
Springfield
625 N. Jackson Avenue, PO. Box 146

Springfield, N4innesota 56087-0146
507-723-6201
mal,oclinichealths\.stem.org

May 3, 2018

Dear StudenIs. Parents and Guardians

With the conclusion ofthe school year many thoughts transition to summer activities but before you know it we will once

again bethinking about whar yourchild needs lbr August and the beginningofthe20l8-19 school year. Ifyour student is

a student-athlete, you should make plans to have your sports physicals complete before the third week in July (football

camp) or the second week in August when practice for the fall sports season begins.

For your convenience, we have included forms in this packet which must both be gqp!9!gC-41!39!94p3Iy the

student for the physical.

l. Care ofUnaccompanied Minor: Consent to Treat form which enables our medical center personnel to care for

patients less than I 8 years of age without a parent or guardian present if that circumstance applies to your

personal situation.

2. The 2018-2019 Physical Examination Form from the Minnesota state HiSh School League.

Mayo Clinic Health System in Springfield and Lamberton encourages you to call to schedule an appointment

at 507 -723-6201

To learn more about Mayo clinic Health syslem, please visit mayoclinichealthsystem.org.

Sincerely,

Scott Thoreson
Administrator
Mayo Clinic Health System in Springfield
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It may be more convenient to have prior aufiorlzdtion in place so fiat medical care may be delivered directy to minors if a parent or legal
declsion maker cannot be present prior to teatment. Please revlew he followlng aufiorlzation for teaunent and complete the lnformation
if you want to authorize such troatrnent for your minor child. Be advlsed that protected patient health lnlormation may be shared wlth fte
designated declsion makerto facilihte informed decision making.

Authorization

ldentiry fE Type of iredlcal Services for Which This Auhorization is Given

ldentify tB ]ime Frame for this Authorization From Through

0his consent will be valid for one year from date of slgnature unless shted differenty.)

I Understand I May Revoke This Consent atAny Time ln Writing to (provider or Heatth Care Faclllty)

Contact lnformatlon
lF urgent medical care Is needed, firsl try to contact me (us) regarding the health care of my (ou0 child at the lollowing telephone
numbe(s). lF you are unable for any reason to contact me (us), then you may rely on ttre deslgnated decislon maker for consent.

t0 deliver medicd featment to my (ou4 child. I (we) request and authorize

(Provider or Health Care FacilM'
and its personnel to deliver medical care to my (our) chlld listBd below:

I (we) have he legal right to preauthorize his faciltty

Name Eirth Date

Allergies

our Family Receives ongolng Care From (provider or Heal$ Gare Facilty)

Daytime Phone

Evening Phone Evening Phone

Mobile Phone Mobile Phone

Parent or Legal Guardian Signafure Parent or Legal Guardian Signature

Date Ilme

Oml 5 $ayo Fo(ndation ,or Medical Educelhn snd 86carch
iltiltilfl1ilililililililllflililt 10878

MCHS20265r6v 1 21 5

Care of Unaccompanied Minor: Consent to
Treat
Location:D Mankato E Fairmont D New Prague Dspringfield ESt. James EWaseca

Limitations

Medications

Parent Name Parent Name

Daytime Phone

E Telephone ConveMtion Witr Parenycuardian (Clinic Representaflve Signature)



Revised 4i 18/'18 Pa e 1ot4

Age:_ Gender: M/F

2018.2019 SPORTS QUALIFYING PHYSICAL EXAMINATION CLEARANCE FORM
Minnesota State High School League

Student Name
Addressl

Birth Date

COPY this Clearance Form for the student to retum to the school. (EEe the complete document in the studenfs medical record.

School Grade

E (4) Not cleared for: E All Sports
! SPecific SPorts-

Reason:

Attending Provider Signature
Print Provider Name:

sport ch.riffcnion a.[d on hn.nuly I Siti!ou.n..l: IhE c]assiicaton 6 ba*d on pe.t sLic a.d

d;I'm cfiDonents -icved diJring cor!.iton h should be noDd horer€r hd higher vd€s nEv be r.eh€d

du.n!ttnng llr€ rEeasng drirtic conportnt is d€i.od i. cdns ol lrE esti*d pdclnl or tr'a,nd oxvgei

$t*€ (Maror) i€v.i tdlcsdEm an iicr€asi.gcrdx oLoul Ih€ mrcann! sbtic cs,ro.emis GEledb

dl€ cdinaei ,el6!.i d Mrnal voluilry.onn&bn ([ryC) re&h.d and rcsuns m an inc.oasn! Oood pfessl,e

lo.d The lo."sl btd crdbvasculr d€rn lds (crdi., ooDui a\d Uood p.Essu.) ,e shoq'n n t9hEsl shadn!

