School & Sport Physicals offered by the
Whiteside County Health Department

(Illinois Requires: Kindergarten, 6th grade, 9th grade Freshman and all Sports)

Eastland High School
June 24, 2026
8:30 - 3:30

Cost for Sports Physical $35. Cost for School Physical $50. (Cash, credit card, insurance,
Medicare, & Medicaid). Please have all forms completely filled out indicating which physical
you are requesting and consent form signed by a legal guardian prior to arrival. Children under
14 years of age must be accompanied by a parent or legal guardian, or with parent/guardian
signed consent the child may be accompanied by an adult 18 or older. Children 14-17 do not
need to be accompanied by an adult, but must have parent/guardian signed consent form. NO
EXCEPTIONS. Immunizations will not be given at the event. If your child is due for
immunizations, dental, or vision you can call to schedule that appointment at the Health
Department. Please call the Whiteside County Health Department at 815-626-2230 EXT:
1241 or 1215 (no walk-ins). We hope to see you there!
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B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIRILITY FORM

Name:;

d

Date of hirth:

1 Medically eligible for all sports withaut restriction

[ Medically eligible for all sports without resiriction with recommendations for furiher evalualion or Iraatment of

O Medically eligible for certain sports

0 Not medically eligible pending further evaluation
{1 Not medically eligible for any sports

Recommendations:

I have examined the student named an this form and completed the preparticipation physical evaluation. The athlete does not hav
apparent clinical contraindications to practice and can parficipate in the spartfs) as autfined on this form, A copy of the physical )
examination findings are on record in my office and can be made avatlable to the schoal at the request of the parents chgnc{m

arise cifter the athlete has been cleared for parficipation, the physician may rescind the medicdl eligibility until the prnl'a‘am Is QT d
and the potential consequences are completely explained to the athlete (and parents or guardians). resalve
Mame of health care prafessional {print or fype):

Mress: 1200 Tlest Snd Street Rock falls 10 taloys

Signature of health care professional:

Date:

Phone:

! MD: DO' NP, or PA
SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other Information:

Emergancy conlacts!

© 2019 American Academy of Family Physiclans, American Academy of Pediatrics,
Amartean Orthopaadic Sacfaly for Sports Medicine, and American Osleopathic Acer

Amarican College of Sports Medicine, Amarican Medlical Saciety for Sparls Medlicing
lonal purpases with acknowledgmanl

clemy of Sparis Medicine, Parmission s grontad to rapeint for nancammerclal, educe-
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PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form {with your parents if yaunger than 18) hefare your appaintment.

MName: Date of birth:

Date of examination:
Sex assigned al birth (F, M, or intersex):

Sport{s):

e How do you identify your gender? [F, M, or other):

List past and current meclical conditions.

—

Have you ever had surgery? I yes, list ll past surgical procedurs.

Medicines and supplements: List all current prescriptions, over-the-caunter medicines, and supplements (herbal and nutritonal),

Da you have any dllergies? IF yes, please list all your cllergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 {PHQ-4)

Over the last 2 weeks, how often have you been botherad by any of the Following problems? (Circle response.) ‘-l
Notatall  Several days Over half the days Nearly every clay

Feeling nervous, anglous, or an eclge 0 1 2 3

Nat being able to stop or control worrying 0 1 2 3

Litle interest or pleasure in doing things 0 1 2 3

Feeling down, depressed, or hopeless 0 i 9 5

(A sum of 23 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

1. Do you have any concerns that you would fike 1o
discuss with your pravidec?

than your friends during exerclse?

2. Has o provider evar deniad ar resicted your 10. Have you ever had u selzurs?

articlpation in sports far any reason? T T T T T e e
S T—— AR S RGN G R A o
1. Has any fomily member or relative died of heart
prablems or had an unexpected or unexplained
sudden death before age 35 years (including

drowning or unexplained car crash)?

