
5 por·ts 

Dear Parents, 

There has been a change from the state of NJ regarding SPORTS physicals. Parents have 2 pages of 
History Forms to compfete. These forms must be completed before your doctor's appointment and must 
be brought with you so the doctor can review them before the exam. The doctor wm have 2 forms to 
complete. The first form is the actual physical which will remain with the doctor along wlth the parent 
History form. The 2nd fonn is the Physical Evaluation Medical Eligibility Form which will be returned to 
the school nurse. The students may not TRYOUT, PRACTICE, or PARTICIPATE in any sport until deared by 
the nurses. We will review to make sure all the information is complete Including doctor's 
signature/stamp and required information on the form. 

As a reminder, 

• The physical forms are valid for 365 days 
• If you had a physical within 365 days and it is not time for a new one, the doctor will complete 

the Sports Physical forms based from their last physical 
• The existing Health History Questionnaire form will continue to be required every 90 days by the 

parent 

• You do not need a new physical or the new forms if your previous SPORTS PHYSICAL is within 
365 days Your next SPORTS PHYSICAL will need to be completed on the new forms. 

lf you have any questions, please feel free to contact the nurses . 

• 
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Printipals., School Nurses, School Physicians, Athletic Directors, Athletic Trainers 

Kathy Ehling, Ass1stant Commissioner 
Division of Educational Services 

Updated Preparticipation Physical- Ev~luation 

The Prepartidpation Physical Evatuation (PPE), commonly referred to as the "sports physical form,".has been 
updated. The.PPE was updated jointly by the American Academy of Family Physicians, American Academy of 
Pediatrics, American College -qf Sports Med_icine, American Medical Soc_i~ty for _Sp_ort·s Medicin~, A,:n~rican 
Orthopaedic Society for Sports Medicine,_ and American Osteopathic Academy of-Sports Medicfne in 2019.and 
2023. The sports physical form.has been tailoted to comply with New Jerse.y iaw and has been adopted by the 
New Jersey Department of Education (NjDQE). 

There has been a change in the requirements for submission of the updated PPE. The History Form and·the 
Physical Examination Form within the p~cket ao not m~ed to be submltte_d to the stuqent's schoot. The ijistory 
Form and the Physical Examination Form should be kept by the healthcare provider who compfetes. the PP-E. Only 
the compteted Medi~I Eligibility form sh.ould be submitted to the_schodl. The Medic_aLEUgilijfityFo.rm provid_es __ 
space for th~ he,althcare provider to share _relevant hea_lth information wit~. t~e sch9qf-if_-nec;es-sarv cµ,:d includes a 
recommendation regarding the student's ability to participate in athletics. It is important-to note that the PPE 
must be c_onducted by a_ licen~ed physician, advanced practke nutse., or" physician a~sistaht who has tonipleted 
the student athlete cardiac assessment professional development module developed by the N.JOOE. 

Once submitted to the school, th~ Medical Eligibility for·m sho_old be k~pt in th·e·-st_udent"s ·health fil.e and recorded 
on the A-45. Pursuant to N_.J.A.C. ~A:l~-2.4, 2.i(h}iiv, and 2.3-(a)41v~ ~a.<;h :s_chool dhtri_ct: .i~ reql:Jire..~ to "provide to 
the parent-written notification signed by-the school physician stating: approval ofthe student's participation in 
athletics based upon the medical report or the reasons for the ~c_hool-physici~t1's disapproval of the student's 
partic_ipation." Districts wilJ develop an9 "implementth~fr own pro.tedur~s to no~•fy pare·nts of their ~tl,ldent's 
approval or djsapproval from participating in -athletics. 

If a stµdent's P.PE was compteted over 90 days priorto th~ first day of official p,racti~e in an athletic- s~ason, a 
Health History Update Questionnaire (often called a 90-day update form) is still required. 

The upd_~ted forms and a frequently asked qu~stions document are available on the NJ DOE Information. for 
Studgn-t AthJet-es-page. 

The use of the new forms will be phased In. The previous forms will be accepted for any physical completed prior 
to July 1, 2024. Districts should begin the implementation process of utilizing and distributl-ng the new forms 
effe.ctive immediately. 

Contact information 
Questions may be directed to healthysch@doe.nj.gov. 

c: Members, State ao·ard of E·ducat1on 



Name of School: 

New Jersey Department of Education 
Health llistory Update Questionnaire 

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical 
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update 
questionnaire completed and signed by the student's parent or guardian. 

Student: Age: Grade: --------------------------- ----- --------
Date of Last Physical Examination: Sport: ----------- --------------------
Since the last pre-participation physical examination, has your son/daughter: 

1. Been medically advised not to participate in a sport? YesO NoO 
If yes, describe in detail: 

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? YesO NoO 

If yes, explain in detail:IL,. ___________________________________ __. 

