PIAA COMPREHENSIVE INITIAL /j’TT;T }MTE
PRE-PARTICIPATION PHYSICAL EVALUATION N, Sde

INITIAL EVALUATION: Prior to any student participating in Practices, inter-School Practices, Scrimmages, and/or Contests,
at any PIAA member school in any schoot year, the student is required to (1) complete a Comprehensiva Initial Pre-
Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s) complete the first six Sections of the
CIPPE Form. Upon completion of Sectiens 1 and 2 by the parent/guardian; Sections 3, 4, and 5 by the student and
parent/guardian; and Section 6 by an Authorized Medical Examiner (AME), those Sections must be turned in to the
Principal, or the Principal's designee, of the student's schooli for retention by the school. The CIPPE may not be authorized
aarlier than May 1*' and shall be effective, regardless of when performed during a school year, until the latter of the next
April 30" or the conclusion of the spring sports season.

SUBSEQUENT SPORT(S) iN THE SAME SCHOOL YEAR: Following completion of a CIPPE, the same student seeking to
participate in Practices, Inter-School Practices, Scrimmages, and/er Contests in subseguent sport(s) in the same school
year, must complete Section 7 of this form and must turn in that Section 10 the Principal, or Principal's designee, of his or
her school. The Principal, or the Principal’s designee, will then determine whether Section 8 need be completed.

SECTION 1: PERSONAL AND EMERGENCY INFORMATION]
X PERSONAL INFORMATION

Student’'s Name Male/Female (circle one)

Date of Student's Birth: / / Age of Student on Last Birthday: Grade for Current School Year:

Current Physical Address

Current Home Phone # ( ) ParentGuardian Current Cellular Phone # { }
Parent/Guardian E-mail Address: s 5 —
Fall Sport(s): Winter Sport(s): Spring Sport(s):

} EMERGENCY INFORMATION

Parent's/Guardian’s Name Relationship
Address Emergency Contact Telephone # ( )
Secondary Emergency Conlact Person's Name Relationship
Address Emergency Contact Telephone # ( )
Medical Insurance Carrier Policy Number
Address Telephone # { )

Family Physician's Name

___. MD or DO (circle one)

Address . Telephone # ( )

Siudent's Allergies

Student's Health Condition(s) of Which an Emergency Physician or Other Medical Personnel Should be Aware

Student's Prescription Medications and conditions of which they are being prescribed

Revised: March 24, 2024 BOD approved
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Explain “Yes" answers at the bottom of this form.

Circle questions you don’t know the answerts to.

1

2
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& High blood pressure

Has a docior ever denied or restncted your
participalion in sport(s) for any reason?

Oo you have an ongoing medical condition
[Ike aslhma or diabelas})?

Are you currently laking any prescnpt on of
nonprescnption {over-the-counter; medicines
or p lIs?

Do you have allergies 1o medicines
polens. foods, or st nging insects?

Have you ever passed cul or nearly
passed oul DURING exercise?

Have you ever passed oul or nearly
passed oul AFTER exercise?

Have you ever had discomfort, pain. or

pressure in your chest during exercise?

Does your hearl race or skip beats during
exercise?

Has a doclor ever {old you thal yuu have
{check all that apply}

D Heari murmuor

Q High cholesterol 0 Heart afection
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Has a doctor ever ordered a test for your
heart? (for example ECG. echocardiogram)
Has anyone in your family died for no

apparent reascn?

Does anyone in your family have a hearl
problemn?

Has any family member or relative been
disabled from beart disease or died of heart
problems or sudden death before age 507

Does anyone in your family have Marfan
Syndrome?

Have you ever spenlthe nghliin a
hospial?

Have you ever had surgery?
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Have you ever had an injury like a sprain.
rmuscle, or igament tear or lendomtis which
caused you lo miss a Practice or Contest?

H yes. crcle affecled area below:

Have you had any broken or fraclured
bones or disiocated jomnls? (f yes. circle
heicw

Have you had & bone or joint injury that
requied x-rays, MR, CT, surgery. injeclions,
rehabditation, physical therapy, a brace, a
casl or cruiches? If ves, circle below
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Have you ever had a siress iracture?

Kregs Caliiznin

Have you been loig thal you have or have
you had an x-ray for atlanteaxial {neck}
instabiity?

Do you reguiarly use a brace or assistive
deviza?

s

Hang'

F et

Ankle

0

Q

Chesh

Foow
TJoes

Q
a

d

50.

last 12 months?
When was yous last mansliual pencd?

Age Grade
[secTion 5: HEALTH HISTORY
Yes No
23. Has a doctor ever told you thal you have a Q
asthma or allergies?
24. Do you cough. wheeze, or have difficulty C} D
breathing DURING or AFTER exercise?
25 Is there anyone in your family who has 0 Q
asthma?
26 Have you ever used an mhaler or laken 0 )
asthma rmedicine?
27, Were you barn without or are your missing
a kidney. an eye, a testicle, or any other ] )
organ?
28 Have you had -nfecfious mononucleosis 0 0
{rong) within the fast month?
28 Do you have any rashes, pressure sores, D D
ar ather skin problems?
30. Have you ever had a herpes skin
Hh___g_\_lechon?__ B AL Q Q
CONCUSSION OR TRAUMATIC BRAIN INJURY
31, Have you ever had a concussion (i.e. bell
rung. ding, head rush} or iaumalic brain Q a
| ajury?
az Have you been hit in the head and been O Q
confused or lost your memory?
33. Do you experience dizziness andfor 0 )
headaches with exercise?
34 Have you ever had a seizure? ] a
35 Have you ever had numbness, tingfing, or
weakness in your arms of fegs after being hit a o
ot faliing?
36, Have you ever been unable 10 move your O Q
arms of legs after being hit or {alling?
37 When exeicising in the heal do you have O 0
severe muscle ¢ramps or become ?
38. Has a doclor told you that you o someone
in your family has sickle ceil trat or sickie cell a O
diseasa?
39, Have you had any problems with your Q 0
eyes or vision?
40 Do you wear glasses or contact lenses”? O 9 |
41 Do you wear proteclive eyewear. such as 0 a
gogales or a face sheald?
42, Are you unhappy with your weight? [ | O
43. Are you lrying to gain or lose weight? a O
44 Has anyone recommended you change 0 0
your weight or eat:ng habis?
45. Do you hmit or carefully control what you
eat? a Q
46, Do you have any concerns that you would D )
like to discuss with a doclor?
MENSTRUAL QUESTIONS- IF APPLICABLE a a
47. Have you ever had a menstrual pestod? a |
48, How old were you when you had your firsl
menstrual period?
49 How many periods have you had in the

Explain "Yes” answers hare:

i hereby certify that to the best of my knowledge all of the information herein is true and complets.

%S:-_-denl s Signalture

Dala A

| hereby certify that to the best of my knowledge ali of the informmation herein is true and compiets.

&Pafent's-‘Guardlan's Signature

Date




DOCTOR. FIULS THIS OUT

SECTION B; PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION
AND CERTIFICATION OF AUTHORIZED MEDICAL EXAMINER

Must be completed and signed by the Authorized Medical Examiner {AME) performing the herein named student's comprehensiva
initial pre-paricipation physical evaluation (CIPPE) and turned in to the Principal, or the Principal's designee, of the student's schoot.

-){ Student's Name u Age .* Grade
‘ Enrolted in School wSpon{s)
Height Welght % Body Fat (optional) Brachial Artery BP ) { { , / ) RP

If either the brachial artery blocd pressure (BP) or resting puise (RP) is above the following ievels, further evaluation by the student's
primary care physician is recommended.

Age 10-12: BP: >126/82, RP: »104; Age 13-15: BP: »136/86, RP >100; Age 16-25: BP: >142/92, RP >96.

Vision: R20/___ L 20/ Corrected: YES NO {circle one)  Pupils: Equal Unequal

' MEDICAL [ NORMAL T ABNORMAL FINDINGS

PAppeaﬁ"a_nEe'h" S Teip Lot (e —
Eves/Ears/Nose/Throat ! o : S — — e
Hearing =
Lymph Nodes # e =
Cardiovascular 1 U Heant murmur L Femoral puises lo exclude aoric coarcléti;

A a Physical stigmata of Marfan syndrome

Cardiopuimonary

Lungs

Abdomen

Genitourinary {males only)

Neurclogical

Skin
MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder/Arm

Elbow/Forearm
Wrist/Hand/Fingers T
Hip/Thigh |
Knee

N
‘Fool/Toes .____._.._____I

[ s o

! —_—
t hereby certify that | have reviewed the HeaLTH HisToRy, performed a comprehensive initial pre-paricipation physical evaluation of the
herein named student and, on the basis of such evaluation and the student's HEALTH HISTORY, certify that, except as specified below,
the student I1s physicaily fil to paricipate in Practices, Inter-School Practices, Scnmmages. and/or Contests in the sport(s) consented to
by the student’s parentguardian i Seclion 2 of the PIAA Comprehensive Initial Pre-Participal on Physical Evaluation form

O cLeARED [ CLEARED with recommendaton(s) for further evalualion or treatment for:____

O NOT CLEARED for the foliowing lypes of sporls (please check those that apply):
Qcowsion O Contact [ Now-contact U Strenvous  {J Mooeratecy Strenvous () Now-sTRENUOUS

Cue to

RecommendationsYRaeferral{s)

AME's Name (prinitype) License #
Address Phane { }
AME'’s Signature MD. DO, PAC, CRNP, or SNP fcircle one) Certification Date of CIPPE ___/ /