3. Da yau have any angoing medical issues or
recent illness?

4. Have you ever passad outor nearly passed out
during or after exercise?

5. Have you ever had discomfort, pain, fighinass, 12, Daes anyona in your family have o genatic heart
ar pressure in your chest during exarcise? prablem such os hypertrophic cardiomyopathy

6. Daes your heart aver race, flutter In your chest, &:}:‘z;g‘:‘:&gg{:d‘fz& Q&}&):%T‘"g:““:@"]‘.ghl
or skip beats (iregular beats) during exercise? yopainy s fong

syndrome (LQTS), short QT syndrame (SQTS),
Brugada syndreme, or catecholaminergic poly-
morphic ventricular fachyeardia [CPVT)2

7. Has a doclor ever told you thal you have any
heart problems?

8, Has a daclar ever requested a lest for your
hear!? Far exomgle, eleciacardiography {ECG) 13. Has anyone in your family had o pacemaker ar
or echacardiography. an implanted defibrillator befare age 352
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» Have you avar hael o stess fraclure or an Injury 25, Do you by
to o hone, muscls, figament, Joint, or tandon thet you worty clhoulyour welght

26, Ara you Irylng to or has anysne racommendad
that you gratn or losa walght?

27, Aveyau an o spaclal diet or do you aveld
corfaln lypes of foads or food groups?

tesad you fo mlss o practics or gama?

e T e e
e s O g i e
b AN B R O e T 28, Hava you ever hed on enting disarderd
16, Do you caugh, wheaze, or hava diffiaully ;

bracthing curlng or aftar exerclse? B Nber,

17, Are you misslng o kidney, em aye, o toslicle
{malus), yaur splean, or any ather orgmn?

18, Dayau have graln ar festicls paln er a palnful

29, Hews you ever hadl o menalrucl parfods

30, How old wara you whan you had your flrst
manstua) pardecdd

bulga or harnle It the groln arec?
19, Doyau have any racurrlng skin rashas or

31, When was your most recont menstrual parloc
32, How many perlods hava you had tn the past 12

rashes thet eome and go, Including harpos or months?
. t Steyol '
ngsl;:\l;gn reglslant Staphylococeus aureus Bxqplaln Yas® answers hore.

20

Hava you hed « corcussion or haad Injury thet
causad confuston, o prolonged hecclachs, or e,
memory preblams?

Have you aver had numbnass, hae Hingling, hacl —
waokness fn your erma o legs, or bean unable

lo move your arms or lags after belng hit or o
felling®

Hewe you gver hacame 1l while axerclstng in the
heal?

Do yau or thoes someana In your famlly heive B
slckle call tralt or diseeiae?

2

22

23

24, Have you ever had or do you have any prok-
fams with your syes or vislan?

I hersby state that, to the best of my knowledge, my answers to

and corrach the questions on this form wre complele
Signature of athlote:

Slgnatura of parent ar guardian:

Detber : g

& 2019 Amerlec Acaclsmy of Farlly Phystdlens, Amarfoan Acadamy of Peclluleles, Amerlean Collaga of § ¢ ;

) rorls Madlelne, Amerlean Madlcal Sactsly for Sparls Aedieg
Amalean Orthopaachie Soclety for Sparls Madiine, anel Amartean Ostagualhic A ports Madlcing,
Yool prposes wlh achnovledont: athle Acaclemy of Sparts Medleina, Permladan ls granted to raprint for nencommardal, adyey.
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Bl PREPARTICIPATION PHYSICAL EVALUATION
PHYSTCAL EXAMINATION FORM
Nome:
PHYSICIAN REMINDERS
1. Consider additional questions on mare-sensilive issues,
* Do you feel shessed out or under a lof of pressure?

* Do you ever feel sad, hopeless, depressed, or anxious?
* Do yau feel safe at your hame or residance?
[

Date of birth:

During the past 30 days, did you use chewing lobaces, snuff, or dip?
Do you drink alcohel or use any other drugs?
Have you ever laken anabalic steroids or used any ather parformcxnce~en|1mncing supplement?