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes0No0 

If yes, describe in detail.I"""-----------------------------------~ 

4. Fainted or "blacked out?" Yes0No0 

lfyes, was this during or immediately after exercise?!"""--------------------------' 

5. Experienced chest pains, shortness of breath or "racing heart?" YesO NoO 

If yes, explain IL.~ --------------------==---===-----------------...l 
6. Has there been a recent history of fatigue and unusual tiredness? YesO NoO 

7. Been hospitalized or had to go to the emergency room? YesO NoO 

If yes, explain in detail 

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age 

50 had a heart attack or "heart trouble?" YesO NoO 

9. Started or stopped taking any over-the-counter or prescribed medications? YesO NoO 

10. Been diagnosed with Coronavirus (COVID-19)? YesO NoO 

If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesO NoO 

If diagnosed with Coronavirus (COVfD-19), was your son/daughter hospitalized? YesO NoO 

Date: ________ Signature of parent/guardian:--------_-_-_-_-_-_-_-_-_-_-_,-------------

Please Return Completed Form to the School Nurse's Office 



.., 'Thia fonn mould t,,, maintained hy the hcaltharc pro-rider oomplcting the physial mmrt (medical home). It lhouJd not be lhared with 
IChoo1t. 'The rnmnl elip;hilq fuan.i.t tho an)y loon that ahould bo 1t1hrn{ftrd to a.ldiool. 'Thepbymal cum must be COD'lpCted bya. 
healthcare providel' who ia a Jicmaed phyaician. advanced practice nune or physician MSisbnt. who hu completed 1hc Student-Mh1eto 
CamiacAaeasmem"ProfcaiooalDeffiopmcnt module hosted by the New Jeney Department of'F.ducation. 

■ PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance) 
HISTORY FORM 
Note: Complete and sign this form (with your parents if younger thon 18) before your appointment. 
Nome:______________________ Dote of birth:---------~ 
Dote of examination: __________ _ Sport(s): ______________ _ 
Sex assigned ot birth(~ M, or intersex): __ _ How do you identify your gender? (F, M, non-binary, or another gender}: __ _ 

Hove you hod COVID-19? (check one): o Y o N 

Have you been immunized for COVID-19? (check one}: O Y □ N If yes, Jiove yoo had: D One shot □ 1wo shots 
D Three shots □ Booster dote{s) _______ _ 

List post and current medical conditions. __________________________ _ 

Have you e1er had surgery? If yes, ~st all past surgical procedures. __________________ _ 

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

Do you have any allergies? If yes, please list a8 your allergies (ie, medicines, poffens, food, stinging insects). 

Pafient Heahh Questionnaire Version 4 (PHQ-4) 
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Grcle response.) 

Not at all Several days Over hol the days Nea~ ~ day 
feeling nervous, anxious, or on edge O l 2 3 
Not being able to stop or control worrying O 1 2 3 
little interest or pleosure in ~oing things 0 1 2 3 
Feeling down, depressed, or hopeless O 1 2 3 

(A sum of ~3 is <;onsidered positive on either subscole [questions 1 and 2, or questions 3 ond 4] for screening purposes.} 

: GENERAL _QUESTIONS •• 
(Explain ".Yes'' answers ot !he end of this form. Circle 
questions if you don't know the answer.I Yes No 

1. Do you have any concerns that you would like to 
di$Ct.1$S with your provideri 

2. Hos a provider ever denied or restricted your 
participation in sports for ony reason? 

3. Do you have any ongoing medical issues or recent 
illness? 

HEART HEALTH QUESTIONS ABOUT YOU Yes No 

.4. Ha,,e )QI fNer f)O$Sfld cu 0( nearl-t passed out 
during er ofter exerciw. 

5. Have )QI tHer had di$COITlfort, pain, tightness, 
or pressure in your chest during exercise! 

6. Does your heart eNer roce, Rutter in yoor chest, 
o< skip boot, (irregular beab) during exerd1e? 

7. Hos a doctor f!Nf!L' told you hJt you have any 
heart problems~ 

8. Has o doctor tMK requested a test for your 
h~ For~- electrocardiography (ECG) 
or echocordiogrophy. 

HEART HEALTH QUESTIONS ABOUT YOU 
(CONTINUED} Yes No 

9. Do you get light--headed or feel shorter of breath 
than your friends cl.ring exercisef 

10. Have you ~ had O ~ 

11. Has any family member ot relative died of 
heart problems or had ao unexpec:ted or 
unexplained sudden death before ago 35 
years (including drown~ or u~ined cor 
crash), 

12. Does 00)'008 in your family have o genetic 
heart problem such as hypertrophic cardio­
myopathy (HCM), Morfao ,yndrome, orrhyth­
mogenic right ventricular cordiomyopothy 
(ARVC), long QT syndrome (LQlS), short QT 
syndrome (SQTS), Brugodo syndrome, or 
catecholaminorgic ~ wntriculor 
tachycardia (CPVTit 

J 3. Has anyone in yotK family hod a pacemoJw 
or on im lanted defibrillator before a e 35? 



