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Checklist for forms:
Healith Questionnaire

Insurance OR Insurance Waiver

Parental Consent Form

Emeargency Card

Physical

Sporismanship Agreement

Drug and Alcohol Testing

Signature Sheet

insurance Waliver

I {Parent/Guardian) have insurance provided by

(Insurance Co) which adequately covers

participation in all NSAA sanctioned activities for the schoo] year

{Parent/Guardian) (Student)



Eﬁo@ﬁeﬁf Athlerics

Checklist for Signatures:
Both student and Parent/Guardian must sign below confirming that they have read/agreed
and signed these forms in this packet. :

Studen Parent/Guardian

NSAA Consaent
Fomn

Sporismanship
Agresment

Drug/Alcohol
Policy

Date , 20




To be completed for
students participating in an
ng A act?vitieg. y Student and Parent Consent Form
School Year: 20 -20
Member School:
Name of Student:
Date of Birth: Place of Birth:

The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above named Student and are collectively
referred to as "Parent”.

The Parent and Student hereby:
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege;

(2) Understand and agree that (a} by this Consent Form the NSAA has provided to the Parent and Student of the existence of potential
dangers associated with athletic participation; (b) participation in any athletic activity may involve injury of some type; (c) the severity of
such injury can range from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the body’s bones, joints, ligaments,
tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare occasions, injuries so severe as to result in total
disability, paralysis and death; and, (d) even the best coaching, the use of the best protective equipment and strict observance of rules, injuries
are still a possibility;

(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities rules of the NSAA member school for which the Student is participating; and,

(4) Consent and agree to (a) the disclosure by the Member School at which the Student is enrolled to the NSAA, and subsequent disclosure
by the NSAA, of information regarding the Student, including the student’s name, address, telephone listing, electronic mail address,
photograph, date of and place of birth, major fields of study, dates of attendance, grade level, enrollment status (e.g., full-time or part-time),
participation in officially recognized activities and sports, weight and height of as a member of athletic teams, degrees, honors and awards
received, statistics regarding performance, records or documentation related to eligibility for NSAA sponsored activities, medical records,
and any other information related to the Student’s participation in NSAA sponsored activities; and, (b) the Student being photographed, video
recorded, audio taped, or recorded by any other means while participating in NSAA activities and contests, consent to and waive any privacy
rights with regard to the display of such recordings, and waive any claims of ownership or other rights with regard to such photographs or
recordings or to the broadcast, sale or display of such photographs or recordings.

(5) Consent and agree to authorize licensed sports injury personnel to evaluate and treat any injury or illness that occurs during the student’s
participation in NSAA activities. This includes all reasonable and necessary preventive care, treatment and rehabilitation for these injuries.
This would also include transportation of the student to a medical facility if necessary. Such licensed sports injury personnel are independent
providers and are not employed by the NSAA.

(6) Acknowledge that Parents are obligated to pay for professional medical and/or related services; the NSAA shall not be liable for payment
of such services. We give permission to any and all of the Student’s health care providers and the NSAA and its employees, staff, agents,
and consultants to release and discuss all records and information about the Student including otherwise confidential medical information and
records. We understand that this release has been requested and may be used for the purpose of determining eligibility pertaining to activities
participation, fitness, injury, injury status, or emergency.

I acknowledge that I have read paragraphs (1) through (6} above, understand and agree to the terms thereof, including the warning of
potential risk of injury inherent in participation in athletic activities.

Name of Student [Print Name] Student Signature Date

(I am)(We are) the Student’s [circle appropriate choice] (Parent) (Guardian). (D)(We) acknowledge that (I){We) have read paragraphs (1)
through (6) above, understand and agree to the terms thereof, including the warning of potential risk of injury inherent in participation in
athletic activities. Having read the wamning in paragraph (2) above and understanding the potential risk of injury to my Student, {I)(we)
hereby give (my)(our) permission for [insert student name] to practice and compete for the above named
high school in activities approved by the NSAA, except those crossed out below:

Baseball Golf Tennis Play Production Basketball Swimming/Diving
Track Football Speech Cross Coumtry Soccer Volleyball
Music Unified Bowling | Softball Wrestling Debate Journalism

Parent [Print Name] Parent Signature Date

Revised July 2018




HEALTH QUESTIONNAIRE FOR SPORTS CANDIDATES

{To be completed by athlete with parental assistance if necessary)

NAME DATE OF BIRTH /_/
HOME ADDRESS STUDENT'S PHONE
PARENT'S NAME(S) 1. , 2.

PARENT'S PHONE 1. 2.

SCHOOL (JR HIGH) (HIGH SCHOOL) GRADE YOUR GOINGINTO 7 8.9.10.11.12.

SPORTS YOU WANT TO PLAY (CIRCLE})
BASKETBALL, CROSS COUNTRY, FOOTBALL, GOLF, TRACK, VOLLEYBALL, WRESTLING

1. Have you ever been told not to participate in any sport? YES____NO

2. Have you ever been unconscious or lost memory

from a blow on your head? YES_  NO___
3. Have you ever had a fracture or dislocation? YES  NO__
4. Have you ever had a bad knee or ankle sprain? YES __ NO___
5. Have you had other serious injuries? YES___ NO___
6. Areyou injured orill now? YES NO
7. Do you have allergies (hay fever, asthma, hives, or to foods or medicines?) YES NO_
8. Have you ever fainted or blacked out during exercise? YES____NO___
9. Has any close relative had heart problems before age 40 years? YES___NO___
10. Do you take any kind of medicine every day? YES___ NO___

11. Have you been a patient in a' hospital for an operation or any other reason? YES NO
12. Do you have any worries about your health or other questions you would YES NO

like to discuss with a physician?

Please explain any questions answered with "yes” in the space below.




PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Note: This form s fo be fitled out by the patient and parent prior to seeing the physician. The physician should keap this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade Sehoo Spor¥(s)

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

Gic you have any aflergies?

O Yes O3 No I ves, please identify specific allergy below.

OO Medicines 0 Pollens O Feod O Stinging Insects
Explain “Yes” answers below. Circle questions you don’t know the answers ta.
GENERAL QUESTIONS Yes | No | | MEDIGAL GUESTIONS Yos | Mo
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficully breathing during or
any reason? after exercise?
2. Do you have any engoing medical conditions? if so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: O Asthma [ Anemia [0 Diabetes [ Infections 28. Is there anyone in your family who has asthma?
Other: 29, Were you born without or are vou missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? (males}, your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painfid bulge o hernia In the groin area?
HEART HEALTH QUESTIONS ABGUT YOU- Yes No 31. Have you had infectious mononucleosis {mono} withir the jast manth?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or othar skin probiems?
AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
6. Have you ever had'dlscomfort, pain, tighiness, or pressure in your 34. Have you ever had a head injury or concussion?
chest during exercise? 35. H had a hit or blow to the head that d confusi
- - - - . Have you ever had a hit or blow to the head that caused confusion,
7. Dpes your heart aver race or skip beats (irregular beats) during exercise? prolongsd headache, or memory problems?
8. E::ciiﬁ:é f;’:;;id you that you fiave any hear: problems? If so, 36, Do you have a history of seizure disorder?
3 High blacd pressure O Aheart murmur 37. Do you have headachses with sxercise?
[0 High chalestarol [ Anheart infection 38. Have you ever had numbness, tingfing, or waakness in your arms or
[0 Kawasaki discese Other: legs after being hit ar falling?
8. Has a doctor gver ordered a tes? S0r your heart? (For examplz, ECG/EKS, 39. Have you gver been unable to move your arms or fegs after being hit
echacardicgram) or faliing?

10. Do you get fightheaded or feal more short of breath than expscied 40. Have you ever bscoms ill while exercising in the heat?
during exercise? 41. Do you gat frequent muscle cramps when exercising?

11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle cell trait or diseass?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?

’ s
during exercise? - 44. Have you had any eye injuries?

HEA:[- HEA:::H ?UEST':NS ABIGUT \’:ll: ::M"'Y o — Yes | Ko 45. Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart problems or had an - P
unexpected or unexplained sudden death befare age 50 (including 46. Do you wear protective eyem.rear, such as gaggles or a face shield?
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. Are you trying to or has anyone recommended that you gain er
syndrome, arrhythmegenic right ventricutar cardiomyopathy, leng QT Iose weight?
syndrome, short 0T syndrome, Brugada syndrome, or catecholaminergic 49, Are you on & special dist or do you avoid certain types of foods?
polymerphic ventricutar tachycardia? —

_— - P P—— o 30. Have you ever hiad an eating disordes?

. Does anyone in your family have a heart problem, pacemaker, or - - -
implanteszi deﬁbryilllatar? Y P # 51. Do you have any concerng that you would iike to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
selzures, or near drowning? 52. Have you ever had a menstrual period?

BONE AND JOFNT QUESTIONS Yes | No 53. How ofd were you when you had your first menstrual period?

17. Have you ever had an injury to a bone, muscls, ligament, or tenden 54. How many periods have you had in the iast 12 months?

h - A
that caused you to miss a practice or a game? Explain “yes” answers here

18. Have vou ever hag any broken or {ractured bones or dislocated jeints?

18. Have you ever had an injury that required x-rays, MBI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a sfress fracture?

21. Have you ever been tol¢ thaf you have or have vou had an x-ray for neck
instability or attantoaxdal instabifity? {Down syndrome or dwarfism)

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

23. Do you have a bone, muscie, or joint injury that bothers you?

24, Do any of your joints become painful, swollen, Teel warm, or Jook red?

235, Do you have any history of juvenile arthdtis or connective tissue disease?

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

Signature of athlele

Signature of parent/guardian

Bate

©2010 American Academy of Family Physicians, American Academy of Pediatrics, Amenican College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Socigty for Sports Medicine, and American Osteapathic Academy of Sports Medicing. Permission is granted to reprint for noncommercial, educational purposes with acknowledament.
HED503

$-2681/0470




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

Date of Exam

Name Date of birth

Sex Ags Grade Schoot Sport(s)

. Type of disahifity

. Date of disability

. Classification (if availahie)

Cause of disabifity (birth, disease, accideniftrauma, other)

o | ol

List the sports yvou are interested in playing

Yes No

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you use any special brace or assistive device for sports?

. Do you have any rashes, pressure sores, or any other skin probiems?

|| ~{m

. 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 frave buming or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you ever been diagnosed with a heat-related {hyperthermia) or cold-related (hypothermia) iliness?

15. Do you have muscle spasticity?

16. Do you have frequent saizures that cannot be controlied by medication?

Explain “yes” answers here

Please indicate if you have ever had any of the following.

Yas Na

Aflantoaxial instability

¥-ray evaluation for atlanfoaxial instebility

Dislocated joints {more than one)

Easy bleeding

Entarged spleen

Hepatitis

Osteapenia or ostecporosis

Difficutty controlling bowel

Difficulty controlling bladder

MNumbnass or tingling in arms or hands

Numbness or fingling 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 hifida

Latex allergy

Explain “yes” answers herg

| hereby state that, o the best of my knowledge, my answers 1o the ahove questions are complete and correct.

Signature of athlete Signature of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, Amerfcan College of Sports Medicine, American Medical Soci ety for Sports Medicine, Amerigan Orthopasdic
Society for Sports Medicine, and American Ostespathic Academy of Sports Medicing. Permission is granted to reprint for noncommercial, ecucational purposes with acknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS

1. Consider additional questions on more sensitive issues
*» o you fee! stressed out or under a lot of pressure?
» Do you ever feef sad, hopeless, depressed, or anxious?
= Do you feel safe at your home or residence?
¢ Have yol ever tried cigarettes, chewing tobacss, snuff, or dip?
» During tha past 30 days, did you use chewing tobacco, snuff, or dip?
* Do yeu drink alcohol or use any other drugs?
+ Have you ever taken anabalic sterolds or used any ciher performance supplement?
« Have you ever taken any supplements to hefp you gain or lose weight or impreve your performance?
= Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing gquestions on cardiovascular symptoms {questions 5—14).

EXAMBATICN B )

Height Weight 0 Male 0O Female

BP f | / } Puise Vision R 20/ L2o/ Comected DY ON

MEBICAE o NORMAL ABNOBRMAL FINBINGS

Appearance

+ Marfan stigmata (kyphoscotiosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency} .

Eyes/ears/noss/throat

» DPupils equal

» Hearing

Lymph nodes

Heart®
* Murmurs (auscultation standing, supine, +/- Valsalva)
» |ocafion of point of maximal irmpulse (PMI)

Pulses
» Simultaneous fernoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®
Skin

« HSY, lasions suggestive of MRSA tinea corporis
Neurolegic®
MUSCULOSKELETAL

Neck

Back

Shaulder/arm

Ethow/forearm
Wrist/hand/fingers

Hip/thigh

Kneg

Leg/ankle

Foot/toes

Functicnal

= Buck-wak, single leg hop

*Consider ECE, schorardiogram, and referral to cardiolagy for abnorma cardiac history or exam.
"onstder GLF exam if in private sefting. Having thivd party present is recommended.
Consicer cagnitive evaluation or bassline neuropsychiatric testing f a histary of significant concussion.

3 Cleared for all sporis without restricion
T Clgared for all sports without restriction with recommendations for further evaluation or freatment for

O Not cleared
O Pending further evaiuation
T} For any sports
T 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 oullined above. A eopy of the physical exam is on record in my office and can be made available to the school at the reguest 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 (prini/iype) Date
Address Phore
Signature of physician

, MD or DO

©.2070 American Academy of Family Fhysicians, American Academy of Pediatiics, American College of Sports Medicing, American Medical Sociely for Sports Medicine, American Orthopaedic
Saciety for Sports Medicing, and American Osteopathic Acadery of Sporfs Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

HEDS03 9-2681/0410



PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Data of birth

O Cleared for all sports without resfriction

O Cleared for all sports without resiriction with recommendations for further evaluation or freatment for

O Mot cleared
O Pending further evaluation
O3 For any sports

3 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 cenditions 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) Daie
Address Phone

Signature of physician . MDor B0

EMERGENCY INFORMATION

Allergies

Other information

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sparts Medicing, American Medical Saciety for Sports Medicing, American Orthopastic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncammercial, educationaf purpases with acknowledgment.



Show class, have pride,and display character
fyou do, Winﬁiz}g takes care of itself.

Coach Panl "Bear! Bryant

and
{Adhiese) {Parenc/ guecdian '

. 1 I £ - :
understand that with team participation comes cartain responsibility, namely 1o
represent the school and community in a manner which reflects cfass, Hpnity and

championship hehavior, Championship behavior is defined as, but not limited o the
. :

1. Resgec‘zﬁg al] tezmmates, coaches, Opponents, officials and speciators,

2. Using i:mguage deemed appropriate by mothers, grandparents, pastors/ priests,
3. ficcepting officals decisions; in accordance with that i3 accepting the fact that alf
disad'mtageoas decisions by officals may be overcoms by my team through

determination and hard work and refusal to give up. ~

4. Represen?ﬁng the school and Community not éﬂly on a‘l'_}-ﬂeﬁc—ﬁéiés, but in the
stands at games, in the classroom and on road trips

5. Undersmzdmg that self-discipline- the decisians mads when no one is watchin z-
have laﬁ‘ﬂg impact on my character and chaage the mediocre in to the great.

6. Wor ing daily to be a better citizen as well as & better athlate,

7. Havi:ag PRIDEin “’Dej'_ng a Bee”

Paccept the terms and condition of team membership in the BlogmBeld athletic
program. lalso understand that failure to abide by these conditions may result in
suspension from ¢ompetition in athletic contests.

Sigmarzre of athieia



Fldy Progr r
Return to Piay protocol following a concussion should follow a siepwise process. Step 1 represents
the timeframe until post-concussion symptoms resolve completely {see Concussion Symptom
Inventory Form/Sideline Assessment Tool). This phase will vary considerably among individuals,
and may be afiected by age, prior history of head injury, injury severity, number of symptoms, and
possibly gender among other clinical considerations. Step 1 and the complete resolution of
Symptoms on average occur within 7-10 days, but may extend longer for others. Progression to Step
2 of the Return T! Play Progression can not occur until all post-concussion symptoms have resolved,
and the student has returned to the classroom without modifications or accommodations being
needed.

Progression to the nexi step and each step thereafier requires the athiste to remain symptom-free
(asymptomatic). Generally, a minimum span of 24-48 hours should transpire between steps (afier
compleiing Step 2), with each exercise bout being at least 30 minutes or more in duration unless
noted otherwise. The athlete should be continually monitored for the return of any symptoms
during exercise and afterwards. If at any time an athlste experiences any post-concussion
symptoms, they are to stop and rest until sympiom-free once again for 24-48 hours before resuming
the progression at the leve! when symptoms returnad.

2. Lighi, Aerobic Activities

Walking, Biking; No weight lifting

Review Post-Concussion Symptom Checklist

o following 10-20 minutes of light, exertional activity

3. Sport/Position/Event Speciiic Exercises & Drill

Individualized, light - moderate conditioning/running drill, agility drills, light weight lifiing;
throwing, catching, kicking, shooting, passing, mat driils, conducted away from formal
practices.

Continue to monitor Post-Concussion Symptoms (checklist)

4. Non-Contact practice
Continue to monitor Post-Concussion Symptoms {(checklist)
Inspect helmet; assure fit & properly functioning systems

5. Full-Contact practice
Centinue to montior Post-Concussion Symptoms (checklist)

6. Competition
Continue to monitor Post-Concussion Symptoms (checklist)

No athlete under the age of 19 should be allowed to return to play while presenting with any
SYMPTOMS of a potential head injury (McCrory, 2008).

Everyone involved in playing sports — athletes, parents, and coaches should be relegated io
RECOGNIZE signs and symptoms of a concussion head injury, while those responsible for the
decision to return o play and managing concussed athletes should be left to appropriate licensed
peafthcare professionals with formal training and experience in managing sporis concussions
where doing so falls within their scope of praciice and siate Ficensure.



Article 3 STUDENTS Policy No. 5306

Students

Drug and Aleohol Testing

1. Need for Random Testing.

The Board of Education is responsible for mainteining discipline, health and
safety. The Board recognizes that student substance ahuse presenls a comtinuing
challenge and a danger to the student population as 2 whole, The Board is committed to
maintaining competitive extracurricular activity programs in a safe, healthy and secure
environment. The Board is further committad to being proactive in ensuring that students
who participate in extracurricular activities represent the District in & positive manner.

2. Eligibility for Random Testing.

Students who participate in competitive extracurricular activities at the
Junior/Senior high school (Grades 7-12) level are eligible for random testing. .
Competitive extracurricular activities are activities which are sponsored or approved by
the Board, bul are not offered for credit towards graduation, and which involve
competition, comparison, or judging of the individuals or groups 'with other individuals or
groups as part of selection or participation. Competitive extracurricular activities include,
but are not limited to, Athletic Programs, Cheerleading, Band, Academic Teams, One-
Act, Choir, Quiz Bowl, FFA, FCCLA and Speech Team.

To participate in & competitive extracurricular activity, students must submit a
completed Consent to Test Form on or before the first practice or on or before the first
event or meeting, whichever is applicable. The form must be signed by the student and
the student’s parent or guardian.

Failure to submit a completed Consent to Test Form will result in ineligibility for
participation in competitive extracurricular activities until the form is submitted.

Students remain eligible for testing from the date the Consent to Test Form is
turned in until a Drop Form is completed, or until the student graduates or is otherwise no
longer enrolled in the District. A student for whom 2 Drop Form has been submitted shall
be ineligible for participation in competitive extracurricular activities for twelve months
from the date the Drop Form is submitted. Students have a fificen (15) day grace period
for reconsideration of a Drop Form.

Students who are not participants in a competitive extracurricular activity may
voluateer for participation in the testing program by submitting a completed Consent to
Test Form.

-
3.

Page 1 of 6



Article 5 STUDENTS Policy No. 5306

Testing Procedure.

a. Random Testing.

A confidential testing schedule will be created by the Superintendent or designee
to ensure that the testing of eligible students is conducied in a manner that is random. To
maintain confideniiality and to maintain the integrity of the randomness of this program,
the students eligible for testing will be identified by a unique personal identifier that does

__ _— _not make the student known to persons other than the school officials who are directly _ _ _

involved in the testing program.

No less than twenty percent (20%) of the pool of eligible students will be tested
each school year. The Superiniendent shall have the authority to determine the
percentage io test, subject to the minimum 20% level, dependent on the nature and extent
of the prevailing problem with drug usage in the school community from time to time.
Testing will take place throughout the school year.

b. Collection.

The testing collection process will be conducted in a manner that protects student
privacy, will also guard against tampered specimens and ensuring an accurate chain of
custody of the specimen. To the exient the testing involves the collection of urine, an
adult monitor is to wait outside a closed restroom stall and listen for the normal sounds of
urination.

The specific testing procedures and mechanism are to be created by the
Superintendent or designee. It is intended that the procedures be modeled on those
applicable to the testing of CDL employees, which include the testing of specimens for
alcohol and unlawful substances. The tests are to be designed to detect only the use of
illegal drugs, including but not limited to amphetamines, marijuana, cocaine, steroids,
opiates, and barbituates, not medical conditions or the presence of authorized prescription
medications.

4, Confidentiality.

All activities related to the testing policy will be carried out in accordance with
the requirements of the Family Educational Rights and Privacy Act (FERPA), the
Protection of Pupil Rights Amendment (PPRA), and any other applicable confidentiality
laws.

Test results will be shared only with staff who have a legitimate educational
interest in having access to the information, on a “need to know” basts. Test results will
not be tumed over to any law enforcement authority in the absence of a court order,
subpoena, or other legal process requiring such.

Page 2 of 6



Article 5 STUDENTS Policy Ne. 5306

Test results will be kept in confidential files separate from the students’ other
records. The test results will be destroyed when no longer needed for individual student
situations or for the overall testing program.

3. Consequences for Positive Tesis.

Any of the following shall be considered to be & positive test result:

¢ A confirmed positive aleohol or drug test;

» Refusal to participate in testing when selected, including the submission of
a Drop Form upon being requested to be tested; and/or

o Tampering with the specimen collection process.

The following shall result from a positive test result:

® 'The student’s parents or guardians will be contacted and a ineeting will be
held to discuss the positive test result, with the object of collaborating on a
plan to assist the student in avoiding fitture substance abuse.

o The student’s privilege of participating in extracurricular activities will he
restricted as follows:

O For a first positive test, the student is ineligible to participate in any
exiracurricular activities for twenty {20) school days. The student may
cortinue 0 participate in extracurricular activities if within ten (10)
school days of the meeting with the parents or guardians the student
shows proof thet the student is receiving substance abuse counseling
with a qualified professional and submits to a second drug test within
two (2) weeks.

© For a second and subsequent positive test, the student is ineligible to
participate in any extracurricular activity for 1 calendar vear. To
retun to participation, the student must complete substance abuse
counseling as and to the extent determined appropriate by a qualified
professional, and in any event for no less than four {(#) hours, and must
submit to five (5) follow up drug fests during the next twelve month
penod.

The parents or guardians are responsible for the costs of the rchabilitation
program, which includes the substance abuse counseling and follow-up testing described
above.

Positive results will not lead to the impositien of any academic consequence or

disciplinary action, other than the above-described [imitations on the privilege to
participate in extracurricular activities.

Page 3 of 6



Article 5 STUDENTS Policy No. 5306

6. Appeal Procedures.

A student or the student’s parents or guardians may request a retest of his’her
specimen at their own expense at a laboratory approved by the Superintendent or
designee and which follows federal Substance Abuse and Mental Health Services
Administration (SAMHSA) standards conceming drug testing protocols and procedures.
Requests must be made within twenty-four (24) hours of receiving the resulis of their
drug test. The specimen previously submitted will be forwarded to the approved lab in

~ - _ _ _cooperation with the District approved outside agency respopsible for confirmatory
testing.

Resulis of the re-test will be provided to the Superintendent or designee by the
approved laboratory. During the appeal period the student may not parficipaie n
competitive extracurricular activities.

In the event a student or the student’s parents or guardians wish to challenge a
positive test result on a basis other than the veracity of the test result, an appeal may be
made in accordance with the policy on extracurricular activity discipline.

Date of Adoption:
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ACTIVITIES

Random Drug Testing
Consent to Test Form

Tunderstand fully that my performance as a student and the reputation of my school are dependent, in part, on my
conduct as an individual. I hereby agree to accept and abide by the standards, rules and regulations set forth by the
Board of Education of Bloomfield Community Schools, the administration, and the coaches and sponsors for the
activities in which I participate,

I consent to and authorize Bloomfield Community Schools to conduct 2 drug and alcohol test if my number is drawn
from the random pool. I also authorize the release of information concerning the results of such tests to designated
District personmnel.

Tunderstand that this form remains in effect until the submission of an Activity Drop Form or graduation and/or
withdrawal from the District.

Sindent Wame (print) Student Signature Date

Parent or Guardian Name (print) Parent or Guardian Signature Date

Lplan to participate in one or more of the following competitive extracurricalar activity(ies): Football, Volleyball,
Cross Country, Basketball, Wrestling, Speech, One Act, FCCLA, FFA, Music, Band, Track, Golf, Cheer.

I am volunieering to be placed in the testing pool.
g p gp

Activity Drop Form

1, wish to withdraw from

[vill submit this form to the Athletic Director. My narne will be withdrawn from the testing pool on the date this is
received by the Athletic Director. AD Signature Date / /

Completing this form will pertain to all competitive extracurricular activities. I understand, by withdrawing, I can no
longer participate in any competitive extra-curricular activities, and I may not receive recognition as a member of
these activities or athletic programs. I may re-enter the testing pool after a period of one (1) calendar year by filling
outa new Consent to Test form.

TUNDERSTAND THAT I HAVE 15 DAYS TO RECONSIDER THE DECISION AND RE-ENTER THE POOL.

Student Name (print) Student Signature Date

Parent or Guardian Name (print} Parent or Guardian Signature Date



BLOOMFIELD ATHLETICS

Emergzney Identification Card
(Te be filled out by the athlete and hisher parent/guardian)

Athlerz Name: Grade;

_—

DoB: / / Ags; Sport:

Parent/Guardion Namels)

Addrass:
Emergency Contact: Phone: { 3 -

Chronic Ailments / Notes:

1 , parent or guardian of

in consideration of my child’s epportunity to participate in interscholastic activities, hersby consznt to
emergency medical treatment as may be necessary for the above named child, end hereby waive any

Hability of the school district or its employess arising out of such medical treatment