Have yau ever tetken any supplemants ta help yau gain or lase weight or Improve yaur perfarmanca?
Da you wear a seat belt, use o halmat, and use condams?

2. Consicler reviewing questions on cardiovascular symploms (Q4-Q113 of History Form).

I Tl R i R B A T R TR ST
IR AIAT G s T

QUEHICHE 2

Appearance

2| INCRA WA RO R G )
[ R L e

¢ Marfan stigmata (kyphoscoliosis, high-arched polate, pectus sxcavetum, arachnadlactyly, hyparlaxty,
myopia, milral valve prolapse [MVP}, and aortic insufficlency) '

Eyes, ears, nose, and throat

¢ Pupils equal

» Hearlng

Lymph nodes

Hearl®

*_Murmurs [ausculiation standing, auscultation supine, and  Valsalva maneuver)
Lungs ]

Abdoman

Skin

¢ Herpes simplex virus (HSV), lesions suggestive of methicillin-rasistant Staphylocaceus aureus {MRSA), or
tinea corparis

Neuralogical
ISl GEREY
Neck

Beick

Shoulder and arm
Elhaw and forearm
Wiist, hand, and fingers
Hip and thigh

Knee

leg and ankle

Faol and loes

Funélional
+ Double-leg squat lest, single-leg squat lesl, and box drap or step drop tes!

« Cansider electrocardiography (ECG), echocardiography,
nation of lhase.
Nama of health care professional {print or type):

Address: 1200 West Zund .’Sf‘ree%.ﬂoc.K EFolls Tl lo7t

Signature of health care professional:

referral la o cardiclogist for abnormal cardiae hislory ar examinatian findings, or a combi-

Date:

Phona:

+ MD, DO, NP, or pA
& 2019 American Academy of Family Physizians, American Acadenyy of Pedioirics, American Collega of i ; i i
aclem s ¢ , ge of Sparls Medicing, American Medical Saciely for Sporis Meclici
Amariean Orthopaadic Saciely far Sports Medicine, and Americon Osteapathic Acaclemy of Saorts fedich tesion i 7 o], e,
A O sty P y of Sports Medicina, Parmission it grantad to reprint for nencammercial, eclucg-



Maln Offieat 1200 W, 20 gy,

3:] % E ID) 1[1": Rack Pallg, L @407y,

Phonat 818-626.9240

COUNTY : Faks BAB-626:2241
il FLIDA LT Environmantal Offlea; 13819 Hnaoln R,
DEPARTMENT Marrlson, Il 61270
Phanes B15-772.744.4,

Faxt 8457774723

Gongant to Traat u Minor (L4 years of Aie and Undar)
Without a Parent or Guardian Pragant

Data:

Patlant Name:

Patiant Date of Blrth:

Name of Parant/lagal Guardlan:

Talephona Number of Parent/Lagal Guardian:

cohsent for
{Parant/Quardian) {Studant)

to obtaln 4 schoal/sports

ph'yslcai Inthe prasence of

{Must ba 18 yaars or Olcer|

Slgnature (Adult Listed Abova) Date

Slgnature (Parant/@uardlan) Date



| Batlant Information (PLEASE RINT) Patlant Informatlon 4/4/29
PATIENT'S PREFERRED NAME Lagal Narme

Dats of Blrth: . mat harna would you ik to b oallad i
PronouniHa “Sha  They  Other_ Wefing Raotn | Preferrad | Logal
Patlant's S9N1, {photo L3, ragulred) Phonea Exarn Reom | Prafarrad Lagal i
EBmall; Phona Galls | Prefarred Lagal
Addbass: At Oy Stata: Zipy

Gandar Asslgnad at Blrth {clrae ona) Mala/Famale

GandarIdantlty (dfole ona)t Mala /Fetmala /Transgander MTF /Transgandar FTIVI/ Daoline/Othary

Pt 8 b e

Sexunl Otlentatlon (alrde onel Laskian/day/ Stralght/Blaexual / Don't Know/ baclina/Othan -

