
Thir foro rhould bc mainaincd by thc hcalthcarc providcr completing tbc phyaical oom (mcdical homc). It rhould not bc sharcd
with rchoolr. Thc -cdical .lidhility fora ir thc oDly form that rhould be cuboitt d to a lchool. The phyri.al cnm mult be
complctcd by e hcali<arc providcr who ia a liccorcd phyrician, adrauccd praaicc mrnc or p\mician aaoiraotrho haa completcd &e
Sudcm- fuhlct Grdiac At cslo€at PrcftlrioDal Dcrclopmcnt modulc Hostd by thc NewJcncy Dcpqrh.d of EducatioD-

I PREPARTICIPATION PHYSICAL EVALUATION (lnterim Guidonce)
PHYSICAI. TXAIVI!NAIION IORM
Nome Dote of birth

PHYSI,C'AN REIT,IIDERS

l. Consider odditionol questions on more-sensitive issues.
. Do you feel stressed oul or under o lol of pressure?
. Do you wer leol sod, hopeless, depressed, or onxious?
o Do you feel soh ol your home or residenco?
. Hove you wer tried cigorelles, e-cigoretles, chewing tobocco, snu[[, or dip?
r During the post 30 doys, did you use cher"ing tobocco, snuff, or dip?
. Do you drink olcohol or use ony other drugs?
r Hove you ever bkon onobolic steroids or used ony other performonce-enhoncing supplemenf
. Hove you ever token ony supplements to help you goin or lose weight or improve your performonce?
. Do you weor o seot belt, use o helmet, ond use condoms?

2. Consider reviewing questions on cordiwosculor symptoms (Q4-Ql3 of History Form).

" Consider electrocordiogrophy (ECG), echocordiogrophy, referrol to o cordiologist for obnormol co.dioc histo.y or er,ominotion findings, or o combi-

notion o[ those.

Nome o[ heolth core prolessionol {print or type}

Address Phone

MD, DO, NB or PA

Height: Weight

. Morfon stigmob (kyphoscoliosis, high-orched polote, pectus excovotum, orochnod

Vision: R 20lBP: / / ) Pulse L20/ Corrected: !Y !N

tr First dose tr Second dose tr Third dose tr Booster dote{s)

octyly, hyperloxity,
io, mihol volve , ond oortic insuflicse [MVP

Appeoronce

Previously received COVID-19 voccine: tr Y

Adminislered COVID-l9 voccine ot this visit:

trN
trY trN If

Eyes, eors, nose, ond lhrool
r Pupils equol
. Hooring

Lymph nodes

HeorF
r Murmurs (ouscuholion ousculbtion supine, ond t Volsolvo moneuver)

Lr-rngs

Abdomen

Skin
o Herpes simplex virus {HSV), losions suggestive ol methicillin-resiitont Stophylococcus oureus (MRSA), or

lineo corporis

icolNeu

Ne<k

Bock

Shoulder ond orm

Elbow ond {oreorm

Wrirt, hond, ond fingers

Hip ond thish

Knee

Leg ond onkle

Foot ond toes

Functionol
o Double-leg squot lesl, single"leg squot tesl, ond box drop or step drop tesl

EXATJIINAIION

covt} r 9 vAcctNE

NORMAI. ABNORMAI.fINDINGSIrII
I

MUSCUI.OSKETEIAI. NORMAI ABNORJ\'iAIflNDlNGSIIIIIIIII

@ ?Ot9 Ahqicoh Acodciv ol fonily Plryrkioor, AEti<on Aco&ny ol P.dionics, Aneticon Cdleg. ol SlE,dr r/Edicirc, A.Mi@n Medicol S(('(ry b Sprrr rdich., arnqnon

Odiopo.}d;c So.ier fo. Srbt Medi;ine, ond Adqicoh Osraopcthic Aaday ol Spodt Medri^.. Pemi"ion i' srnted to /.pti^t lor nonconneriol, edu.otio ol purases with

MEDICAT

Dole: 

-

Si-onoture of heolth core profssionol:



This form should be maintain€d by the h€althcaro provider completing the physical exam (medical home). lt should not be
shared with schools. Ths Medical Eligibility Form is the only form lhat should be submitted to a school.

r PREPARTICIPATION PHYSICAL EVALUATION

ATHLETES WITH DISABIUTIES FORM: SUPPLEMENTTO THEATHLETE HISTORY

Nam Date of binh

Explaln "Yos" answers here.

l. Type ofdisabiliryi

2. Dare of disabilit).

l. Classificatio n (if aY"rilable):

