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B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is [0 be titted out by the patient and parent pricr ta seeing the ph ysician, The physician sheuid kesp this ferm in the chart.)

153

Date of Exam
Name Date of birth
Sex Age Grade Schaol Spori(s}

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

O Medicines, ] 0 Pollens

Do you have any allergies? 0 Yes [ Mo I yes, please identify spacific allergy below.

0 Foad 3 Slinging Insects

Explain “Yes” answers below. Gircle questions you don't know the answers to.

SR R

" Has a doctor aver denled ar restricted your participation In spefts for
any reason?

R

EEIEE

26.: Do you cough, wheeze. or hnve ditficulty breathing during ar
after exercise?

2. Do you have any ongaing medical canditions? if sa, pleasa ldentify
below: C1 Asthma [ Anemiz (3 Diabetes [ Infections
Qther:

27. Have you ever used an Inhaler or taken asthma medicine?

28. Is there anyana in your family wha has asthma?

1. Have you ever spent the night in the fospital? -

29. Wera you born without ar are you missing 2 kidney, an eye, a testicls
{males}, your spleen, of any other argan?

4. Have you ever had surgery?

30, Do you havé groin pain oc a painful bulge-or hemia In \he gmln area?

C HEART.HEALTH QUESTIONS ABOUTY

31, Have you had infecfious maononucleosls (mao) within the fast maonth?

5, Have you ever passed out or nearly passed out DURING or

32, Do you hava any rashes, pregsura sores, of other skin problems?

AFTER erercisa? 3. Have you had a herpes or MASA skin Inféction?
6_', L{haev:tmuﬂﬁ;c;:ear:‘ggs?cumfom pam. lighlness, nr p ressure m 7““' 34. Have you evarhad a head [njury or concussion?
~ 5. Have you ever had a hit or blow to thé head that caused cnnfusmn
7. Dues yotfr heart guar race or.skip beats (iregular baats) during exercise? | " profanged headache, or memary problems?
8. g::&z‘::g;g:;&m you that yau have any huart problems? if so, 36, Oa you have a history of seizure disorder?
I3 High bicad pressure 3 A heart murmur 37. Da you have headaches with. axarcisa?
- [ High chalasterol 1 Aheart Infection 38.-Have you ever had numbness, Ungling, ar weaknass i your arms o
1 Kawasald diseass Other: fags alter being hit or falling?
9. Mas a doctor ever ordered a teat for your heart? (Far sxample, ECG/EKG, 3. Have you ever bean unable to movs your arms or legs after being hit
achgcardlagramy or falling? 4
10. Do you get lighiheaded or feel mare shon of breath than expected . 40. Have you aver became Il 'whifa exercising In the fsat?
during exescise? 41. Do you gt frequent muscle cramps when.exerclsing?
11. Have yau ever had an unexplained seizum"

42, Do you af someane in-your family have sickle ceft trait or disease?

12, Do you get more tired ar short of braatly mora quickly than yaur [riends
durlng axarcise? -

43. Have you had any problems with your ayes or vision?

44, Have you had any eye injurtaa?

13 vHas any lamdy memhsror relative died of heart pmblems or had an
unexpected of unexplaified sudden death beloie age 50 (ncluding
drovirting, unexplained car ‘accident, or sudden infant death syndrome)?

45. Do you wear giasses or contact lenses?

46.. Do you wear protective eyewear, such as goggles or a face shield?

47. Do you worry aboul your weight?

14. Ooes anyone i your family have hypertrophic cardiomyopathy, Marfan
syndrame, arrhythmngarile right ventrictlar cardfamyopathy, long QT
syndrgme, short QT syndrome, Brugada syndrome, or catecholaminergic
palymarmhie ventricular tachycardia?

48, Are you tryfng to or has anyone recommended that you gain or
losa waight"

49. Arayouan a specia! diet or da ynu avoid certaln types of foods?

15. Ooes anyone In your family have a heart prablem, pacemaker, or
Implanted defibrillator?

50. Have you aver hid an eating dfsardar?

51, Do you have any concemv that you woutld Uks to discuss with a ducmr‘z

16, Has anyona Jin your family had unexplalned fainting, unexpfained
seizures o near dmwning"-

52. Have you aver had a mensﬁual padud?

53. How old wera you when you had yeur first manstual peciod?

, Havs you ever had an In]ury toa hone. muscle. fk_mmen! ot tenden
that cavsed you to miss a practice or a game?

54, How many perigds have you had in the Jast 12 months?

18. Have yoii ever had any broken of fractured bones or dislocatgd joints?

Explaln 'yeé“ answers hare

19, Have you ever had an injury that required x-rays, MRI, GT scan,
Injections, therapy, a beace, a cast, of crutches?

