
ATTENTION : Parents/Guardians/Rth letes 
bayonne-ar.rschoo ltoday. com 

** you may select the language in the top right corner 
Step L: If vou do not have an existing familv account: 
Your parenVguardian MUST create an online account. (You must keep this information on file) CHOOSE 
A USERNAME & PASSWORD that you will remember! 

Click the BlfiE_Vierv tulv Account Button on the top right. If you have a FAMILY 
account, click returning users 

Elementary Sports are under Elementary School 

High School Sports are under BHS Athletic Registration 

You may only register for one season at a time. If you are participating in out of season 
workouts, register under Club/Activity and choose Weight room. This will let you create your account and 

participate in workouts (you must have a valid athletic physical). 

**WEIGHTROOM. BAND and STEPPING are under CLUB REGISTRATION** 

** PHYSICAL FORMS CAN BE DOWNLOADED FROM THE REGISTRATION 
PAGE OR PICKED UP OUTSIDE THE TRAINING ROOM! 

**If you have food allergies or asthma, yoa must submit the necessary medicalforms 
before you will be cleared to participate. They can be downloaded off the online 
registration page** 

If you have difficulty, please email Miss Power at tpower@bboed.org or Kemoy 

Davidson at kdavidson@bboed.org 

****From the New Jersey DeDortment of Education: 

The athletic physical may ONLY be completed by a licensed physician, advanced 
practice nurse (APN) or physician assistant (PA) that has completed the Student-
Athlete Cardiac Assessment professional development module. This is a New Jersey 
state mandate. 

mailto:kdavidson@bboed.org
mailto:tpower@bboed.org


This form should be maintained by the healthcare provider completing the physlcal exam (rnedical home). It should not be sharedwith 
schools. The medical eligibility form is &e only form that should be submited to a school The physical exam must be completed by a 
healthcare provider who is a licensed physician, adrnnced practice nurse or physician assistantwto has oompleted fte Surdent-Arhlete 
C,ardiac Assessmenthofessional Development module hosted by fte NewJersey Departnent of Education 

r PREPARTICIPATION PHYslcAt EvAtuATloN (tnrerim Guidonce) 

HISTORY TORM 

Note: Complete ond sign this form (with your porents if younger thon 18) before your oppointment 
Nome: Dote of birth 
Dote of exominotion Sport(s): 

Sex ossigned ot birth (F, M, or intersex): How do you identify your gender? (f, M, non-binory, or onother gender): 

Hove you hod COVID-I9? (check one): tr Y tr N 

Hove you been immunized for COVID-19? (check one): tr y tr N lf yes, hove you hod: tr One shot tr Two shots - 
tr Three shots tr Booster dote(s) 

List post ond current medicol conditions. 

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

Medicines ond supplements: List oll current prescriptions, over-the-counter medicines, ond supplements (herbol ond nutritionol). 

Do you hove ony ollergies? lf yes, pleose list oll your ollergies (ie, medicines, pollens, food, stinging insects). 

Potient Heolth Questionnoire Version 4 (pHO-4) 
aver the lost 2 weeks, how often have you been bothered by ony of the following problems? (Circle response.) 

Feeling neryous, onxious, or on edge 

Not ot oll 
0 

Severol doys Over holf the doys Neorly every doy 
2 3 

Not being oble to stop or control worrying 0 2 3 
Little interest or pleosure in doing things 0 2 3 
Feeling down, depressed, or hopeless 0 2 3 

(A sum of >3 is considered positive on either subscole [questions 1 ond 2, or questions 3 ond 4] for screening purposes.) 

GENERAI. QUESTIONS HEART HEATTH QUTSTIONS ABOUT YOU (Exploin "Yes" onswers ot lhe end of this form. Circle (CONI'NUED} Yes No gueslions i[ you don't know lhe onswer.] Yes No 9. Do you get light-heoded or feel shorter of breoth 1. Do you hove ony concerns thot you would like to thon your friends during exercise? 
discuss with your provider? 