..d b. higtEsl in dir.$ shad.q n! gr3duatd shadng o b.l"..n dcrEts lo* n[d€r.lE md€rn and hgh

nodera€iol,cfldiova!.uladoilinds'Dang€roibodilycollisbi ilnceasad,rsk sv(op.occuG R€pnnled

*ih psrtlsioi ,rdn Mrm 8J. ZP.s DP 36fi Eetl€.da Conloli.e €lQlbl*v Gonie[daoons ld corDettlt
d*€s snr crtuvrs.dt abnoflt*tes l rn Col Crdi, 200t {5(Ei ,31 /_1 375

locreastng Oyhanc Conponort t , , , t

Date of Exam 

-

Sports

I certify that the above student has been medically evaluated and is deemed to be physically fit to: (Check Only One Box)

E (1) Participate in all school interscholastic activities without restrictions'

E (2) Participate in any activity not crossed out below.

c High

$
R

t
t
t
t
t

&
€

d

p

!

69

;:
-Rg

I have examined the above named sludent and completed the Spons Oualifying Physical Exam as required bylhe Minnesota State Hrgh School League

n copy ot tne pnyslcat exam ts on record in my office and can be made available lo the school at the requesl of the parenls

Limited Contact
Sports

Collision contact
Sports

Baseball
Field Evenls:
.:. High Jump
.:. Pole Vaull
Floor Hockey
Nordic Skiing
Sofiball
Volleyball

Badminton
Bowling
Cross Country Running
Dance Team
Field Events
.l Orscus
.:' Shol Pul
Golf
Swmming
Tennrs
Track

Baskelball
Cheerleadiog
Diving
Foolball
Gymnastics
lc€ Hockey
Lacrosse
Alpine Skiing
Soccer
Wreslling

Sport Classilicaton Based on Contact Sporl Classificatlon Based on tntensry & Sarerruolrsoess

city, state, zip code
Office Telephone:

IMMUNIZATIONS lrdap. menrngococcat (MCV4, 1-2 doses), HPV(3doses) MMR (2 doses). hep B (3 doses): hepA(2doses), varicella (2 doses

or history of disease)i polio (3-4 doses) influenza (annual)l

!'Up{o-daie (see attached school documentation) n Not reviewed at this visit

EMERGENCY INFORMATION
Allergies
Othet lnformation
Emergency Contact

Personal Provider
TeleDhone: (H) (w)

Office
lc)

Telephone _

repertiopation Physlcal valualon (4th Ed[ron) AA M SSM AOASM 2O1O

Home Telephone: Mobile Telephone

Non-contact Sports

! (3) Requires further evaluation before a final
recommendation can be made.
Additional recommendations for the school or
parents:

Office/Clinic Name 

-

Address

E-Mail Address:

Relationship

This form is valid for 3 calendar years from above date with a normal Annual Health Questionnaire

FOR SCHOOL ADMINISTRATION USE: [ [Year2 Normal] ! [Year3 Normal]
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Student Name

2018-2019 SPORTS QUALIFYING PHYSICAL HISTORY FORM
Minnesota State High School League

Crrcle Questron Num uestrons forwhich the answer rs unknown

Page 2 of 4

Crrcle Y lor Yes or N for No
1

Y/N
Y/N
Y/N

Lrst
4 Do you have allergtes lo medicines, pollens loods. or stnglng lnsects2

5 Have you ever spenl lhe nrght in a hospital?
6 Have you ever had surgery?

HEART HEALTH OUESTIONS ABOUT YOU
7 Have you ever passed out or nearly passed out DURING exerclse?

Have you ever passed oul or nearly passed outAFTER exercise?
Have you ever had discomfort, pain. tightness, or pressure rn your chesl dunng exercise?

Does your heart €c€ or skip beats (ir.egular beats) during exercrse?
Has a doctor ever told you that you have? (circle):

High btood pressure A heart murmur High cholesterol A hearl infection Rheumalic fever Kawasaki's Disease

Ha: a doclor ever ordercd a tesl lor your hea(? (for example, ECG/EKG. echocardiog€m, slress test) " ' '

Oo you get hghlheaded or teel more short ot breath than expected during exercase? . . .

Have you ever had an unexplatned gelzure?

Do you get more tired or short of breath more quickly than your lriends during exercise?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY
16 Has any family member or relatNe died of heart problems or had an unexp€cled or unexplarned sudden death before age 50 (including unexplalned drownrng or

unerplarned car accdenl)
t7 Doei anyone rn your famrty have hypertrophic crrdiomyopalhy, Martan syndrome, antythmogenrc nght ventdcular cardiomyopathy, long OT syndrome shorl OT

syndrome, Brugada syndrome, or catecholaminergic polymorphE vent cular tachycardia?

