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Health Assessment / Sports Physical Statement   (HASPS) 
for CYS SERVICES  

ENROLLEMENT, Renewal & SPORTS Physical Requirements 
                                                                                                                        Revised 12Jan 10 

DATA REQUIRED BY THE PRIVACY ACT OF 1994 

 
PRINCIPAL PURPOSE: Information is used by DA personnel to: (1) verify child health status of immunization per admission requirements; (2) note 
special program considerations or restriction on child participation; (3) execute emergency medical procedure for chronic illnesses/conditions; (4) refer 
child for enrollment in Exceptional Family Member Program; (5) certify physically fit to participate in sports. ROUTINE USES: No information is disclosed 
outside DOD. DISCLOSURE: Information is voluntary; however, if information is not provided, individuals may not be able to participate in community 
activities.  

INSTRUCTIONS: All  sections A, B, C. must be completed 

PART:  A  Medical History (Filled out by parent / guardian) 

Name of Sponsor 
 
 

Home Telephone  
 
Cell Telephone 

Duty/Work Telephone 

Sponsor Unit / Work Address 
 

Sponsor SSN Spouse’s Work Telephone 

 
CHILD HEALTH INFORMATION  

Name of Child Birth Date Sex 
 
        Male                        Female 

Does your child have ongoing medical concerns?                           
(If Yes, explain circumstances and current status)                     
             
          Yes                      No 

Is your child enrolled in Exceptional Family Member Program?                  
(If Yes, explain) 

                                                                                       
         Yes                       No 

 
MEDICAL HISTORY 

                                                                                       YES       NO                                                                                                                     YES      NO 

1.   Any hospitalization or operations    14. Heat stroke or exhaustion   

2.   Allergies to medicine, insect bites or food   15. Broken bones or sprains   

3.   Speech or development delays   16. Joint injuries (Ankle/Knee/Wrist)   

4.   Vision Problems (Glasses / Contacts)   17. Required restricted physical activity   

5.   Ear or hearing problems   18. Diabetes   

6.   Seizures or Convulsions   19. Cancer   

7.   Dizziness or fainting with exercise   20. Dental or orthodontic braces   

8.   Headaches   21. Learning problems   

9.   Head injury or loss of consciousness   22. Sleep problems   

10. Neck or back injury   23. Behavioral problems   

11. Asthma or difficulty breathing   24. ADD / ADHD   

12. Heart or blood pressure problems   25. Autism Spectrum Disorder   

13. Chest pain with exercise   26. Other (please list below)   

If you answer yes to any of the above, please explain: 

 

Ongoing Medications 

Name Dosage Frequency 

   

   

   

Allergies – All Types (Foods, Medicines and Insect Bites) 

Type Reaction 
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PART B:  Physical Exam                
Medical Staff Assessment (Completed by licensed independent practitioner: Doctor-Dr., Nurse Practitioner-NP, Physician’s Assistant-PA) 

Age                
YRS                        MOS 

Height 
 __________ cm.               ( _____ %ile) 

Weight 
__________ kgs.          (_____ %ile) 

BP:                       /                  
P: 

Visual Acuity                               
Right                 /                       Left                   /                                Tested with / without glasses 

 NORMAL ABNORMAL N / A COMMENTS 

1.   Eyes     

2.   Ears, Nose & Throat     

3.   Hearing     

4.   Mouth & Teeth     

5.   Neck (Soft tissues)     

6.   Cardiovascular     

7.   Chest & Lungs     

8.   Abdomen     

9.   Genitalia – Hernia     

10. Skin & Lymphatics     

11. Spine – Scoliosis     

12. Extremities     

13. Neurological     

14. Wears braces / plates     

Based on this HX and PX exam, the following abnormalities were found and may need treatment:   
 
 

 
Immunizations are current and up to date:            Yes                          No 

 
PARTICIPATION RECOMMENDATIONS 

  
      All sports        _____Yes  _____  No                                                Normal physical activity to including PE 
 
      Additional comments:                                                                       Restrictions:   
 

 
Sports Physical is valid for 1 year from date indicated below 

 

PART C 
Special Medical Considerations:  Describe any special program needs, considerations or restrictions which the child requires in order to participate in 
CYS programs (to include Sports).   
 
 

 
Child / Youth is able to participate in normal CYS programs?                   Yes                      No 
 

Date                  Licensed Health Care Professional Stamp                          Licensed Health Care Professional; Dr., NP or PA Signature 
 
 
 

 
Initial Date                                       Type or print name of Parent or Guardian                                                   Signature of Parent or Guardian 
 
 

 
HASPS Renewal (Not Part of the Sports Physical) 

 

Year 2 Date                                      Health Status Changed                                                                          Signature of Parent or Guardian 

 
                                                      Yes              No 

Year 3 Date                                       Health Status Changed                                                                          Signature of Parent or Guardian 
 
 
                                           Yes              No 

 



USAMEDDAC-JAPAN / BG Crawford F. Sams US Army Health Clinic 

June 2009 

Pre-participation Physical Evaluation 
 
DATE OF EXAM          

 

 
                Yes  No 

1. Has a doctor ever denied or restricted your       
 participation in sports for any reason?     �   � 

2. Do you have an ongoing medical condition      
 (like diabetes or asthma)?        �   � 

3. Are you currently taking any prescription or      
 nonprescription (over-the-counter) medicines      
 or pills?             �   � 

4. Do you have allergies to medicines, pollens,      
 foods, or stinging insects?        �   � 

5. Have you ever passed out or nearly passed out     
 DURING exercise?          �   � 

6. Have you ever passed out or nearly passed out     
 AFTER exercise?          �   � 

7. Have you ever had discomfort, pain, or pressure     
 in your chest during exercise?        �   � 

8. Does your heart race or skip beats during exercise?  �   � 
9. Has a doctor ever told you that you have       

 (check all that apply):           
 � High blood pressure  � A heart murmur     
 � High cholesterol   � A heart infection 

10. Has a doctor ever ordered a test for your heart?     
 (for example, ECG, echocardiogram)      �   � 

11. Has anyone in your family died for no apparent     
 reason?             �   � 

12. Does anyone in your family have a heart problem?  �   � 
13. Has any family member or relative died of heart     

 problem or of sudden death before age 50?    �   � 
14. Does anyone in your family have Marfan syndrome?  �   � 
15. Have you ever spent the night in a hospital?    �   � 
16. Have you ever had surgery?        �   � 
17. Have you ever had an injury, like a sprain, muscle or    

 ligament tear, or tendinitis, that caused you to miss    
 a practice or game? If yes, circle affected are below:  �   � 

18. Have you had any broken or fractured bones or     
 dislocated joints? If yes, circle below:      �   � 

19. Have you had a bone or joint injury that required      
 x-rays, MRI, CT, surgery, injections, rehabilitation,    
 physical therapy, a brace, a cast, or crutches?     
 If yes, circle below          �   � 

Head Neck Shoulder Upper 
arm 

Elbow Forearm Hand/fingers Chest 

Upper 
back 

Lower 
back 

Hip Thigh Knee Calf/shin Ankle Foot/ 
toes 

 
20. Have you ever had a stress fracture?      �   � 
21. Have you been told that you have or have you had  �   �

 an x-ray for atlantoaxial (neck) instability?    �   � 
22. Do you regularly use a brace or assistive device?   �   � 
23. Has a doctor ever told you that you have asthma     

 or allergies?            �   � 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                Yes  No 

24. Do you cough, wheeze, or have difficulty breathing    
 during or after exercise?         �   � 

25. Is there anyone in your family who has asthma?   �   � 
26. Have you ever used an inhaler or taken asthma     

 medicine?            �   � 
27. Were you born without or are you missing a kidney,    

 an eye, a testicle, or any other organ?     �   � 
28. Have you had infectious mononucleosis (mono)     

 within the last month?         �   � 
29. Do you have any rashes, pressure sores, or other    

 skin problems?           �   � 
30. Have you had a herpes skin infection?     �   � 
31. Have you ever had a head injury or concussion?   �   � 
32. Have you been hit in the head and been confused    

 or lost your memory?         �   � 
33. Have you ever had a seizure?       �   � 
34. Do you have headaches with exercise?     �   � 
35. Have you ever had numbness tingling, or weakness    

 in your arms or legs after being hit or falling?    �   � 
36. Have you ever been unable to move your arms or    

 legs after being hit r falling?        �   � 
37. When exercising in the heat, do you have severe     

 muscle cramps or become ill?       �   � 
38. Has a doctor told you that you or someone in your    

 family has sickle cell trait or sickle cell disease?   �   � 
39. Have you had any problems with your eyes or     

 vision?             �   � 
40. Do you wear glasses or contact lenses?     �   � 
41. Do you wear protective eyewear, such as goggles or    

 a face shield?        `   �   � 
42. Are you concerned about your weight?          �   � 
43. Are you trying to gain or lose weight?     �   � 
44. Has anyone recommended you change your weight    

 or eating habits?           �   � 
45. Do you limit or carefully control what you eat?   �   � 
46. Do you have any concerns that you would like to      

 discuss with at doctor?         �   � 
FEMALES ONLY 
47. Have you ever had a menstrual period?     �   � 
48. How old were you when you had your first menstrual period?   
49. How many periods have you had in the last 12 month?    

Explain “Yes” answers here:           

                   

                   

                   

                   

                   

                   

                   

                   

                    

 

Explain “Yes” answers below.  
Circle questions you don’t know the answers to. 

I hereby state that, to the best of m y knowledge, my answers to the above questions are complete and correct.  

Signature of athlete___________________________Signature of parent/guardian________________________Date___________ 

HISTORY FORM 

Name          ____________ Sex_____Age_____Date of Birth     

Sponsor’s Identification #_____________ 

Grade____School__________________________Sport(s)                    
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