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

Student-Athlete Name: ____________________________________ DOB: ___________________________ 

Date of Examination: ______________________________  Sport(s):________________________________ 

Have you had COVID-19? (check one):  

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

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 

 Yes  No 

Department of Sports Medicine 
Pre-Participation History Form 
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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: _____________________________________________________________________ 

Date of Signature: ______________________________ 

Signature of parent or guardian: ____________________________________________________________ 

Printed name of parent or guardian: _________________________________________________________ 

Date of Signature: ______________________________ 
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Student-Athlete Name: ____________________________________ DOB: ___________________________ 

Department of Sports Medicine 
Pre-Participation History Form Continued 
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Student-Athlete Name: ____________________________________ Sport: ___________________________ 
 
DOB: _____________________________ Exam Date: __________________________________  

Please consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form) 

 

 

Department of Sports Medicine 
Pre-Participation Physical Examination 

This Pre-Participation Physical Examination will be reviewed by the Department of Sports Medicine for participation in 

intercollegiate athletics at Shepherd University. Questions should be directed to the Department of Sports Medicine. 

NOTICE TO PHYSICIANS: Completion of this form should be guided by a careful review of the 
student-athlete’s personal and family history. Guidance regarding the pre-participation physical 
can be found in PPE Pre-Participation Physical Evaluation, 4th edition (American Academy of 
Pediatrics, 2010). The examination should give particular attention to blood pressure and cardiac 
auscultation in at least 2 positions. The genitourinary exam is not required unless indicated by 
history and if so presence of a 3rd party is recommended. It is not necessary to record an entire 
exam on this document. Normal findings of the exam may be kept on a separate document in your 
office. If an echocardiogram, EKG, cardiac, orthopedic, or other consultation has been obtained, 
please include a copy of the report with this document. 
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Medical Eligibility  

Student-Athlete Name: ____________________________________ DOB: ___________________________ 
 

 Medically eligible for all sports without restriction 

 Medically eligible with recommendations given to the student-athlete for further evaluation or treatment 

for (list any chronic diseases such as asthma or diabetes and comment on the plan for ongoing 

management): _________________________________________________________ 

 Not medically eligible pending further evaluation 

 Not medically eligible for any sports 

Recommendations: ________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 

I 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 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). 

 

Name of Physician (Print): Date: 

Address: Phone: 

City: State: Zip Code: 

Signature of Physician (MD or DO): Date: 

Signature of Physician’s Assistant (PA)/Certified Registered Nurse Practitioner (CNRP): 

Student-Athlete’s Signature: Date: 
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