20. Have you ever had a stress fraclura?

21, Have you auer hesn told thal you have or have you had an x-cay for neck
Instagility or attantoaxial instabllity? (Down syndroma or dwarflsm)

22, Do you ragularly use a brace, orthotics, or other assistivg device?

23, Do you hava a hone, muscie, or jaint infury that bathers you?

24, Da any of your joints become painful, swolten, teel warm, or look rad?

25, Da you hava any histary of juvenife artheitis or cannective tissus disaase?

{ hereby state that, ta the best of my knowledge, my answers to the above questions are cumplete and correct.

Sugnatera of athets

Sigraturz of g

— ran Date

Sacigly

D010 American Acadanyy of Family Physicians, Aierican Academ / of Peciatrics, American Callege af Sperts Medicin, Amercan Medical Society or Sperts Medicing, American Ontepasdic
for Spoets Magicing, acd American Ustropahic Academy of Scarts Madicing, Permission is granted lo reprint far neveametersial, educational purpesas with aoknovitedgmeant,

[ hereby give permiss
partivipation in athiedes and acrividas,
Parant or Legat Guacdian Signaure

— Dare

sion for the releass of the atrached snilen madizg® Risiory and the results of the acrual physical examingtion to the schasl for (he purpaies o




B PREPARTICIPATION PHYSICAL EVALUATION 1sa

THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam ]

Name Date of birth
Sex Age Grade Scheol Spor(s)

1. Type of disahilly

2. Dale of disability

3. Classification (f available)

4. Cause of disability (birth, disease, accident/trauma, othen)

5. List the sparts you ars Interasted in playing

e

6. Do yeu regularly use a bracs, assistive devica, or prosthetic?
7. Do you use any speciaf brace or assistive davice for sporis?
8
9

. Do you have any rashas, pressure sores, orany other skin problems?
. Do you have a hearing loss? Do you use a hearing aid?
10, De yau have a visual Impairment? ) .
11. Do you use any special devices for bowel or bladder function? y
12. Do you hava hurning or discomfort when urinating?
13. Have you had autonomic dysreflexia?
14. Have you ever been dlagnosed with a heal-related (hyperthermia). or cold-ralated {hypothermia) iness?
15. Do you have muscle spasticity?
18. Do you have frequent selzures that cannot be cantrolted by medication?

. _Explain “yes” answers here

Please Indleatz If you have evar had any of the following.

Atlantoaxial instability
X-ray svaluaticn for atlantoaxial nstability
Distocated joints (more than one) ’
Easy bleeding

Enlarged spleen

Hepatitls

Osteopenia or osteaporasis B
Difflculty contralling bowel

Difficulty controtiing bladder

Numbness or tingling in arms or hands
Numbness or ingling In Jags or feat
Weakness in arms or hands

Weakness In fegs or faet

Becert change In coordination

Recent change In atility to walk

Spina bifida

Latex allergy

Explain “yes” answers here

| heraby state that, to the best of my know!edge, my answers to the abeve questions ace complate and zorvect.

o

Signatura af aguats gatusa of paaatiyuardian e v Latz

Avadaimy of Padinisics, Anerican Coits

adaemy of Sporks Medicing. Permission

et Suelety for Sporis M
W, 2 hucafional purcs2s

igan Academy of Fundly Plysicians,
orts Madicine, Jnd Aineeican Cstac;
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W PREPARTICIPATION PHYSICAL EVALUATION 153
PHYSICAL EXAMINATION FORM

Mame . Date of birth

PHYSICIAN REMINDERS
1. Consider additional questions on mora sensitive Issues
* Do you feel stressed out or under a lot of pressure? A
« Do you ever feet sad, hopaless, depressed, or anxious?
» Do you feel safe at your home or residence?
» Have yau ever trled cigarettss, chewing tobacco, snuff, or dip?
= Quring the past 30 days, did you use chewing tobacco, snuff, or dip?
« Do you drink afcahol or use any other drugs?
« Have you ever taken anabolic sterolds or used any other performance supplement?
= Have you gvar taken any supplements to help you galn or lose weight of improve your performance?
o Do you wear a seat beft, use a helmet, and use condoms?
2. Consider reviswing quastions on cardiovascular symptams (questions 5-14).

Height Walght O Male O Fernale
8P ! { / } Pulse VisionR20/ -

o Marfan stigmata (kyphescoliosis, high-acched palate, pectus excavatum, arachnodactyly,
arm span > helght, hyperfaxity, myapla, MVP, acrtic insufficiency) .

Eyas/ears/naselthroat

¢ Pupiis equal

* Hearing

Lymph nodes

Heart*

*» Murmurs (auscultation standing, supine, +/- Valsalva)

o Lacation of polnt of maximal impulse (PM)

Pulses .

