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INSURANCE REQUIREMIENTS FOR STUDENTS
PARTICIPATING IN SPORTS

The Board of Education requires that a.ny student participating in sports be covered by an insurance plan
that will offer benefits in the event of accidental injury. This requirement may be met by providing proof of
parent’s health insurance or by purchasing insurance offered through the school system.

Students who are unable to provide proof of insurance coverage will be required to enroli in the School
Insurance Plan prior to participating in any sport.

Parents not wishing to enroll their child in the plan offered by the school system must complete the form
below prior to the student being permitted to participate in sports. Please review your health insurance to assure
proper protection for your child.

PROOF OF INSURANCE/PERMISSION SLIP

Student’s Name Grade
Primary Iinsurance Coverage Secondary Insurance Coverage
Insured’s Name Insured’s Name

Insured’s SSN Insured’s SSN

Ins. Co. Name

ins. Co. Name

Claim Address

Claim Address

Ins. Phone # Ins. Phone #
Policy # Policy #
Plan Plan

Group # Group #

Type (HMO, PPO, etc.)

Type (HMO, PPO, etc )




PARENT/GUARDIAN AUTHORIZATION FOR STUDENTS’
- PARTICIPATION IN SPORTS

As parents or legal guardian of

(Student’s Name)

We hereby authorize and consent to our child’s participation in interscholastic athletics
and sports. We understand that the sport in which our child will be participating is potentially
dangerous, and that physical injuries may occur to our child requiring emergency medical care
and treatment. We recognize that, even with proper training and equipment, there is always a
risk of serious accidental injury or death inherent in interscholastic athletics and sports.

In consideration of the acceptance of our child by the Somerset County Public Schools in
its athletic program, we agree to release and hold harmless the Board of Education of Somerset
County, its members, the Superintendent of Schools, the Principal, all coaches, and assistant
coaches, athletic trainers and any and all claims, costs, suits, actions, judgments and expenses,
arising from our child’s participation in interscholastic athletics and sports.

We hereby give our consent and authorize the Board of Education of Somerset County
and its agents, servants, athletic trainers and/or employees to consent on our behalf and on
behalf of our child, to emergency medical care and treatment in the event we are unable to be
notified by reasonable attempts of the need for such emergency medical care and treatment.

We understand and agree that we will be responsible for all medical bills and costs that
may be incurred as a result of medical care and treatment of our child, and agree to provide
proof of insurance coverage of our child against accidents and injuries in school sponsored
games, and practice sessions, and during travel to and from athletic contests.

Failure to complete, sign and return to your child’s coach before participations will

result in his/her exclusion from participation in the interscholastic athletic program of Somerset
County Public Schools.

(Student’s Signature) (Date)

(Parent’s Signature) (Date)



PARENT/GUARDIAN please complete this form in its entirety. This information will help us

better serve the needs of the student-athlete in the event of an emergency.

Student-Athlete Information:

Last Name: First Name:

SSN: Grade: (Circle one) 6 7 8 9
Birth date: 10 11 12
Home Phone: Home Address:

Personal Cell #:

Email:

Sport (s):

Fall: Physician:
Winter: Name:
Spring: Phone:

Primary Emergency Contact: any parent/guardian who has thie right to make decisions concerning the
student-athlete in the event of an emergency.

Last Name: First Name:
Address: Home Phone:

Work Phone:
Relation to student-athlete: Cell Phone:
Email:

Secondary Emergency Contact: any parent/guardian who has the right to make decisions concerning
the student-athlete in the event of an emergency.

Last Name: First Name:
Address: Home Phone:

Work Phone:
Relation to student-athlete: Cell Phone:
Email:

By providing the above information and signing this form, the parent/guardian releases the school

system from the responsibility of providing accident insurance for the student named above and gives
permission for the student to participate in the sport.

Signature: Date:

Parent/Guardian



m Preparticipation Physical Evaluation

HISTORY FORM

(Note: This formisto befilled outbythe patientand parentpriortoseeingthe physician. The physician shouldkeep a copy of thisformin thechart.)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes O No Ifyes, please identifyspecificallergy below.

No

O Medicines O Pollens O Food O Stinging Insects
Explain "Yes” answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS Yes
1.Hasadoctoreverdeniedorrestricted your participationinsportsfor 26. Do you cough, wheeze, or have difficulty breathing during or
afterexercise?

any reason?

2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?

below: 0 Asthma O Anemia [ Diabetes [ Infections 28. Isthereanyoneinyourfamilywhohasasthma?