Rthnlaty (alrdla ene)t Mexlaan, Mexlcan Amarlean, or Chleano  Puarto Rloan  Cuban
Anothar Hlapanle, Latino/a, or Spanlsh Orlgln - Not Mispanle, Latino/a, or 8panish Orlgln

Rane Aslan Indlan  Chinase  Rlilpihe  Japanese Korean Viethamaese Netlve Mawallan Othar Padifle lslandar
Auamanian ot Chamorto  Samoan  Blagk/AMrlcan Amatloan  Amarican Indlan/Alaska Netive  Whita Mara than ora Rece

Ara you & migrant or saasonal farm worker? Y/N

Ara yol homelass (a8, staying with othars, In 8 hotal, In & shaltar, Iving outislda, or In & car (Y/N)

[0 you raquire an Interpretar? Y/N Arayou g US, Vataran? Y/N
Ermapranay Gontmot (nformaion
Narna: Ralntlonshlps Phone f__

Siuaglan/Guatantor informatlon (To ba nomplatad by parson vesponstble for thls aseount,)
. Parson'd nama responsible for thls aocount{H othar than patiant lstad abova):
Ralatlonship 1o patlent (olrale ona)i Parent Parthar Othar

Aclcirags; - : Gltyt State! 2pt
Date of birth of parson respongble for thls accounty

RINANCIAL AGREBMVIENT: [ haraby asslgn Whitaslda County Communlty Haalth Glinla (WeaHS) ll my tlghts, thtle and Interaxt to
relmibursemant unclar any Madloara, Madlaald, or othar Insuranes pollales for which hanaflts may ba avaliable for paymant of sarvieay
pravidad, | slgh as an agant, patlant, or as "guarantor® thet [ understand my Insurance cormpany will be billed for servieas | racaive ut the
WCGH?G, und that L am divactly responsible and agras to pay the WECHE the batance due of gl chargas that may not be covarad by my
Insuranoa, This may Inoluda tha vost of callastion and/or rensonable attornay's fass, | undarstand thet any labs collectad by tha WoeHA and
parformad by an outslda lab (LabCart) will be billed saparataly to my Insuranaa by LabCotp, | glva my dirent consent and axprass consant
and parmlssion to tha ollnle o busihess ussoalates ot tha dinle to racelva aseount communloations, through varlous medns such uy 1) any
aall, landline, or othet phane hurmber that [ provica, 2) suto dialer systemns, 8) valoemall tassages, 4) text messages 8) amatianay sontagt
(nformation, 6) pra-tacordad forms of volaa massaging systams, This Infarmatlon will not ha sold,

Narnal Slgheturay Dotet




Whiteslde County Community Haalth Clinle
Health History

Provider History
Physlclan/NP/PA; _ Last Vishs
Patlent Sticker Dentlst; Last Vistt:
Optomaetrist; ' Last Visit:
Theraplst: Last Visits

,‘\« “h'tﬁ{{,yﬁ!{m b‘!l

R‘”

_ Family History Family History
Condltlon Self (Mothat, Fathar, Condition - 5elf | (Mother, Father,
Brothat, Slstay ONLY) Brother, Slstey ONLY
Anxlety 0 oo Cahcer) N 0
Daprassion 0 ] Radlatlon Therapy: Head/Neck [ 0
ADHD 8] | Sleap Apnea ] ]
Bipolar Disorder 0 ] Use a CPAP Machlne ] ]
Schizophrania 0 u Epllepsy/Salzura Disorder 0 O
Autlsm Spectrum Disorder [ 0 High Blood Pressure | W
Blindness N M Stroke: Date: - ] 0
Cerebral Palsy O ] High Cholestero! o [
Deafnass fl ] Blaeding/Clotting Disordar {1 a]
Intellectual Disabllity | 0 Blood Clot In Leg or Lung 0 0
Diabates Type | ] ] HIV/AIDS | |
Diabatas Type Il | W] Sexually Transmltted Infectlon O O
GERD/Ac!d Reflux O 0 Asthma 0 0
Stomach/Intestinal Disorder ] ] COPD/Emphysema/Lung Dis, ] 5]
Ulcat 0 I Glaucoma - 0 0
Eating Disorder 0 ] Arthritls 0 5]
Hepathils Type: 0 N Ostaoporosis | 0
Othar Liver Disease! 0 0 Urlnary Problems 0 £
Kidney Dlseases__________. 0O ] Othar ] ]
Thyrolcl Dlsease' o ] Other: | O
Artlflcial Valve D Rheumatlc Heart Dlsease/rever 0 -
Pravious Infectlve Endocarditls ] Congenlial Heart Disease (CHD) ]
Heatt Transplant 0 0 Unrepalred, Cyanotlc CHD'
Heart Murmur [ ‘0 Repalred (Complately) In Last 8 Months
Pacemalker ] 0 Rapalred CHD with Resldual Defacts
Othet" L”J Othery
: ‘ . S e T i o Bddca/NigotifgUse
Are you 8 curren‘c tobacco/nlcotlne user? Yes No If ho, contlnue to the back page.

