with scliools. The medical eligibility form is the only form tha1 should he submitted to a scliooL 'The physical exam must be 
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assi5tant who has completed the 
Student• Athlete Cardiac Assessment Professional Development module Hosted by the New J eney Department of Education. 

■ PREPARTlOPATION PHYSICAL EVAt.UAT1ON {Interim Guidance} 
PHYSICAL EXAMINATION FORM 
Name:----------------------------~ 

PHYSIOAH REMINDERS 
1. Consider additional questions on more-=sitive i5511es. 

• Do you feel sir~ out or unda. a lot of pre1.SUre? 
• Do you ever feel sad, hopele55, depre558d, or anxious? 
• Do you feel safe at your home or re5idence? 
• Hove you ever tried cigarefte5, e-cigorettes, chewing tobacco, snuff, or dip? 
• During !he past 30 days, did you use chewing tobacco, snuff, or dip? 
• Do you drink alcohol or use any other drugs? 
• Have you eve. taken anabolic steroid5 Of" u!.ed any other performance-enhancing supplement? 
• Hove you ever taken any supplemenh lo help you gain ar !me weight or improve your pertonnonc~ 
• Do you wear o seat belt, use a helmet, and use condoms~ 

2. Consider reviewing questioru on cardiovascular symptoms {QA--Ql 3 of Hislory Form). 

sil: [J Y U N If yes: □ Firs 

Appearanai 
• Morfon stigmma {kyphoscolimis, high-arched palate, pectus excovolum, arochnodoctyly, hype.--loxity, 

m ia, mitrol valve ola (MVP), and aortic insuffic• ) 

Eyes, ears, nose, and throat 
• Pupils equal 
• Hearing 

L h nodes 

Hearl" 
• Munnurs (au5CVltation standin , auscultation 5U ine, and ± Vol50lva maneuver) 

Lu s 

Al:x:lomen 
Skin 
• Hefl)fil simplex virus {HSY], lesiom suggestive of rnethicillin-resistant Slophy/oco,xus auroos (MRSAl, ar 

Bock 

shoulder and arm 

Elbow ond forearm 

Knee 
and ankle 

Foot and toes 

Functional 
• Dooble-1 vat test, si le·I ot test, oriel box d lest 

• Consider electrocardiography {ECGl, echocardiogrophy, referral loo corcliologist for abnormal cardiac history ar examination findings, ar a combi· 
nation of those. 

Nome of health core professional (print o, typel: ____ _________________ Dote: _______ _ 

Address:------------------------------- Phone: ___________ _ 
Signature of health care professional: ______________________________ , MD, DO, NP, ar PA 

© 2019 American Arod"'"r al Fomify Pliy,icions, Amsriron Acod,,my of PMliarncs, Am,,,-ican Cd~ of Sports Medicine, Ameriron Medical Sodsly for Sporn Medicine, Amer-ican 
Or1hopaedic Soci91y for Sport, Medicins, and An-icon O.teopolhk Arodemy of Sports Meaicioo. p.,,,,,;..;,,,, is g,ont,,d lo reprint for noncommarcial, ..ducalional pu,posm with 
a&nowl,,dg"""1I. 



Preparticipation Physical Evaluation Medical Eligibility Form 

The Medical Eligibility Form is the only form that should be submitted to 
school. It should be kept on file with the student's school health record. 

Student Athlete's Name~ ······-··············· ··------------~ .. Date of Birth 

o Medically eligible for all sports without restriction 

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of 

o Medically eligible for certain sports 

o Not medically eligible pending further evaluation 

o Not medically eligible for any sports 

Recommendations: 

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The 
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of 
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If 
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is 
resolved and the potential consequences are completely explained to the athlete (and parents or guardians), 

Signature of physician, APN, PA 

Address: _______________________ _ 

Name of healthcare professional (print) ___________ _ 

I certify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of 
Education. 

Signature of healthcare provider~--

Shared Health Information 

Medications: 

Other infonnation: ______ _ 

Emergency Contacts: . 

© 1019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporls Medicine, American ,\.fed/ca/ Society for Sporls Medicine, 
American Orthopaedic Society for Sporls Medicine, and Amen·ca,i Osteopathic Academy of Sports Medicine. Permission is granted ta reprint for noncommercial, educational 
purposes with acknowledgment. 

*This form has been modified to meet the statutes set forth by New Jersey. 