'l 0. Hove you ever hod o seizure? 2 Hos o provider ever denied or restricted your 
rn for reoson? HEART HEATTH OUESTIONS ABOUT YOUR FAMtLy Unsure Yes No 

3. Do you hwe ony ongoing medicol issues or recent I I. Hos ony fomily member or relotive died of 
illness? heort problems or hod on unexpected or 

HEART HEATTH OUESTIONS ABOT'I YOU unexploined sudden deoth before oge 35 Yes No 
yeors (including drowning or unexploined cor 4. Hove you ever possed oul or neorly possed out 
crosh)? 

or ofter exercise? 

5. Hove you ever hod discomfort, poin, tightness, 
12. Does onyone in your fomily hove o genetic 

or pressure in your chest during exercise? heort problem such os hypertrophic cordio-
myopothy (HCM), Morfon syndrome, orrhyth-

6. Does your heort ever roce/ flutter tn your chest. mogenic right ventriculor cord iomyopothy 
or beots (irregulor beots) exercise? (ARVC), long QT syndrome (LeTS), shorr eT 

7. Hos o doctor ever lold you thot you hove ony syndrome (SOTSI, Brugodo syndrome, or 
heort cotecholominergic polymorphic ventriculor 

rochycordio (CpW)? 8. Hos o doctor ever requested o test for your 
heort? For exomple, elechocordiogrophy (ECG) 'I 3. Hos onyone in your fomily hod o pocemoker or echocordiogrophy. 

or on implonted defibrillotor befiore oge 35? 

= 



BONE AND JOINT QUESTIONS Yes No 

I 4. Hove you ever hod o stress frocture or on iniury to o 

bone, muscle, ligoment, ioint, or tendon thot coused 
you to miss o proctice or gome? 

15. Do you hove o bone, muscle, ligoment, or ioint 
injury thot bothers you? 

MEDICAI OUESIIONS Yes No 
'l 6. Do you cough, wheeze, or hove difficulty breothing 

during or ofter exercise? 

17. Are you missing o kidney, on eye, o testicle, your 
spleen, or ony other orgon? 

18. Do you hove groin or testicle poin or o poinful bulge 
or hernio in the groin oreo? 

I 9. Do you hove ony recurring skin roshes or 
roshes thot come ond go, including herpes or 
methicillin-resistont Stophylococcus oureus (MRSA)? 

20. Hove you hod o concussion or heod iniury thot 
coused confusion, o prolonged heodoche, or 
memory problems? 

2l. Hove you ever hod numbness, hod tingling, hod 
weokness in your orms or legs, or been unoble lo 
move your orms or legs ofter being hit or folling? 

22. Hove you ever become ill while exercising in the 
heot? 

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

24. Hove you ever hod or do you hove ony problems 
with your eyes or vision? 

MEDICAL QUESIIONS {CONI'NUED} Yes No 

25. Do you worry obout your weight? 

26. Areyov trying to or hos onyone recommended lhot 

you goin or lose weight? 

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

28. Hove you ever hod on disorder? 

MENSTRUAT QUESTIONS N/A Yes No 

29. Hove ever hod q menstruol period? 

30. How old were you when you hod your first menstruol 

period? 

3,l. When wos your most recent menstruol period? 

32. How mony periods hove you hod in the post I 2 

months? 

Exploin "Yes" qnsvyers here. 

I hereby stote thot, to the best of my knowledge, my onswers to the questions on this form ore complete 
ond correct. 
Signoture of othlete: 

Signoture of porent or guordion: 

Dote: 

@ 2023 Americon Academy of Fonily Physicions, American Acodemy of Pediotrics, Americon College of Sports Medicine, Americon Medicol Society for Sports Medicine, 
Americon Orthopaedic.Society lor Sports Medicine, ond Americon Osteopolhic Acodemy ol Sports Medicine. Permission is gronted to reprint for noncommercial, educo-
tionol purposes with ocknowledgment. 