How many packs per day do you currently use: Less than 1 pack 1 pack perday 2 packs par day
Do you currently use smokeless tobacco/nlcotine products?  Yas No

Continuae to Back




- J o 1k .‘ K “" ¢ I‘ ]
Total Jol Jolnt Replacemem (hip, knea, shou!der, etc)
Data(s):

Hospital/Locatlon:

Any Complications: ‘

Other Surgarles/Hospltallzatlons/Serious injuty
Data(s):

Hospttal/Logatlon:

Any Compllcatlons:

Othar Surgarlas/Hospltallzatlons/Serlous Injury:

Data(s):
Hospltal/Locatlon:

Any Compllcatlons-
o '.' ! i \‘A i

T

| R e A e
(:olorecta( Camccr Screenlng Date' Breasi Cancer Screening Date.

Cervlcal Cancay Screenlng Date . Heh Alc: (Dlabetes) Daia.

. »§1; 7 "1.'....“,),:'~q " u; , ‘1{ e 5% i "J X 3
riﬁéﬁw‘!{ R { ‘{‘ ﬂj ‘ P§¥\ ti B“ !1; b/L 'ﬁf&'{l .mg/‘ { e "
PSA/Ractal Exam; Date: Do you Peri’orm Self Tesucular Exams?
& ulw |

Yas or No
‘5 ;W}% g ‘?TE ?é lﬂ%‘l‘lﬁ%’\ AE’ ?g N ""ezw mry ] ‘Hﬁﬁ Hh r;f{ %i;gﬁ f{% Wmﬁm %ﬂp ?ﬁ%
1% Mehs rua arlo JiicH

Last Menstrual Parlod Date;, Menopausa Yaar' '
Ara you currantly Pregnant: Yas or No ‘

Estimated Due Date:
OB History: Pregnancles: Living Chlldram._ . Miscarriages/Abortlons:
Birth Control:  [7 None O Pl 0 Othery
Do you Perform Self Breast Exams? Yas or No

Currently Nurslng? Yas or No

] C‘urrently taklng, praviously taken, or scheduled to begln taklng medlcatlons for osteoporosls,
(Fosamax), Ibandronate (Banjva), Risedronate (Actonel), Denasumab (Prolla), or Reclast?

Currently taking or scheduled to bagin treatment with IV bisphosphonates (Aradia or Zometa) for bone paln,

hypercalcemla, multiple myeloma or metastatlc cancer? ,

Date treatment began;

O Currently ta1<!ng blood thinnats (Coumadln/Warfarln, Plav!x, Brillnta, Xareltq_, Ellguls, Pradaxa, ete)
e e e e
[J NoNE [ Medlcatlon List Attdched

Alendrgnat_ex

e e R A At B %. R
[T NONE ‘

D e

i

[ hereby certify that the Informatlon providad In this form Is complete, true and corract to the bast of my knowladge,
Patlant/Parant/Guardian Signature:

Data:

Provider Slghature: Date:




