This form should be placed into the athlete’s medical file and should not be shered with schools or sports organizetions. The Medical
Eligibility Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Eveluation [per state and local guidonce) on file should not need to complete
another History Form.

& PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form {with your parents if younger than 18) before your appointment.
Name: Date of birth:

Date of examination: Sporils):
Sex assigned at birth {F, M, or intersex): How do you identify your gender? [F, M, or other):

Have you had COVID-192 (check one): OY aN
Have you been immunized for COVID-192 (check one): @Y ON  [fyes, have you had: 1 One shot O Twe shots

List pest and current medical conditions.

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

Medicines ond supplements: List all current prescriptions, over-the-counter medicines, cnd supplements (herbal and nutriional).

Do you have any allergies? If yes, please list all your cilergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how offen have you been bothered by any of the following problems? (Circle response. )

Notatall  Severol days Over half the days  Nearly every day
Feeling nervous, anxious, or on edge 0 i 2 3
Not being able fo stop or control worrying 0 ] 2 3
Litile interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

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

9. Do you get light-headed or feel shorter of breath

than your friends during exercise?

1. Do you have any concerns that you would like to
discuss with your provider?

10. Have you ever had o seizure?

2. Has a provider ever denied cr restricted your
porticipation in sports for ony reason?

3. Do you have any ongoing medical issues or

— — problems or had an unexpecied or unexplained
sudden death before oge 35 years (including
drowning or unexplained car crash)2

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

5. Have you ever had discomfort, poin, tightness, 12. Does enyone in your family have o genefic heart

or pressure in your chest during exercise?

6. Does your heart ever race, fluter in your chest

.

or skip beats (irregulor beats) during exercise?

7. Has a doctor ever told you that you have any
heart problems?

8. Hos a doctor ever requested ¢ fest for your
heart2 For example, electrecardiography (ECG)
or echocardiography.

problem such as hypertrophic cardiomyopathy
{HCM), Marfan syndrome, arrhythmogenic right
ventricular cardiomyopathy [ARVC), long QT
syndrome (LQTS), short QT syndrome (SQTS),
8rugade syndrome, or catecholaminergic poly-
morphic ventricular tachycardia (CPVT)?

13. Has anyone in your family hod & pacemaker or
an implonted defibrillster before cge 352




14. Have you ever had a stress fracture or an injury
to o bone, muscle, ligament, joint, or tendon that
coused you lo miss a practice or game?

25. Do you worry about your weight?

15. Do you have o bone, muscle, ligament, or joint
hot bothers you?

UESTIO

16. Do you cough, wheeze, or have difficulty
breathing during or offer exercise?

17. Are you missing o kidney, an eye, a festicle
{moales), your spleen, or ony other organ?

18. Do you have groin or tesficle pain or a painful
bulge or hernia in the groin arec?

26. Areyou frying to or has anyone recommended
that you gain or lose weight?

27. Are you on a specical diet or do you aveid
certain types of foods or food groups?

28. Hove you ever had on eating disorder?

¥ ALES O

29. Hove you ever had o menstrual period?

30. How old were you when you had your first
menstruc! period?

19. Do you have cny recurring skin roshes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus

[MRSA)2

31. When was your most recent menstrual period?

32. How many periods have you had in the post 12
months?

20. Have you hed o concussion or hecd injury that
caused confusion, a prolonged headache, or
memory problems2

Explain “Yes” answers here.

21. Hove you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs cfter being hit or

falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family have
sickle cell trait or disease?

24. Hove you ever had or do you have ony prob-
lems with your eyes or vision?

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:

" Signature of parent or guardian:

Date:

© 2019 American Acodemy of Fomily Physicions, American Academy of Pediatrics, Americen College of Sports Medicine, American Medical Sociely for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopothic Academy of Sperts Medicine. Permission is granted fo reprint for noncommercial, educa-

tional purposes with acknowledgment.



ENGRAHZA N\,
G = Ingraham Teen Health Center

Dear Families,

Did you know that your son or daughter can get health care at the Ingraham Teen Health Center? The health
center, which the location is in the school, is open during the school year to provide health care and mental health
counseling during the school year and is available to all Ingraham students.

e Our services include immunizations, routine physicals, sports physicals, treatment for acute and chronic
illness, asthma management, reproductive health care, and mental health counseling and referral.

e The staffis trained to understand and treat the special health care needs of our teens. Our team includes Fiona
Smith, a Nurse Practitioner and Shirelle Carter, the Clinic Coordinator and the Mental Health Counselors
Elenora Von and Sarah Miner. All work closely with Janet Boyett and Anna Chamberlin, the School Nurses.

e Our goals are to provide early detection and treatment of illness, to encourage teens to live positive lives, to
teach teens how to use health care systems effectively, and to encourage family communication around health
issues. We work in partnership with teens, their families, and the school to support the academic success of the
students at Ingraham.

e We are accessible every day that school is in session so students can be seen at a time that is convenient for
their schedule. We offer phone, telehealth, and in person visits. Students can drop in or call 206-205-0430 to
schedule a visit. Due to Covid-19. The following safety measures have been implemented:

o Prescreening for Covid19 symptoms
o Limiting number of students in the clinic area.
o Masking if symptoms occur and good hand hygiene.

e The Teen Health Center is a partnership between Ingraham High School, Public Health Seattle & King County,
and Kaiser Permanente. The program is funded in part the voters of Seattle through the Families & Education
Levy.

To use these services, you must enroll your son/daughter in the health center by completing and signing
the enclosed registration forms and returning them to the Teen Health Center. Our mailing address is 1819
N. 135t St,, Seattle, WA. 98133. If your teen has enrolled previously, there is no need to sign up again.

Seattle is fortunate to have teen health centers located in all of the high schools and many of the Middle Schools. If
your SPS student does not have access to a clinic, please contact us, and we will try to help.

Public Health|: ofo
Seattle & King County S\\ ””; KA'SE.R PERMANENTE

Revised May 2022



SEATTLE KING COUNTY PUBLIC HEALTH SCHOOL BASED HEALTH REGISTRATION

Today’s Date: Student ID #:

Name: First Last Middle Suffix: Jr, Sr, I II, 111
Preferred Name or “Nickname”: SS# (Optional): - -

Gender: Pronouns: Date of Birth:

Address: City: State: ZipCode: _____
Parent Phone: May we call/text you at this number? oYes o No
Student Cell Phone: May we call/text you at this number? oYes o No

Language Do you need an interpreter? o Yeso No If Yes, what is your primary language?

Housing Status: Have you been in safe and stable housing for the pastyear? oYes oNo
If“No” oTransitional housing oLiving with others  oShelter oStreet/Camp/Bridge oOther
If other, please describe:

Ethnicity: o Hispanic/Latino o Non-Hispanic/Latino o Decline to answer

Race: \/all that apply: 0o Asian o Alaskan Native o American Indian o Black orAfrican American
o Pacific Islander O Hawaiian Native o White o Decline to answer

When was yourlast physical exam? Date: When was yourlast dental exam? Date:

Primary Care Provider: Do you have a current Primary Care Provider oYes o No

Ifyes, whois your provider? What clinic do you go to?

Insurance Information:
Do you have any type of medical or dental insurance coverage?
o Yes (If possible, provide medical insurance card at check-in) oNo

If yes, check all that apply:
o Apple Health (Medicaid) o Commercial/Private Insurance o Other

Legal Guardian:

Name: Relationship:
Phone# Alternate Phone#
Emergency Contact: Relationship: Phone:

Please answer the health history questions if you know (Medical/Mental Health History)

Does the student have any medical or mental health concerns?

Does the student have an allergy to any food/medications?

Does the student take medication on a regular basis? What medications?

