Sport(s)

Fresno High School
Athletics Registration

Grade Level F /JV / V (Circle One)

Athlete Name ID#

This packet must be returned to The Athletic Trainer to receive a

clearance card BEFORE participating on any athletic team.
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To make the athletic registration process more streamlined and convenient for athletes, parents, admin,
and coaches, Fresno High will begin using FamilylD 6/1/2021. FamilyID is a website used by schools and
athletic programs to digitize student and athlete registration information.

Physicals will be the only part of the registration process still done on paper. Those need to be turned
into the athletic trainer. FUSD sees a physical as valid per ACADEMIC year, June 1 through May 31.
Physical forms can still be accessed on the Fresno High Athletics website, or in the athletic training room.

Registration Checklist:

[1 Sports Physical: Physician’s State License Number and Signature must be on the physical form

(pages 3-4) along with the student’s health history (pages 1-2).

[1 FamilyID Registration:

1.

o u bk wWwN

Go to FamilylD.com.

Create a family account OR log in to your account for returning athletes.

Click “Find a Program”.

Search Fresno High School.

On the FHS homepage, click on link for the upcoming year “Athletic Registration”.
Fill out all required fields on registration and click “submit”.

Once cleared, the clearance is good for the entire school year.
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SPORTS PHYSICAL LOCATIONS

Fresno Unified School District — Department

of Health Services
Location: Tioga Middle School
3232 E. Fairmont, Fresno, CA 93726
Hours Open: Mon, Wed, Thurs
*By Appointment Only*

Cost: With Insurance = Free
Licensed Practitioner: Cheryl Martinez, CPNP
For Appointments Call: (559)248-7157

Fresno Unified School District — Department

of Health Services
Location: Gaston Middle School
1100 E. Church Ave, Fresno, CA 93706
Hours Open: Mon, Wed, Fri
7:30AM — 4:00PM
Cost: With Insurance = Free
Without Insurance = $15.00
Licensed Practitioner: Kalia Banks, PA-C
For Appointments Call: (559)457-6970

Fresno Unified School District — Department

of Health Services
Location: Addams Elementary School
2117 W. McKinley Ave, Fresno, CA 93728
Hours Open: Tues & Thurs
7:30AM - 4:00PM
Cost: With Insurance = Free
Without Insurance = $15.00
Licensed Practitioner: Kalia Banks, PA-C
For Appointments Call: (559)457-6970

Fresno Sports Medicine Team Physician
Location: Family HealthCare Network
209 N. Wayte Ln, Fresno, CA 93701
Hours Open: Mon — Fri
8:00AM - 5:00PM
Cost: With Insurance = Free
Without Insurance = $10.00
Licensed Practitioner: Dr. Raj Dhah, DO
For Appointments Call: (559)608-6500

Fresno Sports Medicine Team Physician
Location: St. Agnes Care Ortho On Demand
1510 E. Herndon Ave, Suite 230
Fresno, CA 93701
Hours Open: Mon — Fri
8:00AM - 4:00PM
Cost: $25.00 (Cash Pay)

Licensed Practitioner: Dr. Oravec, MD
Questions Call: (559)450-2663
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AUTHORIZATION OF DISCLOSURE OF HEALTH INFORMATION

Completion of this document authorizes the disclosure and use of health information about you.

Name of Patient-Athlete:

(Please check the following)

USE AND DISCLOSURE OF HEALTH INFORMATION

I:I I hereby authorize and release my health information regarding my Athletic Injury or Medical
Condition to my Athletic Trainer Luke Sundstrom, ATC at Fresno High School.

EXPIRATION

I:l I hereby allow this authorization through June 30th 2024.

SIGNATURE

Name of Patient-Athlete:

ID Number:

Parent/Guardian Signature:

Date:




This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical
Eligibility Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation (per state and local guidance) on file should not need to complete
another History Form.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.
Date of birth:

Name:

Sport(s):
How do you identify your gender? (F, M, or other):

Date of examination:

Sex assigned at birth (F, M, or infersex):

Have you had COVID-192 (check one): Y ON

Have you been immunized for COVID-192 (check one): OY ON  Ifyes, have you had: 0 One shot O Two shots

O Three shots O Booster date(s)

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutrifional).