4. Cause ofdisabilit/ (birih, diseaie, injury, or other):

6. Do you .e8ularly use a brece, an assistive deece, or a prosrhedc device for daaly activitiesf

5. List tie sponi you are playing:

7. Do you use any special brace or assirtive device for sporBl

8. Do you have an/ rasher, pressure sores, or other skin problems?

9. Do you have a hearint lossl Do you use a hearing aidl

10. Do you have a visual impairment?

I l. Do you use any special devices for bowel or bladd€r functionl

12. Do you have burnint or discomfort when urinatingl

13. Have you had autonomic dFreflexial

14. Have you ever b€€n daatnosed as havinS a heaa-related (hyperthermia) or cold-related (hn'odermia) illnessi

15 Do you have muscle spaitjcityf

16. Do you heve trequent s€izures fiat cannot be controlled by medicaronl

I ves No

II

Please indlcate whether you have ever had any ol the following condilions:

Explain "Yes" answeE here.

I hsreby state that, to ths best of my knowledge, my answsrs to the questions on this form are completo and correct.
Signrrur€ otathlet€:

SiSnatur€ o, pa.cnt o. turrdian

instabrliry

RadioSraphic (x-ray) €valuatjon for adanto.xial instability

Dislo(ated loints (more lhan on€)

Easy bleedint

Enlarted spleen

Hepadts

Osteopenia or osteoporosis

Difficulty cont olling bowel

Difficul(y co ntro bladder

Numbness or dntlinS in arms or hands

Numbness or tn8hn8 in l€8s or feet

Weakners ih arms or hands

Recent change in coordination

Recent change in abrllq/ to walk

Spina bifida

I ves NoII

A n19 Alnsicar k*kt d Fnrtr Pl\so.nr. lilacan ,cdc,'y d ,!,dncs. ,,qicar Ccltry ol Spots Aeda.€. turse an \Mcd S@dy rr Spls 
^tstdae 

Aracan
OdiDpaodc Socldy Id Sp.rts M.dclr., {n Ali'wican O*epdhc Acadm I d Spdls Mrdo n, Pdnil,on rs g"rr6d lo '!p,,r lq Nrorn(rotcld 4r and irpas.s with

f-F
H

Latex aller&/
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--H
--H
[-r--

H
=



Ttir fm rbould bc h,isdn.d by 6c h.^L}-rc povidcr c.r-d.6g ibc phyricaf erm (ncdiral hon€). It ihould trct bc abad wjfi
ohoolr. The mediczl eliSibiliq form i! Uc ouly form'l.r Bhould be submillcd to a rc.hool Thephysical eEE Eust bc co6pleted bya
halthcarc providcr nto ir e liccurcd phyriciaq adranccd pracicc mrc or p$aiciaa arairant who has complctcd thc Surd.nr -A6lcte
Grdiac Asasmcnt Proftrsiood Dcrclopncot module hoctcd by the NcwJcrcy Dcparmcut of Educatioo

r PREPARTICIPATION PHYSICAL EVATUATION (lnterim Guidonce)

HISTORY TORM
Note: Complete ond sign this form {with your porents if younger fion l8) before your oppointment

Nome Dote of birth

Dole ol exominotion Sport(s)

Sex os:igned otbirth (F, M, or intersex):- Howdoyou identify your gender? (F, M, non-binory or onother gender): _
Hove you hod COVID-19? {check one): trY trN
Hove you been immunized for COVID-'19? (check one): tr Y fN l[ yes, hove you hod: f Oneshot ] Two shots

! Three shots tr Booster dote(s)

Medicines ond supplements: List oll current prescriplions, over-the-counter medicines, ond supplements (herbql ond nutritionol)

Do you hove ony ollergies? l[ yes, pleose list oll your ollergies {ie, medicines, pollens, food, stinging insects}

Polient Heolth Questionnoire Version 4 (PHQ-4)

Over the losl 2 weeks, how oflen hove you been bothered by any of the following problems? (Circle response.)

Not ot oll Severol doys Over holf the doys Neorly every doy
Feeling nervous, onxious, or on edge

Not being oble to stop or control worrying

[ittle interest or pleosure in doing things

Feeling down, depressed, or hopeless

{A sum of >3 is considered positive on either subscole [questions I ond 2, or queslions 3 ond l] lor screening purposes.]

0

0

0

0

3

J

3

3

2

2

2

2

1. Do you hove ony concerns fiot you would like to

discr.tss with your provider?

2. Hos o provider ever denied or restricted your

porticipotion in sports for ony reoson?

3. Do you hove ony ongoing medicol issues or recenl

illness?

tr. Hove you wer porsed out or neorly posred oul
during or ofier exercise?