Other: 29. Wereyoubomwithoutorare you missing akidney,an eye, atesticle
3.Haveyoueverspentthe nightinthe hospital? (males), your spleen, orany other organ?
4. Have you ever had surgery? 30, Doyouhavegroinpainorapainful bulge orherniainthe groinarea?

HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious mononucleosis (mono}) within the last month?

5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or olher skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?

6. Have you ever had_discomfort, pain, tightness, or pressure in your 34, Have you ever had a head injury or concussion?
chestduring exercise? - r

) heart b = orb o = 35, Have youeverhad ahitorblowtothe head that caused confusion,

. Does your heart ever race or skip beats (irregular beats) during exercise? prolonged headache, ormemory problems?
8. ?haes iiclylctthoarte;/pegltyold you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
cl g

O Highblood pressure O A heart murmur 37. Do you have headaches with exercise?
[ High cholesterol O Aheartinfection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legsafterbeinghitor falling?

9. Has a doctor ever ordered atestfor your heart? (Forexample, ECG/EKG, 39. Haveyou everbeenunabletomoveyourarms orlegs afterbeing hit
echocardiogram) or falling?

10. Do you get lightheaded or feel more short of breath than expected 40. Have you ever become ill while exercising in the heat?
duringexercise? 41. Do you get frequent muscle cramps when exercising?

11. Have you ever had an unexplained seizure? 42.Doyouorsomeoneinyourfamilyhavesicklecelltraitordisease?

12. Do you getmore tired orshortofbreath more quickly thanyourfriends 43, Have you had any problems with your eyes or vision?
duringexercise? e

44, Have you had any eye injuries?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes | No 45. Do you wear glasses or contactlenses?

13. Has anyfamily memberorrelative died of heart problems orhadan - 0
unexpected or unexplained sudden death before age 50 (including SE Rl ea joIBiERtive eyeerar, S ennieSo R acaeity
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48.Areyoutryingtoorhasanyone recommendedthatyou gainor
syndrome, arrthythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are youonaspecialdietordoyou avoid certaintypes offoods?

hi i h ia?
polymorphic ventricular tachycardia 50. Have you ever had an eating disorder?

15. Does an i r family h heart problem, pacemaker, o - - -
yone In you y have aheart problem, pa ' 51. Doyou have any concerns thatyou would like todiscuss with a doctor?

implanted defibrillator?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY

seizures, or near drowning? 52. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53. How old were youwhenyouhad yourfirstmenstrualperiod?
17.Haveyoueverhadaninjurytoa bone, muscle,ligament,ortendon 54. How many periodshaveyouhadinthe last 12months?

i i ?
thatcausedyouto missapractice oragame? Explain "yes” answers here

18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,

injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21.Haveyoueverbeentold thatyouhave orhave you had anx-ray forneck
instability or atlantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23. Doyouhave abone, muscle, orjointinjury thatbothers you?

24. Doanyofyourjoints become painful, swollen, feelwarm,orlookred?

25. Do you have any history of juvenile arthritis or connective tissue disease?

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

Signature of athlete Signalure of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic

Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
HED503

9-2681/0410



B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)
1. Type of disability
2. Date of disability
3. Classification (if available}
4. Cause of disability (birth, disease, accident/trauma, other)
5. List the sports you are interested in playing
Yes No
6. Do you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sports?
8. Do you have any rashes, pressure sores, or any other skin problems?
9. Do you have a hearing loss? Do you use a hearing aid?
10. Do you have a visual impairment?
11. Do you use any special devices for bowel or bladder function?
12. Do you have burning or discomfort when urinating?
13. Have you had autonomic dysreflexia?
14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-refated (hypothermia) iliness?
15. Do you have muscle spasticity?
16. Do you have frequent seizures that cannot be controlled by medication?
Explain “yes” answers here
Please indicate if you have ever had any of the following.
Yes No
Atlantoaxial instability
X-ray evaluation for atlantoaxial instability
Dislocated joints (more than one)
Easy bleeding
Enlarged spleen
Hepatitis
Osteopenia or osteoporosis
Difficulty controlling bowel
Difficulty controlling bladder
Numbness or tingling in arms or hands
Numbness or tingling in legs or feet
Weakness in arms or hands
Weakness in legs or feet
Recent change in coordination
Recent change in ability to walk
Spina bifida
Latex allergy
Explain "yes” answers here
| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.
Signature of athlete Signature of parent/guardian ___ Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS
1

. Consider additional questions on more sensitive issues
» Do you feel stressed out or under a lot of pressure?
« Do you ever feel sad, hopeless, depressed, or anxious?
» Do you feel safe at your home or residence?
 Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
= During the past 30 days, did you use chewing tobacco, snuff, or dip?
» Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic steroids or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
« Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (questions 5-14).

EXAMINATION
Height Weight O Male O Female

BP / ( / ) Pulse Vision R 20/ L 20/ Corrected COJY O N
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

o Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throat
e Pupils equal

¢ Hearing

Lymph nodes

Heart®
o Murmurs (auscultation standing, supine, +/- Vaisalva)
e« Location of point of maximal impulse (PMI)

Pulses
» Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary {males only)®
Skin

» HSV, lesions suggestive of MRSA, tinea corporis
Neurologic®
MUSCULOSKELETAL
Neck

Back

Shoulder/arm
Elbow/forearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional
o Duck-walk, single leg hop

Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.
*Consider GU exam if in private setting. Having third party present is recommended
<Consider cognitive evaluation or baseline neuropsychiatric testing if a history of signiticant concussion.

O Cleared for all sports without restriction
O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
[ For any sports
O For certain sports

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and
participate in the sport(s) as outfined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If condi-
tions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely
explained to the athlete (and parents/guardians),

Name of physician (print/type) Date
Address = Phone
Signature of physician MD or DO

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
HEOS03 9-2681/0410



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction

O Cleared for alf sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports

O For certain sports

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is 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 been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician (print/type) Date
Address Phone

Signature of physician ,MD or DO

EMERGENCY INFORMATION

Allergies

Other information

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Caltege of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Saciety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.



PRE-PARTICIPATION COVID-19
Supplemental Questions for Student’s Physical

i

This form should be completed by the student’s physician at the time of a physical.

Student History

1. Has your child or adolescent been diagnosed with COVID-19?
| Yes No
2. Was your child or adolescent hos‘pitalized as a result of complications of COVID-19?
Yes No
3. Has your child been diagnosed with Multi-inflammatory Syndrome in Children?
Yes No

4. Has your child or adolescent had direct known exposure to someone diagnosed with
COVID-197

Yes No

Please address any “yes” answers to the above questions here:




_ GER
CONCUSSI

What is a concussion?

A concussion is a brain injury. Concussions are caused by
a bump, blow, or jolt to the head or body. Even a “ding,”
“getting your bell rung,” or what seems to be a mild bump
or blow to the head can be serious.

What are the signs and symptoms?

You can‘t see a concussion. Signs and symptoms of cencussion
can show up right after the injury or may not appear or be
noticed until days after the injury. If your teen reports one
or more symptoms of concussion listed below, or if you notice
the symptoms yourself, keep your teen out of play and seek

medical attention right away.

Signs Obscrved

hy Parents or Guardians

o Appears dazed or stunned

e [s confused about
assignment or position

® Forgets an instruction

» Is unsure of game, score,
or opponent

© Moves clumsily

o Answers questions slowly

® Loses consciousness
(even briefly)

® Shows mood, behavior,
aor personality changes

e Can't recall events prior
to hit or fall

e Can't recall events after
hit or fall

Symptoms Reported
by Athlete

® Headache or “pressure”
in head
¢ Nausea or vomiting

@ Balance problems or
dizziness

® Double or blurry vision
* Sensitivity to light
or noise
# Feeling sluggish, hazy,
foggy, or groggy

® Concentration or memory
problems

* Confusion

* Just not “feeling right”
or is “feeling down”

How can you help your te

Every sport is different, but there are steps your teens can take

en prevent a concussion?

to protect themselves from concussion and other injuries.

S U ‘ A FACT SHEET FOR TN

IN HIGH SCHOOL
SPORTS

* Ensure that they follow their coaches' rutes for safety and
the rules of the sport.
¢ Encourage them to practice good sportsmanship at all times.

What should you do if you think your teen has a

concussion?

1. Keep your teen out of play. If your teen has a concussion,
her/his brain needs time to heal. Don't let your teen
return to play the day of the injury and until a health
care professional, experienced in evaluating for concussion,
says your teen is symptom-free and it's OK to return to
play. A repeat concussion that occurs before the brain
recovers from the first—usually within a short period of
time (hours, days, or weeks)—can slow recovery or increase
the likelihood of having long-term problems. In rare cases,
repeat concussions can result in edema (brain swelling),
permanent brain damage, and even death.

2. Seek medical attention right away. A health care profes-
sional experienced in evaluating for concussion will be able
to decide how serious the concussion is and when it is safe
for your teen to return to sports.

3. Teach your teen that it's not smart to play with a concussion.
Rest is key after a concussion. Sometimes athletes wrongly
believe that it shows strength and courage to play injured.
Discourage others from pressuring injured athletes to play.
Don't let your teen convince you that s/he’s “just fine.”

4. Tell all of your teen’s coaches and the student’s school nurse
about ANY concussion. Coaches, school nurses, and other
school staff should know if your teen has ever had a concussion.
Your teen may need to limit activities while s/he is recovering
from a concussion. Things such as studying, driving, working
on a computer, playing video games, or exercising may cause
concussion symptoms to reappear or get worse. Talk to your
health care professionat, as well as your teen’s coaches,
schoot nurse, and teachers. If needed, they can help adjust
your teen’s school activities during her/his recovery.

If you think your teen has a concussion:

o Make sure they wear the right pratective equipment for their
activity. It should fit properly, be well maintained, and be
worn consistently and correctly.

it's better to miss one game than the whole season.

For more information and to order additional materials free-of-charge, visit: www.cdc.gov/Concussion.

Don't assess it yourself. Take him/her out of play.
Seek the advice of a health care professional.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES /
CENTERS FOR DISEASE CONTROL AND PREVENTION ",_

CDC

June 2010
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For official use only:
i .\-me of Athlaete

Spartfseason__

= :-.'.'—_'Pmﬁa_rhg;\?-‘md-tlm Students ‘Date Received

Concussion Awareness
ParentiStudent-Athlete Acknowledgement Statement

t . the parent'guardian of ,
ParsntiGuardian Hame of Studsnt-Athlste

acknowledge thiat | have received information on all of the following:

*  The definttion of a concussion

*  The signs and symptoms of a concussion to observe for or that may be reported by
my athlste

* How to help my athlete prevent a concussion
*  What to do if | think my athlete has a concussion, specifically, to seek medical

attention right away, keep my athlete out of play, tell the coach about a recent
concussion, and report any concussion and/or symptoms to the school nurse.

Parant/Guardian ParentiGuardian Date
PRINT NAME SIGHATURE

Student Athlete Student Athlete Date
PRINT NaME RIGHATURE

It’s betrer 1o miss one game than the whole season,

For mxire infermmtion v3:n woww cde.sov Comcuszion.
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Sudden Cardiac Arrest (SCA)
 PREPARING WORLD CLASSSTUDENTS | Information for Parents and Student Athletes

Definition: Sudden Cardiac Arrest (SCA) is a potentially fatal condition in which the heart suddenly and
unexpectedly stops beating. When this happens, blood stops flowing to the brain and other vital organs.

SCA in student athletes is rare; the chance of SCA occurring to any individual student athlete is about
one in 100,000. However, student athletes’ risk of SCA is nearly four times that of non-athletes due to
the increased demands on the heart during exercise.

Causes: SCA is caused by several structural and electrical diseases of the heart. These conditions
predispose an individual to have an abnormal rhythm that can be fatal if not treated within a few
minutes. Most conditions responsible for SCA in children are inherited, which means the tendency to
have these conditions is passed from parents to children through the genes. Other possible causes of
SCA are a sudden blunt non-penetrating blow to the chest and the use of recreational or performance-
enhancing drugs and/or energy drinks.

Warning Signs of SCA Emergency Response to SCA

e SCA strikes immediately * Act immediately; time is most critical to
¢ SCA should be suspected in any athlete increase survival rates.

who has collapsed and in unresponsive. e Recognize SCA,

- Noresponse to tapping on shoulders e (all 911 immediately and activate EMS.

- Does nothing when asked if he/she is s Administer CPR.

ok e Use Automatic External Defibrillator (AED).

o No pulse

Warning signs of potential heart issues: The following need to be further evaluated by your primary
care provider.

* Family history of heart disease/cardiac arrest

e Fainting, a seizure, or convulsions during physical activity

* Fainting or a seizure from emotional excitement, emotional distress, or being startled

* Dizziness or lightheadedness, especially during exertion

e Exercise-induced chest pain

* Palpitations: awareness of the heart beating, especially if associated with other symptoms such
as dizziness

o Extreme tiredness or shortness of breath associated with exercise
* History of high blood pressure

Risk of Inaction: Ignoring such symptoms and continuing to play could be catastrophic and result in
sudden cardiac death. Taking these warning symptoms seriously and seeking timely appropriate
medical care can prevent serious and possibly fatal consequences.

Information used in this document was obtained from the American Heart Association (www heart org), Parent Heart Watch
{www parentheartwatch.org), and the Sudden Cardiac Arrest Foundation (www.sca-aware.org). Visit these sites for more
information

11




Frequently Asked Questions about Sudden Cardiac Arrest {SCA)
What are the most common causes of Sudden Cardiac Arrest (SCA) in a student athlete?

SCA is caused by several structural and electrical diseases of the heart. These conditions predispose an
individual to have an abnormal rhythm that can be fatal if not treated within a few minutes. Most
conditions responsible for SCA in children are inherited, which means the tendency to have these
conditions is passed from parents to children through the genes. Some of these canditions are listed
below:

1. Hypertrophic cardiomyopathy (HCM): HCM involves an abnormal thickening of the heart muscle
and it is the most common cause of SCA in an athlete.
2. Coronary artery anomalies: The second most common cause is congenital (present at birth)
abnormalities of coronary arteries, the blood vessels that supply blood to the heart.
3. Other possible cause of SCA are:
a. Mpyocarditis: an acute inflammation of the heart muscle (usually due to a virus).
b. Disorders of heart electrical activity such as:
i. Long QT syndrome.
ii. Wolff-Parkinson-White (WPW) syndrome.
jii. Catecholaminergic Polymorphic Ventricular Tachycardia (CPVT)
¢.  Marfan syndrome: a condition that affects heart valves, walls of major arteries, eyes and
the skeleton.
d. Congenital aortic valve abnormalities.
4. Commotio Cordis: concussion of the heart from sudden blunt non-penetrating blow to the
chest
5. Use of recreational, performance-enhancing drugs, and energy drinks can also bring on SCA.

How can we minimize the risk of SCA and improve outcomes?

The risk of SCA in student athletes can be minimized by providing appropriate prevention, recognition,
and treatment strategies. One important strategy is the requirement for a yearly pre-participation
screening evaluation, often called a sports physical, performed by the athlete’s medical provider.

1. Itis very important that you carefully and accurately complete the personal history and family
history section of the “Pre-Participation Physical Evaluation Form” located in this packet.

2. Since the majority of these conditions are inherited, be aware of your family history, especially
if any close family member:

a. Had sudden unexplained and unexpected death before the age of 50.

b. Was diagnosed with any of the heart conditions listed above.

¢. Died suddenly/unexpectedly during physical activity, during a seizure, from Sudden Infant
Death Syndrome (SIDS) or from drowning.

3. Take seriously the warning signs and symptoms of SCA. Athletes should notify their parents,
coaches, trainers, or school nurses if they experience any of these warning signs of symptoms.

4. Schools in Maryland have AED policies and emergency preparedness plans to address SCA and
other emergencies in schools. Be aware of your school’s various preventive measures.

5. Ifa cardiovascular disorder is suspected or diagnosed based on the comprehensive pre-
participation screening evaluation, a referral to a child heart specialist or pediatric cardiologist is
crucial. Such athletes will be excluded from sports pending further evaluation and clearance by
their medical providers.

12



For official use only:

Sport/season

i
\ Name of Athlete

Date Received

* PREPARING WORLD CLASS STUDENTS

Parent/Student Athlete Acknowledgement Statement

Parent/Guardian

I acknowledge that | have read and understand the following:

o Sudden Cardiac Arrest (SCA) Information Sheet
e Concussion Awareness information Sheet

Print Name Parent/Guardian Signature

Student Athlete

I acknowledge that | have read and understand the following:

e Sudden Cardiac Arrest (SCA) Information Sheet
e Concussion Awareness Information Sheet

Date

Print Name Student Athlete Signature

Date

13




[ For official use only:
Name of Athlete

Sport/season

Date Received

Pre-Participation Head Injury/Concussion
Reporting Form for Extracurricular Activities

This form should be completed by the student’s parent(s) or legal guardian(s). It must be
submitted to the Athletic Director, or official designated by the school, prior to the start of each
season if a student plans to participate in an extracurricular athletic activity.

Student Information

Name:

Grade:
Sport(s):
Home Address:

Has student ever experienced a traumatic head injury (a blow to the head)? Yes No
If yes, when? Dates {month/year);
If yes, please describe the circumstances:

Was student diagnosed with a concussion? Yes No

If yes, when? Dates (month/year):
Duration of Symptoms (such as headache, difficulty concentrating, fatigue) for most recent concussion:

Parent/Guardian Name (Please print):

Signature/Date:

Student Athlete Signature/Date:
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