« Simultaneous femoral and radial pulses

Lungs.
Abdoman

Genltourinary {males only)®

Skin

« HSV, lesions suggastive of MRSA, linea carpords
Neurolegle® -
MUSCULOSKELETAES S s sty
Nack

Back

Shoulder/arm

Elbow/forearm

Wristhand/fingers

Hiphigh

Knee

Leg/ankle

Foot/toes

Functional
+ Duck-walk, single leg hop

A

*Canslder ECG. achocardiogram, and raferral to cardiology for abnarmal cardiac histary or exam.
Congider GU axam it in privata satting. Having third party presant is recommended,

Cansider cogaith or baseling psychialric testing if a history of significant concussian.

3 Clearad for alt sports without restriction

O Clearad for all sports withott restriction with recommendations for further evaluation or l}eatment for

0 Not clesred
3 Pending further evalyation
1 For any sperts
O Fer certain sports
Reason

Recommendations

Ihave examined the above-named student and complated the preparticipation physical evaluation. The athlete does not present apparent cllnical contraindications to practice and

participate In the spari(s) as outiined above. A copy of the physlcal exam s on recard In my office and can be made avallable to the schoot at the raquest of the -
tlans arfse after the athiete has been cleared for participation, the physiclan may rescind the cle. ] parents if condl

arance untfl the problem is resolved and the polential ¢ \
explained lo the athlete {and parents/guardians). ’ ° AnaeRuances are complatel
Hame of physician {printtype) Date
Address . Phone
Signature of physician

. MD or DO

Q2010 Amgrican Acadeay of Famdly Physicians, American Avageny of Peciatrics. Amorican College of Sparts Medicive, American Mledical Sccizly for Sports Medicine, Amtericar Orihepaseic
Suciaty for Sgor:s Macicire, and American Gstacpatnic Academy of Seerts Vedicine. Pervission is granted 1o reprint for aercommarcial. educational purposes wit acks dorment




ID/eCLse il out Both Sicles
B PREPARTICIPATION PHYSICAL EVALUATIO\J el Rolenrisso She &M
CLEARANCE FORM

Nama Sex O M OF Ags Date of birth
0 Ciearad for all sparts without restriction

\
O Clearad for all spers without rastriction with recommendations for further evaluation or trzatment for

O Not cleared
O Pending further evatuation
O For any sports
O For certain sports

Reasan

Recommendations

1 have examined the above-named student and comgpleted the preparticipation physicat evaluation. The athiata does not presant apparent
clinleal contralndications to practice and participate in the sport(s) as outlined ahave. A copy of the physical exam Is on record In my office

~aNd Tan e made available to e Sehaal atthe Taquest of thd Parents, U Condifans arise affar the athlefa has been clearad Tor participation,
the physiclan may rescind the cléarance untlf the problem fs resolved and the potentidl consequences are completely explainad to the athiate
(and parents/guardians).

Mama of physictan (print/type) . , : Data

Addrass _ ' - Phone

Signature of physician . ,MDorD0

EMERGENCY INFORMATION
Allergies

Other information

D040 Anerican Acalemy of Family Physicians, Amecican Acadumy of Pediairics, Amedican Coltuge of Sperss Mevicie, Ainercs Medical Seciety for Sper's Madicing, American Crihopandic
Scckely for Sports MesTeine, and American Ostzapattic Acadumy of Spearts Meicing, Paemissicn 's granted © reprint for rorcommerzisl educativnal purpesas with ackrosledyment,



To be completed for
students participating in
all NSAA activities. -

NEBRASKA SCHOOL ACTIVITIES ASSOCIATION (NSAA)
Student and Parent Counsent Form

School Year: 20
Name of Student:
Date of Birth: Place of Birth; -

-20 Member School:

The undersigned(s) are the Student and the parent(s), guardian(s),

or persori(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’
ligaments, tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare occasions,
result in total disability, paralysis and death; and, (d) even the best coaching,
observance of rules, injuries are still a possibility;

s bones, joints,
injuries so severe as to
the use of the best protective equipment and strict

(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 subseqtllent
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 performarice, 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 broadeast, sale or display of such photographs or
recordings. '

T acknowledge that I have read paragraphs (1) through (4) above, understand and agree to the terms thereof, including the warning of
potential risk of injury inherent in participation in athletic activities.

DATED this day of

Name of Student [Print Name] Student Signature

(f am)(We are) the Student’s [circle appropriate choice} (Parent) (Guardian). (I)(We) acknowledge that (D(We) have read paragraphs
(1) through (4) 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 warning in paragraph (3) 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 Country Soccer Volleyball
Music Football Softball Wrestling Debate Journalism
DATED this day of ,
Parent [Print Name] Parent Signature

Revised April 2012



STUDENT NAME GRADE

EMERGENCY MEDICAL (RELEASE) INFORMATION SIGN-OFF SHEET

I. I/we have read the policies concerning activities found in the Activities Handbook and understand
them fully. I/we agree that my/our son/daughter will abide by these policies while he/she is involved in
activities of Cozad Middle School and/or High School and that the schoo! and its sponsors/coaches will
follow these policies.