This form should [16 mainteined by the healthcare provider completing the physical enm (medical home). It should not be shared 
with schools. The medical eligibility form is the only form that should be submited to a schoot. The physical e:<am must be 
completed by aheal&care providerwho is a licensed physician, advanced practice nurse or physician assistantwho has completed the 
Shrdent - Athlete Cardiac Assessment Professional Development module Hosed by the NewJersey Deparment of Education. 

r PREPARTICIPATION PHYSICAL EVAtUATtoN (tnrerim Guidonce) 
PHYSICAT EXATi,IINAIION TORTN 

Nome: Dote of birth: 

PHYS'CIAN RETTINDERS 

l. Consider odditionol questions on more-sensitive issues. . Do you feel stressed oul or under o lot of pressure? 
e Do you ever feel sod. hopeless, depressej, or onxious? o Do you feel sofe ot your home or residence? 
. Hwe yo.u ever tried cigorettes, e-cigorefies, chewing tobocco, snuff, or dip? r During the post 30 doys, did you use chewing toboico, snuff, or dip? . Do you drink olcohol or use ony other drugs? 

' Hove you ever token onobolic steroids or used ony other performonce-enhoncing supplement? o Hove you ever loken ony supplements to help you goin oi lose weight or improvl your performonce? o Do you weor o seot belt, use o helmet, ond use condoms? 
2. consider reviewing questions on cordiovosculor symptoms (o4<13 of History Form|. 

BP: Pulse: Vision: R 20l 120/ Corrected: trY trN 

Previously received COVID- l g voccine: tr y trN 
Administered COVID- l 9 voccine ot this visit: trY trN If tr Firstdose tr Second dose ! Third dose tr Booster 

Appeoronce 
. Morfon stigmoto (kyphoscoliosis, polote, excovotum, orochnodoctyly, hyperloxity, 

mitrol volve ond oortic 
Eyes, eors, nose, ond throot 
o Pupils equol 
o Heoring 

nodes 

Heorl" 
. Murmurs stondi ouscultolion ond + Volsolvo moneuver) 

Abdomen 

Skin 
o Herpes simplex vtrus (HSVI, lesions suggestive of meth icillin-resistont Stophylococcus oureus (MRSA), or 

lineo 

MUSCUtOSKEtTTAt NORMAI. ABNORMATTINDINGS 
Neck 

Bock 

Shoulder ond orm 

Elbow ond foreorm 

Wrist, ond 

ond 

Knee 

ond onkle 

Fool ond toes 

Funclionol 
a tesl ond box lest or 

o Consider electrocordiogrophy (ECG), echocordiogrophy, referrol to o cordiologist for obnormql cordioc history or exominotion findings, or o combi. 
notion of those. 

Nome of heolth core professionol (print or type): Dote: 
Address: 

Phone: 
Signoture of heolth core professionol: 

MD, DO, NP, or PA 



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. 

Student Athlete's Name _ Date of Birth 

Date of Exam 

o Medically eligible for all sports without restriction 

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

o Medically eligible for certain sports 

o Not medically eligible pending further evaluation 

o Not medically eligible for any sports 

Recommendations: 

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 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). 

Signature of physician, APN, PA { )ltl a'ili:i)til 'l , .., 

Address 

Name of healthcare professional (print) 

* I cerrify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of y. 
Education. 

Signature of healthcare provider 

Shared Health Information 

Allergies 

Medications: 

Other information: 

Emergency Contacts: 

@2019Ameican Academyof FamilyPhysicians, Ameican Academyof Pediatics, Ameican College of Sports Medicine, American Medical Society forSports Medicine, 

purposes w ith acknowl edgment. 

.This form has been modified to meet the sfarufes set forth by New Jersey. 