5. Hove you e"er hod dis.omfort, poin, fightness,

or prossure in your chesl during exorcise?

6. Does your heoa ever roce, fuHer in your chesl,

or skip beots {irregulor beots) during exercise?

7. Hos o docior ever lold you thot yo,l hove ony

heo* problems?

8. Hos o doctcr ever requested o test for your

heorl? For exomple, electrocordiogrophy (ECG)

or echocord iog rophy-

GINERAT OUESNONS

{Exploin "Yer' onrwers ol the end of this form. Circle
questions il you don't lnow lhe onswer) Yes NoIIIrII

Yes NoII
ITIIIIll

9. Do you get light-heoded or Eel shorter o[ breoth
thon your friends during exercise?

10. Hove you ever hod o seizure?

1 1 . Hos ony fomily member or relotive died of
heort problems or hod on unexpecbd or
unexploined sudden deoth before oge 35
yeors (including drowning or r.rnexploined cor
crosh)?

I 2. Does onyone in your fomily hove o genetic
heort problem such os hypertrophic cordio-
myopothy (HCM), Morfon syndromo, orrhyth-
mogenic right ventriculor cordiomyopothy

{ARVC), long QT syndrome {|QTS), short QT

syndrome (SQTSI, Brugodo syndrome, or
colecholomi nergic polymorphic ventriculor

rochycordio (CPW)?

HEART HEAIIH QUESIIONS ABOUI YOU

{co rrNUfDl Yes NoIIII

III

List posl ond current medi.ol condiliont.

Hove you ever hod surgery? lf yes, list oll post surgicol procedures.

HEART HEATTH OUESTIONS ABOUI YOU

T

HEART HEAUH OUESTIONS AEOUT YOUR fAMILY Unsure Yes No

1 3. Hos onyone in your fomily hod o pocemoker

or on implonted defibrillolor belore oge 35?



i5. Do you hove o bone, muscle, ligoment, or ioint
iniury thot bothers you?

16. Do you cough, wheeze, or hove difficulty breothing

during or oher exercise?

E

1 7. Are you missing o kidnoy, on eye, o testicle, your

spleen, or ony other orgon?

1 8. Do you hove groin or testicle poin or o poinful bulge

or hernio in lhe groin oreo?

19. Do you hove ony recur.ing skin roshes or
roshes thot come ond go, including herpes or
methicillin-resistont StopAyiococcus oureus (MRSA)?

20. Hovo you hod o concussion or heod iniury lhot
coused confirsion, o prolonged heodoche, or
memory problems?

21. Hove you ever hod nr,,mbness, hod tingling, hod
weokn*s in your orms or legs, or been unoble to

move your orms or legs olrer being hit or folling?

22. Hove you ever become illwhile exercising in the

heot?

23. Do you or does someone in your lomily
hove sickle cell troit or diseose?

liE
24. Hove you ever hod or do you hove ony problems

with your eyes or vision?

25. Do you worry obout your weight?

26. Are you lrying to or hos onyone recommended thot
you goin or lose weight?

27. Are you on o speciol diel or do you ovoid certoin
types of foods or food groups?

28. Hove you ever hod on eoting disorder?

29- Hove you ever hod o menstruol period?

30. Hori old were you when you hod your 6rst menshuol

period?

31. When wos your mosl recenl mensiruol period?

MEDICAT OUESTIONS (CON'INUED} Yes No

II

II
MENSTRUAI. OUESTIONS

III

@ 2023 Amoricoo Acodomy ol fonily Hrysicions, Anericon Acodany of Pedidhics, Arnericon Collego ol Sports Medicine, Anaricdn Medicol So.iety for Spo.tr Modicihe,
Anericon Orthopoedic Society for Spois Medi.ino, ond r';ncticon Otteopc;thic Acodany ol Spo* l,bdicine. Pemitsion it grc,n.td to rprint br noncorr'nerciol, duco-
tonol pu ryoscs *ith ockno*ledgment-

Yes NoBONI AND JOINI OUESIION5

1 d. Hove you ever hod o skess frocfure or on iniury lo o
bone, muscle, ligoment, ioint. or tendon 60l coured
you lo miss o proctico or gome?

MEDICAT QUESTIONS

t

N/A Yes No

32. How mony periods hove you hod in the port l2
months?

Explcin "Yes" onswerr h.re.

I hereby stote thot, to the best of my knowbdge, my onrwers to the questions on lhis Gorm ore complete
ond correct,
Signoture o{ othlele:

Signolure ol porent or guordion.

h^*.



Student Athlete's Narne

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.