18 Does anyone in yourfamily have a hean problem. pacemaker. or implanled defibnllator?

19 Has anyone rn your famrly had unexplained lalntng. unerplarned selzures o, near d,ownlngt
BONE AI{D JOINT OUESIIONS

20 Have you ever had an rnjLlry ltke a spraln. muscle or hgament tear or tendonrtrs thal caused you to mrss a practlce or game?

21 Have you had any broken or lractured bones or dlslocated plnts'
22 Have iou ever hid an rnjury that required x-rays. MRt CT scan. rnJectrons. therapy. a brace a cast or crutches?

23 Have you ever had a stress lraclure? 
im,24 Have iou ever been totd that you have or have you had an xray lor neck instabrlrty ot atlantoaxral rnstabrlity? (Down syndrome or dwar,il

25 Do you regularly Llse a brace orlhotcs or olher assrstlve devlce?

26 Oo you nave a bone muscle or prnt rnlury lhal bothers you'
27 Do any ot your prnls become parnful swollen ,eel warm. oI look red?

28 Do you have any history ofjuvenlle arlhalrs or connectrve llssile drsease?

MEDICAL OUESTIONS
29 Has a doctor ever told you lhat you have aslhma or allergres?

30 Do you cough, wieeze. e)Qerience chest tghtness or have dlflicully breathlng dunng or afler exerds€?

31 Is lherc anyone tn your lamily who has asthma?
32 Have you ever used an inhaler or laken asihma mediqne?
33 Do you develop a lash or hrves when you ererclse'
34 We;e you bom wilhout or are you missing a k.dney an eye, a testicle (males) or any other organ?

li iaJe you erer t'aO numbness, tingling, or weakness in your anns or legs afler being hitorfalling? , ', '

46 Oo you gel ftequent muscle camps when exercrsangt
47 Do iou dr someone tn your famlly have sckle cell tarl or dlsease2

48 Have you had any problems wilh your eyes or vlsion?..
49 Have you had any eye 'n,urres?
50 Do you wear glasses or conEcl Enses?
5l Do you wear goteclrve eyewear. such as goggles or a lace shreld?

52 Do yoLr worry aboul Your weght'
53 Are you lrying lo or has anyone lecommended lhat you gain or lose weighl?

54 Are iou on a sp€oal diel or do you avod cerlarn types ol foods'
55 Have you ever had an eating dlsorder?
SO Oo Voi., f,"r" 

"nV 
*ncerns l-har you would lke lo discuss wih a doclor?

FEMALES ONLY
57 Have you ever had a menstrualpenod?
58 How old \ ere you when you had your frst menstrual penod? 

-
59 How many menslrLral F,enods have you had tn the lasl year' 

-

Y/N
YiN

8

0
1

YiN
Y/N
Y/N
Y/N

Y/N
Y/N

Y/N

't2
13
14
15

Y/N

Y/N
Y/N
Y/N

Y/N
Y/N

Y/N
Y/N
Y/N
Y/N
Y/N

Y/N

Y/N
Y/N
Y/N
Y/N

Y/
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N
Y/N

Y/N
YiN
Y/N
Y/N
Y/N

Y/N

Y/N

Parenl or Legal Guardian Signature StudenlAthlete Signalure Date

Birth Date:_ Date of Exam:

History

GENERAL OUESTIONS
1 Has a doctor ever denred or reslrrcled your parllcipalion rn sporls lor any reason o. lold you to grve up sports?

2 Do you have an ongotng medtcal cond on (llke dlabeles aslima anemra, rnfectrcns)?

3 Are you currently taking any prescnplton oI nonprescnptlon (over-the-counleo medlcines or pllls?

Noles

I do not know of any existing physicat or additional health reason lhat would preclude participalion in sports. I certify that the answers to lhe above

questions are true and accurate and I approve participation in athletic activities
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2018-2019 SPORTS QUALIFYING PHYSICAL EXAMINATION FORM
Minnesota State High School League

Student Name Birth Date:_ Age:- Gender: M / F

Follow-Up Questions About More Sensitive lssues:
'!. Do you feel slressed oul or under a lot of pressure?
2 Do you ever feel so sad or hopeless lhat you stop doing some of your usual activities lor more than a few days?
3 Do you feel safe?
4 Have you ever tried cigarette, cgar, or pipe smoking. even 1 or 2 puffs? Do you currently smoke?
5 During lhe past 30 days. did you use chewing lobacco, snuff. or dip?
6 During lhe past 30 days, have you had any alcohols, even iusl one?
7. Have you ever taken steroid pills or shots w hout a doclor's prescnplion?