' \ 

. ' 
BONE AND JOINT QUESTIONS Yas No . . 
l A. Have you f!!'M' hod a stress froctura or an injury to a 

bone, muscle, ligament, foint, or tendon that caused 
you to miss o practice or game, 

15. Do ycu have o bone, musde, ligament, or joint 
infury that both~ )'OVf 

~\EDICAt QUESTIONS 
: 

16. Do you cough, wheeze, or have difficulty breathing 
during or after exen:ise? 

17. Ive you missing a kidney, on eye, a teslide, your 
spleen, or any other orgoni 

18. Do )'0'I have groin or testide pain or a painful bulge 
or hernia in the groin areal 

19. Do you have ony recurring slcin rashes or 
rashes hit a:,me ond go, including herpes or 
methicilin-reswont Slapl,ylococa,s aureuJ (MRSA), 

20. Have )QI hod a concussion or head injury that 
caused confusion, o prolonged headache, or 
memory problemsl 

21. Have )QI ever hod numbness, hod tingling, hod 
weakness in your arms or legs, or been unable to 

move your arms or legs ofter being hit or falling? 

22. Hove yo,., ever become ill while exercising in the 
heat? 

23. Do you or does someone in your family -have sidde cell trait or dl$e0se1 

u. Have you f!Nel' hod or do yoo hove any problems 
wilh your eyes or visionf , 

Yes No 

25. Do you worry about your weight1 

26. Are you trying to or hos anyone recommended M 
you gain 0( lose weighti 

27. Are you on a special diet or do yoo avoid certain 
types of foods or food groupst 

28. Have you tNer hod an eating disorder? 

29, Have you tNeT hod a menstrual periocf1 

30. How old were you when you hod -px first mensfnJol 
periodf 

31. when was your most recent menstrual period? 

32. How many periods have you hod in ~ post 12 
months¥ 

Explaln MYes"' answen here. 

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete 

andco1Tect. 

Signatureof °'1Jete: ----------------------------------
Signature of parent or guardian: _______________________________ _ 

~--------------------

C 2023 Amarican kodetny cl Fomly PltyskkN, hie,'ican Aaxl.trry ol PeJialrics, .American College cl Spotts Medidna, Ameriarn Meclcol ~ for Sports~ 
AtneticDi Orl/,c,poedk Soc::iely lo, Sports Md:ine, ond American Odeopai,k At»d.nyol Spo,b Mecldo.. ,emtmion is granled b rwpint for~ educa-
tional ~ ~ ~-



Prcparttctpation Physical Evaluation MedJcal EUgiblJtty Form 

The Medical Eligibility Form is tho only form that should be submitted to 
school. It should be kept on file with the stu<lent•s school health record. 

Student Athlete's Name __________________ Date of Birth ________ _ 

DateofExam _________________ _ 

o Medically eligible for all spons without restriction 

o Medically elig:bie for all sporu without restriction with recommendations for further evaluation or treatment of 

o Medically elig11>le for certain sports 

o Not mectiCflly eligil>le pending further evaluation 

o Not mectiefilly eligi"ble for any sports 

Recommendations: ------------------------------
I have reviewed the history fOim and examined the student named on this fonn and completed the preparticipation physical evaluation. The 
athlete does not have apparent clinical contraindications to practice and can participate~ the sport(s) as outlined on this fonn. 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 bee.n cleared for participation, the physician may rescind the medical eligioility until the problem is 
resolved and the potential consequences are completely explained to the athlete (and parents or guardians). 

Signarure of physician, APN, PA Office. stamp (optional) 

Address: ___________________ _ 

Name of healthcare professional (print) ________ _ 

• I certify I have completed the Cardlac Assessment Professional Development Module developed by the New Jersey Department of 
Education. 

Signature of healthcare provider _______________ _ 

Shared Health Information 

Allergies ______________________________________ _ 

Medications: 

Othcl inf oonation: -------------------------------------
Eoqency Contacts: -------------------------------------
0 2019 A.mericon kadenry of FDIMily Pltpida,u, .American .4alde,,y of PtdialrlCJ, .u,erlcon Coll,ge of Sports Medicins, Americo1i Medical Society for Sports Mtdkine, 
Amaicaa Orlliopadic Soddy for Sporll Jltdld11t, alld American Olltopathlc Acade,,,y of~ MedlchJe. Permiuion u :rantt.d lo r,pri,u for 1/0llt'OIIJIIIUcial. tducolional 
purposu 'With acknowltdgmaiL 

• "This form has been modified to meet the statutes sst forlh by New Jetsey. 
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