Has anyone in the student’s family had the following (check all that apply):
Far any positive please indicate who |, Mother/Father/Sister/Brother/Aunt/Uncle/Grand Parent)

o Asthma o Diabetes o Heart Problems o Stroke o Mental Health/Suicide o© Alcohol/Substance use o Cancer
O Seizures o High Blood Pressure © High Cholesterol o Died before 50 o Blood Clot

10/23



Public Health — Seattle & King County

Notice of Privacy Practices

Acknowledgement of Receipt — Please Sign Below

HIPAA requires that we make the Notice of Privacy Practices available to you. We ask that you sign and date this form. When
you sign and date this form you are agreeing that you were given a copy of the Notice of Privacy Practices. You are not
agreeing to what the notice says.

Usually parents sign for children who are minors (under the age of 18). There is an exception when a minor seeks services for the

following: family planning, sexually transmitted disease testing/treatment, outpatient mental health treatment or outpatient alcohol
and drug abuse treatment. Under state law, minors may consent to their own treatment for these services. When this happens, they
will be asked to sign this form for themselves.

For more information, please read the attached Notice of Privacy Practices.

The undersigned has received the notice of Privacy Practices of Seattle - King County Department of Public Health.

Signature:

Sign

Date: (mm/dd/yyyy)
Relation to Patient: 1

11/22/2013




Public Health — Seattle & King County

Consent to Bill and Treat

Acknowledgement of Receipt — Please Sign below

Release of Benefits and Information: I authorize my insurance benefits to be paid directly to the medical provider. I am
financially responsible for any balance due. I authorize the medical provider or Insurance Company to release any information
required for this claim. I certify that the information that I provided is accurate, to the best of my knowledge.

Consent for Treatment: I hearby grant permission to Public Health - Seattle & King County to perform such medical/dental
procedures as may be professionally deemed necessary or advisable for my diagnosis and treatment. In the event that the patient is
an adolescent (13-17 years of age) requesting general medical/dental services, consent is specifically given for care when said
adolescent presents him/herself for treatment in my absence.

Signature:

Sign

Date: (mm/dd/yyyy)

Relation to Patient: |

11/22/2013




Community Based Organization

2 /' Seattle Public Parent/Guardian Consent Form

¥ Schools 2023-2024 Approval
Public Health —Seattle & King
County Ingraham High School
School-Based Partnerships Seattle & King Co. Public Health
Program 1819 135t St
401 5™ Ave Seattle, Wa. 98133
#1000 206-205-0430

Seattle, Wa. 98104
206-263-8350

Consent to Release of Education Records Under the Family
Education Rights and Privacy Act (FERPA)

I consent to the release of my child’s education records from the Seattle School District to the above listed agencies.
I understand that education records include, but are not limited to;

Enrollment History
Assignment Grades
Upcoming & Missed Assignments

1. Student name, DOB and contact information

2, Student Demographics: including Special Education status and 504 Status and race/ethnicity
3 Attendance History

4, Discipline History

5. Coursework and grades History

6. Test Scores History

T.

8.

9.

This release includes permission for agency staff to access my child’s academic records using an automated data feed
through Seattle Public Schools.

I understand that the purpose of sharing these records with the above-mentioned entities is to keep my child’s school-
based health center medical and/or mental health provider informed of his/her academic program and progress. In
collaboration with Public Health - Seattle & King County, Kaiser Permanente, staff will work with my child and/or
his/her school in an effort to improve my child’s success at school. I acknowledge that I may revoke this consent by
sending a written notification to the Seattle School District’s School & Community Partnership Department, MS: 33-160
P.O. Box 34165 Seattle, WA 98124,

This Release of Information will make the above-listed educational records, which includes historical student data,
available to agency staff from the date of consenting signature until December 31, 2024. I consent to Seattle School
District releasing information to the above listed agencies (please print clearly):

Parent/Guardian Signature (if youth is 17 or younger):

Parent/Guardian Printed Name:

| Student's Signature (if youth is 18 or older):

Today’s Date:
PRINT Student’s Name (First and Last name) Student Date of Birth
**Student School District ID # Student’s School

**Student ID # can be found on student ASB card, report card, official school mailing, or by contacting your student’s school

For more information please refer fowww.seattleschools.org/departments/community-partnerships 23-24 Consent