Do you have any dllergies? If yes, please list all your allergies (ie, medicines, pollens, food, sfinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

(A sum of =3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS

HEART HEALTH QUESTIONS ABOUT YOU

(CONTINUED)

9. Do you get light-headed or feel shorter of breath
than your friends during exercise?

(Explain “Yes” answers at the end of this form.
Circle questions if you don’t know the answer.)

1. Do you have any concerns that you would like to
discuss with your provider?

2. Has a provider ever denied or restricted your 10. Have you ever had a seizure?

ticipation i rts f 2
sl i ob s S il i HEART HEALTH QUESTIONS ABOUT YOUR FAMILY

3. Do you have any ongoing medical issues or
recent illness?

HEART HEALTH QUESTIONS ABOUT YOU Yes No

4. Have you ever passed out or nearly passed out
during or affer exercise?

11. Has any family member or relative died of heart
problems or had an unexpected or unexplained
sudden death before age 35 years (including
drowning or unexplained car crash)?

heart? For example, electrocardiography (ECG)
or echocardiography.

12. Does anyone in your family have a genetic heart

13.

5. Have you ever had discomfort, pain, tightness, ! :

or pressure in your chest during exercise? problem such as hypertrophic cardiomyopathy

- (HCM), Marfan syndrome, arrhythmogenic right

6. Does your heart ever race, flutter in your chest, ventricular cardiomyopathy (ARVC), long QT

or skip beats (irregular beats) during exercise? syndrome (LQTS), short QT syndrome (SQTS),
7. Has a doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-

heart problems2 morphic ventricular tachycardia (CPVT)2
8. Has a doctor ever requested a test for your

Has anyone in your family had a pacemaker or
an implanted defibrillator before age 352
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BONE AND JOINT QUESTIONS

14. Have you ever had a stress fracture or an injury
to a bone, muscle, ligament, joint, or tendon that
caused you to miss a practice or game?

No

15. Do you have a bone, muscle, ligament, or joint
injury that bothers you?

MEDICAL QUESTIONS

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

17. Are you missing a kidney, an eye, a testicle
(males), your spleen, or any other organ?

18. Do you have groin or festicle pain or a painful
bulge or hernia in the groin area?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus
(MRSA)2

MEDICAL QUESTIONS (CONTINUED)
25. Do you worry about your weight2

Yes No

26. Are you trying to or has anyone recommended
that you gain or lose weight2

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

28.
FEMALES ONLY
29.

Have you ever had an eating disorder?

Have you ever had a menstrual period?

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

31. When was your most recent menstrual period2

32. How many periods have you had in the past 12
months?

Explain “Yes” answers here.

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

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after being hit or
falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision2

| 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 parent or guardian:

Date:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educa-

tional purposes with acknowledgment.
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This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical Eligibility
Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation (per state and local guidance) on file should not need to complete
another examination.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.

Do you feel stressed out or under a lot of pressure?

Do you ever feel sad, hopeless, depressed, or anxious?

Do you feel safe at your home or residence?

Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?

During the past 30 days, did you use chewing tobacco, snuff, or dip?

Do you drink alcohol or use any other drugs?

Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplements to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

EXAMINATION
Height: Weight:
BP: / ( / ) Pulse: Vision: R 20/ L 20/ Corrected: OY ON

COVID-19 VACCINE
Previously received COVID-19 vaccine: 0OY ON

Administered COVID-19 vaccine at this visit Y ON [fyes: O First dose O Second dose O Third dose I Booster date(s)
MEDICAL NORMAL ABNORMAL FINDINGS

Appearance
¢ Marfan stigmata (kyphoscohosis, high-arched palote, pectus excavatum, arochnodcclyly, hyperlaxify,
myopia, mitral valve prolapse [MVP], and cortic insufficiency)

Eyes, ears, nose, and throat
o Pupils equal
® Hearing

Lymph nodes

Heart
® Murmurs (auscultation standing, auscultation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

e Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
tinea corporis

Neurological

0 A ORMA ABNORMA D
Neck
Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and toes

Functional
 Double-leg squat test, single-leg squat test, and box drop or step drop fest

@ Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or @ combi-
nation of those.

Name of health care professional (print or type): Date:

Address: Phone:

Signature of health care professionail: , MD, DO, NP, or PA
© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Medical Sociely for Sporis Medicine, American

Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permission is granted to reprint for noncommercial, educational purposes with
acknowledgment.
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The Medical Eligibility Fomm is the only form that should be submitted to a school or sports organization.

m PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth:

O Medically eligible forall sports without restriction

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

O Medially eligible for cerrain sports

O Not medically eligible pending further evaluation
O Not medically eligible for any sports

Recommendations:

| have 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 p hysical
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).

Name of health care professional (print or type): Date:
Address: Phone:
Signatre of health care professional: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

© 2019 American Academy of Family 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, educa-
tional purposes with acknowledgment.
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Este formulario debe colocarse en el expediente médico del atleta y no debe compartirse con escuelas u organizaciones deportivas. El
formulario de elegibilidad médica es el Gnico formulario que debe enviarse a una escuela u organizacién deportiva.

Aviso legal: Los atletas que tengan una evaluacién fisica de preparticipacion vigente en el archivo (segon los lineamientos generales estatales
y locales) no necesitan completar ofro formulario de antecedentes.

B EVALUACION FiSICA PREVIA A LA PARTICIPACION (orientacién provisional)
FORMULARIO DE HISTORIAL CLINICO

Nota: Complete y firme este formulario (con la supervisién de sus padres si es menor de 18 afios) antes de acudir a su cita.

Nombre: Fecha de nacimiento:
Fecha del examen médico: Deportel(s):
Sexo que se le asigné al nacer (F, M o intersexual): 5Con cudl género se identifica2 (F, M u otro):

3Ha tenido COVID-192 (elija una opcién) O'Si 0 No
3Ha recibido la vacuna contra el COVID-192 (elija una opcién): 0 Si 01 No Si la respuesta es si, usted recibié: [ Una dosis £ Dos dosis
Mencione los padecimientos médicos pasados y actuales que haya tenido.

3Alguna vez se le practicé una cirugia? Si la respuesta es afirmativa, haga una lista de todas sus cirugias
previas.

Medicamentos y suplementos: Enumere todos los medicamentos recetados, medicamentos de venta libre y suplementos (herbolarios

y nutricionales) que consume.

2Sufre de algtn tipo de alergia? Si la respuesta es afirmativa, haga una lista de todas sus alergias (por ejemplo, a algin medica-
mento, al po|en, a los alimentos, a las pichurqs de insectos).

Cuestionario sobre la salud del paciente versién 4 (PHQ-4)
Durante las dltimas dos semanas, scon qué frecuencia experimenté alguno de los siguientes problemas de salud? (Encierre en un

circulo la respuestal) Mas de la Casi todos
Ningdn dia Varios dias mitad de los dias los dias
Se siente nervioso, ansioso o inquieto 0 1 2 3
No es capaz de detener o controlar la preocupacién 0 1 2 3
Siente poco interés o satisfaccién por hacer cosas 0 1 2 3
Se siente triste, deprimido o desesperado 0 1 2 3
(Una suma =3 se considera positiva en cualquiera de las subescalas,
[preguntas 1y 2 o preguntas 3 y 4] a fin de obtener un diagnéstico).
PREGUNTAS GENERALES PREGUNTAS SOBRE SU SALUD
(Dé una explicacién para las preguntas en las que CARDIOVASCULAR (CONTINUACION) Si  No

contesté “Si”, en la parte final de este formulario.
Encierre en un circulo las preguntas si no sabe la
respuesta).

5. sAlguna vez sintié molestias, dolor, compresién
o presién en el pecho mientras hacia ejercicio?

6. 3Alguna vez sintié que su corazén se aceleraba,
palpitaba en su pecho o latia intermitente-
mente (con latidos irregulares) mientras hacia

2. 3Alguna vez un proveedor de servicios médicos ejercicio?

1. sTiene alguna preocupacion que le gustaria
discutir con su proveedor de servicios médicos?

le prohibié o restringié practicar deportes por 7

N . sAlguna vez un médico le dijo que tiene prob-
algdn motivo? N o9 P

lemas cardiacos?

3. gPadece algin problema médico o enfermedad 8. 2Alguna vez un médico le pidié que se hiciera

un examen del corazén? Por ejemplo, electro-
PREGUNTAS SOBRE SU SALUD cardiografia (ECG) o ecocardiografia.

reciente?

CARDIOVASCULAR

9. Cuando hace ejercicio, 3se siente mareado o
4. 3Alguna vez se desmayd o estuvo a punto de siente que le falta el aire més que a sus amigos?

desmayarse mientras hacia, o después de hacer,

N ) o
ejercicio? 10. 3Alguna vez tuvo convulsiones?




PREGUNTAS SOBRE LA SALUD
CARDIOVASCULAR DE SU FAMILIA

11.

sAlguno de los miembros de su familia o pari-
ente murié debido a problemas cardiacos o tuvo
una muerte sbita e inesperada o inexplicable
antes de los 35 afios de edad (incluyendo
muerte por ahogamiento o un accidente auto-
movilistico inexplicables)?

Si

No

PREGUNTAS SOBRE CONDICIONES MEDICAS
(CONTINUACION) Si  No

20.

sAlguna vez sufrié un traumatismo craneoence-
félico o una lesién en la cabeza que le causé
confusién, un dolor de cabeza prolongado o
problemas de memoria2

12.

sAlguno de los miembros de su familia padece
un problema cardiaco genético como la mio-
cardiopatia hipertréfica (HCM), el sindrome de
Marfan, la miocardiopatia arritmogénica del
ventriculo derecho (ARVC), el sindrome del QT
largo (LQTS), el sindrome del QT corto (SQTS),
el sindrome de Brugada o la taquicardia ven-
tricular polimérfica catecolaminérgica (CPVT)2

21.

sAlguna vez sintié adormecimiento, hormigueo,
debilidad en los brazos o piernas, o fue incapaz
de mover los brazos o las piernas después de
sufrir un golpe o una caida?

22.

sAlguna vez se enfermé al realizar ejercicio
cuando hacia calor?

23.

sUsted o algdn miembro de su familia tiene el
rasgo drepanocitico o padece una enfermedad
drepanocitica?

13.

sAlguno de los miembros de su familia utilizé
un marcapasos o se le implanté un desfibrilador
antes de los 35 afios?

PREGUNTAS SOBRE LOS HUESOS Y LAS
ARTICULACIONES

14.

sAlguna vez sufrié una fractura por estrés o una
lesién en un hueso, misculo, ligamento, articu-
lacién o tendén que le hizo faltar a una préctica
o juego?

24.

sAlguna vez tuvo o tiene algin problema con
SUS 0jOs O su Visidng

25.

sle preocupa su peso?

26.

sEsté tratando de bajar o subir de peso, o
alguien le recomendé que baije o suba de peso?

27.

5Sigue alguna dieta especial o evita ciertos tipos
o grupos de alimentos?

15.

sSufre alguna lesién ésea, muscular, de los
ligamentos o de las articulaciones que le causa
molestia?

PREGUNTAS SOBRE CONDICIONES MEDICAS
16.

sTose, sibila o experimenta alguna dificultad
para respirar durante o después de hacer
ejercicio?

28.

UNICAMENTE MUJERES
29.

sAlguna vez sufrié un desorden alimenticio?

sHa tenido al menos un periodo menstrual?

30.

A los cudntos afios tuvo su primer periodo
menstrual?

31.

5Cudndo fue su periodo menstrual més reciente?

17.

sLe falta un rifén, un ojo, un testiculo (en el
caso de los hombres), el bazo o cualquier otro
4rgano?

32.

5Cudntos periodos menstruales ha tenido en los
dltimos 12 meses?

18.

2Sufre dolor en la ingle o en los testiculos, o
tiene alguna protuberancia o hernia dolorosa en
la zona inguinal?

Proporcione una explicacién aqui para las preguntas en
las que contesté “Si”.

19.

sPadece erupciones cutdneas recurrentes o que
aparecen y desaparecen, incluyendo el herpes o
Staphylococcus aureus resistente a la meticilina
(MRSA)2

Por la presente declaro que, segin mis conocimientos, mis respuestas a las preguntas de este formulario
estan completas y son correctas.

Firma del atleta:

Firma del padre o tutor:

Fecha:

© 2019 American Academy of Family 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. Se concede permiso para reimprimir este formulario para fines
educativos no comerciales, siempre que se otorgue reconocimiento a los autores.