Date of Birth

Date ofExam

o Medically eligible forall sports without restriction

o Medically eligible for all spons without restriction with recommendations for funher evaluation or treatment of

Medically eligible for cenain spo(so

o Not medically eligible pending funher evaluation

o Notmedically eligible for any sports

Recommendations:

Signarure ofphysician, APN, PA Oflicc stlnrp (optional)

Namc of healthcare professional (print)

I certifil I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Depaiment of
Educalion.

Signature of healthcare provider

Sharrd Ilcalth Inlbrnlation

Allergies

0ther infonnation:

Q 2019 Aneican Awdemy of Fonily Physicions, ,4nericaa Academy of Pedialrics, Aneican College ol Sports Medicirc, Ameticon Medicol Society lor Spofls Medici e,

pu r pos e s w il h oc kno\l edghen t.

'This lom has been modifled to meet the statutes set fotth by N6w Jetrey.

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 panicipate in the sport(s) as outlined on this fomr. A copy of
the physical examination findings- are on record in my office and can be made available to the school at the request ofthe 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).

Medications:

Emergency Contacts:
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Rev. G. Scott Shaffer 
Director 

USE AND MISUSE OF OPIOID DRUGS FACT SHEET 
 
 

STUDENT-ATHLETE AND PARENT/GUARDIAN SIGN-OFF 
 
 
 

In accordance with N.J.S.A. 18A:40-4 l.10, public school districts, approved private schools 

for students with disabilities, and nonpublic schools participating in an interscholastic sports 

program must distribute the Opioid Use and Misuse Educational Fact Sheet to all student 

athletes and cheerleaders. In addition, schools and districts must obtain a signed 

acknowledgement of receipt of the fact sheet from each student-athlete and cheerleader and 

the parent or guardian. 

 
Name of School: Donovan Catholic 

 
 

I/We acknowledge that we received and reviewed the Educational Fact Sheet on the Use and 

Misuse of Opioid Drugs. 

 
Student Name (print)   _ 

 
 

Current Sport:   
 
 

Student Signature:   
 
 

Parent/Guardian Signature:   
 
 

Date:   
 
 
 
 
 
 
 
 
 
 
 
 
 

711 Hooper Avenue, TO'rn River, NJ 08753-7796 (t) 732-349-8801 (D 732-349-8956 

http://www.donovancatholic.org/
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 Rev. G. Scott Shaffer 

REQUEST FOR MEDICATION TO BE ADMINISTRED BY SCHOOL NURSE 

 
STUDENT NAME:      

D.O.B.:   GRADE:   

 
PARENTAL REQUEST 

I, the parent /guardian of  ,request that the medication 
prescribed by my child's physician be administered to my child by the school nurse at the prescribed 
time. 

 
I agree to bring a weekly supply of the medication to the school nurse. The medication will be 
brought to school in its original container appropriately labeled by my pharmacy. 

 

 
Signature Date 

 
 

Address Phone 
 

 
PHYSICIAN'S STATEMENT 

Director In order to protect the health of   itisnecessary for 
him/her to have the following medication during school hours. 

 
DIAGNOSIS:   

MEDICATION & DOSAGE   

PURPOSE OF MEDICATION & POSSIBLE SIDE EFFECTS: ------------ 
 

 

 
I AUTHORIZE THE SCHOOL NURSE TO ADMINISTER THE ABOVE MEDICATION. 

 

 
Signature of Physician Date 

 
 

Print Physician Name & Address Phone 
 
 
 
 

 

 
711 Hooper Avenue, To'ns River, NJ 08753-7796 (t) 732-349-8801 (� 732-349-8956 

http://www.donovancatholic.org/


www.DonovanCatholic.org  

 
 
 

PHYSICIAN CERTIFICATION FOR SELF MEDICATION BY STUDENT 

 
In accordance with Chapter 308, P.L. 1993, I   

Print name of Physician 
 

certify that I am the Physician of   _ 
Print students name 

 
This patient suffers from   _ 

Print name of illness 
 

a potentially life-threatening illness, and is capable of, and has been instructed in, the proper 

method of self-administration of medication for this illness. 

 
Name of Medication:  

 
 
 
 
 
 
 
 
 
 
 

Rev. G. Scott Shaffer 
Director 

Dose/Route:   
 
 

Additional Instructions: 

Time:   

 
 

 
 
 
 
 

Signature of Physician Date 
 
 

 

Print Physician Name & Address 
 
 

Physician Phone Number 
 
 
 
 
 
 

 
711 Hooper Avenue, Toms River, NJ 08753-7796 (t) 732-349-8801 . (D 732-349-8956 

http://www.donovancatholic.org/
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