Ht ___________
Wt___________



Place ID Sticker here

B/P __________
HR___________

Date of Screening __________

SPARKLING ANGEL CHARITIES

          The Kelly Weaver Memorial Fund
Long QT Syndrome Screening Form       ******{2 Sides}******

        Confidential

Name: _____________________________________________  Age:________ Sex:   M     F


(_Last)



(First)

Street Address: ______________________________________________________________

City: ____________________________________________  State:______ Zip: ___________


Home Phone: (     )___________________________ Parent’s cell phone: (     )_____________

Date of birth:___________ Grade:______  School/Location:_________  Graduation year:____ 

Primary Physician______________________   Physician’s phone: (     ) __________________

Race: (Optional)    ____Asian                     _____ African-American      

     ____Caucasian             _____ Hispanic       

                                ____Other ________________________________

How many times per week do you exercise strenuously for 30 minutes or more?  ___________ 

CHECK SPORT/ EXERCISE PARTICIPATION:

___BASEBALL           ___BASKETBALL
              ___CHEERLEADING          ___CROSS-COUNTRY  

___DIVING
       ___FIELD HOCKEY                ___FOOTBALL                    ___GOLF      
                  

___HOCKEY 
        ___SOCCER

  ___SOFTBALL                   ___SONG/DANCE             


___ SWIMMING       ___TENNIS                             ___TRACK/FIELD             ___WATER POLO
               

___WRESTLING       ___VOLLEYBALL  
    
OTHER _______________________________

List any over the counter medication, prescriptions, including inhalers, vitamins or herbal medication you have taken in the last 3 months:

1.__________________________________
3.___________________________________

2.__________________________________ 
4.___________________________________

      

      ***  PLEASE CONTINUE TO SIDE 2  *** 
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 ***  SIDE 2  ***

PARENT/GUARDIAN – PLEASE ANSWER THE FOLLOWING QUESTIONS 
Has the Student/Athlete ever been hospitalized overnight?
(Circle)   YES   NO
Diagnosis____________________________________________________________                    








Family History: 

Does the student/athlete have a family history of:        
(Circle)    YES or NO          






    
1.  Fainting    
                                                                           
      Y      N                                           

2.  Near Fainting





      Y
 N                                                         

3.  Dizziness                                                         


      Y       N                 

4.  Seizure 
                           




      Y
  N                                                                                                                                    
5.  Hearing disorder or deafness



      Y       N 

6.  Has any family member ever died of a sudden death? 
      Y
  N 

Student/Athlete’s Personal History of Symptoms:
Does the student/athlete have a history of:

           (Circle) Yes or No           

1. Fainting?    Cause? ___________________________________
Y     N
    
2. Near Fainting?  Cause? ________________________________
Y     N    





           

3. Dizziness during exercise?





Y     N                                         
4. Seizure?







Y     N






5. Hearing disorder or deafness?




Y     N



                  
6. Eating disorder?






Y     N









7. Skipped heart beat or irregular heart beat?



Y     N
8. Rapid heartbeat or a sensation like your heart is racing?
             Y     N
9. Become tired more quickly than peers during exercise?

Y     N



 

10. Are you under a doctor’s care for your heart?


Y     N
11. Have you ever had an EKG before?




Y     N

Has any family member died of sudden death other than by an accident or trauma before the age of 55? 







Y      N
If YES, please explain:________________________________________________________

Parent/Guardian Signature____________________________________________________

Parent/Guardian Name Printed_________________________________________________

Student/Athlete Signature______________________________________________________     

For SAC Use:
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