8. Have you ever taken any medications or supplements to help you garn or lose weighl or improve your performance?

9. Ouestion "Risk Behaviors" like guns, sealbells, unprotected sex, domestic violence drugs. and others

Notes About Follow-Up Questions:

MEDICAL EXAM

Weight 

- 

BMI (optional) % Body fat (optional) 

- 

Arm Span-Height _
Pulse BP _t _ (_ t_)

Corrected: Y/N Contacts: Y/N Hearing: R- L- (Audngram or confronhtjon)Vision: R 20/ L 20t

Exam Abnormal Notes lnitials*

A nce Y/N
No [4arfan stigmata (kyphoscoliosis, high-a rched
palate, pectus excavatum, arachnodactyly, arm span >

he a tvlVP aortic insufficien

Y/N

HEENT Y/N
Eyes Y/N
Fundosco Y/N
Pu ls Equal/ Unequal

Hearin Y/N
Cardiovascular Y/N
No Murmurs standi tne I Valsalva Y/N
PMI location
Pulses simullaneous femoral & radial Y/N

Lu Y/N
Abdomen Y/N
Tanaer onal tI t tvv
Skin No HSV. MRSA Tinea co ris

Musculoskeletal
Neck Y/N
Back Y/N
Shoulder/Arm Y/N
ElbowForearm Y/N
WrisUHand/Fin Y/N
Hi h h YiN
Knee Y/N
Le Ankle Y/N
Foot/Toes Y/N
Functional (Single Leg Hop or Squat, Box Drop) Y/N

' Required Only if Multiple Examiners

Provider Signature

Normal

Y/N

rt

rt

Noles:

Assessment: n cleared for sports without reslriction D Reskicled participalion (see clearance Form)
plan: tmmuiations: ! Up{o-Date ! Recommend Annual Flu Shol (Especrally for Aslhma & winler alhletes) E Conside. HPV senes

E tmmunize if needed (Tdap. menr;g-ococcal MCV4, ( 1-2 doses). 3 HPV. 2 MMR. 3 hep B, 2 hep A. 3-4 Polio, 2 varicella or history of disease)

ieatth Maintenance: E Lifestyte. health, and safety counseling n Drscr.rssed denlal care and mouthguald use

I Disculsed Lead and TB exposure - (Testing indicated / not indicaled) f]Eye Refraclion il indicated

Date: _
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Vlinnesota State High School League

2018-2019 Pl ADAPTED ATHLETICS MEDICAL ELIGIBILITY FORM Addendum
(Use only for Adapted Athletics - Pl Division)

The MSHSL has competitive interscholastic Physically lmpaired (Pl) competition. Students who are deemed fit to
participate in competitive athletics from a MSHSL sports qualifying exam should meet the criteria below to participate in

Adapted Athletics - Pl Division.

The MSHSL Adapted Athletics Pl Division program is specifically intended for students with physical impairments who
have medical clearance to compete in competitive athletics. A student is eligible to compete in the Pl Divasion with one
of the following criteria:

The student must have a diagnosed and documented impairment specified from one of the two sections below:

(Must be diagnosed and documented by a Physician Physician's Asslstant, and/or Advanced Practice Nurse.)

- 

Neuromuscular 

- 

Postural/Skeletal 

- 

Traumatic

_ Growth 

- 

Neurological lmpairment

Which: 

- 

affects Motor Function 

- 

modifies Gait Patterns

(Optional) _ Requires the use of prosthesis or mobllity device, including but not limited to canes,

crutches, walker or wheelchair.

1

2. _ Cardio/Respiratory lmpairment that is deemed safe for competitive athletics, but limits the intensity

and duration of physical exertion such that sustained activity for over five minutes at 60% of maximum heart

rate for age results in physical distress in spite of appropriate management of the health condition.

(NOTE:) A condition that can be appropriately managed with appropriate medications that eliminate
physical or health endurance limitations WILL NOT be considered eligible for adapted athletics.

Specific exclusions to Pl competition:

The following health conditions, without coexistinq ohvsical impairments as outlined above, do not qualify the student to

participate in the Pl Division even though some of the conditions below may be considered Health lmpairments by an

individual's physician, a student's school, or government agency. This iist is not all-inclusive and the condations are

examples oi nbn-qualitying health conditions; other health conditions that are not listed below may also be non-qualifying

for participatron tn the Pl Division.

Attention Deficit Disorder (ADD), Attention Deficit Hyperactive Disorder (ADHD), Emotional Behavioral Disorder (EBD),

Autism spectrum disorders (including Asperger's Syndrome), Tourefte's Syndrome, Neurofibromatosis, Asthma,

Reactive Airway Disease (RAD), Bronchopulmonary Dysplasia (BPD), Blindness, Deafness, Obesity, Depression,

Generaljzed Anxiety Disorder, Seizure Disorder, or other similar disorders.

Student Name

Provider 1pp1x1y

Provider 1s16x11spg

Date of Exam
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