2. l/we further understand that should there ever be a time whereby I/we have a question regarding these
policies or if my/our son/daughter has not been in accordance with these policies, a conference may be
requested with school personnel - Principal, Activities Director and/or Coach/Sponsor - to discuss the
matter further. Complete due process procedure for NSAA policies are available from the Activities
Director.

3. I/we understand the school carries NO insurance of any kind to cover medical expenses incurred
while participating, and I/we will assume all such expenses personally.

(Please examine your insurance policies carefully to make sure they cover interscholastic athletic
participation and if they do not, the school has information on special insurance policies for athletic
participation.) :

4. I/we hereby give my/our consent for our son/daughter to accompany any school group of which he/
she is a member on any of its local or out of town trips. I/we authorize the school to obtain, through a
physician of it’s own choice, any emergency medical care that may become reasonably necessary for the
student in the course of such activities or such travel.

*

Parent/guardiarf Signature ' Date
MEDICAL INFORMATION SIGN-OFF SHEET
Please complete the following Emergency Information

Parent’s
Address

Home Phone#

Mother’s Work Phone # ' Father’s Work Phone#

If no answer, call in case of emergency (include name and phone #)

Physician’s Name Work Phone #
Home Phone #

Hbspltaixiatxori Tnsurance (TYpe, Gfdup and 1D#)
History of Diabetes ~ YES NO : History of Epilepsy YES NO

Please List Any Allergies to Sulta, Penicillin, etc...

Parent/Guardian gives permission to administer anesthetic and/or emergency treatment as required:
YES NO

¥

Parent/Guardian Signature Date

**My child's medical history from school records may be shared with supervising coaches & staff members**



Consent to Perform Urinalysis for Drug Testing (APPENDIX B)

We hereby consent to allow the student named on the front of this form to undergo
urinalysis testing for the presence of illicit drugs or banned substances in accordance with the
Policy and Procedure for Random Urine Drug Testing of Cozad Community Schools
Students Students as approved by the Cozad Community Schools Students Board of Education.
We understand that the collection process will be overseen by a qualified vendor. We understand

that any urine samples will be sent only to a certified medical laboratory for actual testing, and

that the samples will be coded to provide confidentiality.

We hereby give our consent to the medical vendor selected by the Cozad Community
Schools Board, their laboratory, doctors, employees, Or agents, together with any clinic, hospital,
or laboratory designated by the selected medical vendor to perform urinalysis testing for the

detection of illicit drugs or banned substances.

We further give permission to the medical vendor selected by the Cozad Community
Schools ‘Board, its doctors, employees, or agents, to release all results of these tests to the
Medical Review Officer (MRO) working for the medical vendor. We understand these results
will be forwarded to the Building Principal and will also be made available to us.

We understand that consent pursuant to this Informed Consent Agreement will be
effective for all activities in which this student might participate during the current school year.

We hereby release the Cozad Community Schools Board of Education, SPORT SAFE '
‘Testing Service, Inc. and its employees from any legal responsibility or liability for the release of

such information and records.

READ CODE OF CONDUCT AND EXPECTA'I‘lONS ON REVERSE SIDE AND SIGN!

~

/%’“’"“7



COZAD COMMUNITY SCHOOLS
CODE OF CONDUCT AND EXPECTATIONS
- INFORMED CONSENT AGREEMENT (APPENDIX B)

Student Name (Print) Grade

Parent/Guardian/Custodian Name (print)

Home Phone - : Work Phone

AS A STUDENT:

[understand and agree that participation in athletics and parking on school grounds is a privilege
that may be withdrawn for violations of the Code of Conduct and Expectations, hereinafter
Code of Conduct. I have read the Code of Conduct and thoroughly understand the
consequences that I will face if I-do not honor my commitment to the Code of Conduct. I
understand and realize that there is risk of injury in participating in activities. [ understand that
when I participate in any athletic program, and/ or receive a parking permit, [ will be subjected to
initial and random urine drug testing, ahd if I refuse, I will not be allowed to practice, participate
or park. I'have read the consent on the reverse of this form and agree to its terms.] understand
this is binding while a student within the Cozad Community Schools.

Student Signature ~Date

AS A PARENT/ GUARDIAN/CUSTODIAN:

I'have read the Code of Conduct and understand the responsibilities of my son/daughter/ward as
a participant in athletic, and/or parking privileges in the Cozad Community Schools Students.
understand and realize that there is an assumed risk of injurv involved far me < Mg
483 particlpant i activiues.l understand that my son/daughter/ward, when participating in
athletics, and/or receiving a parking permit, may be subjected to initial and random urine drug
testing, and if they refuse, will not be allowed to practice, participate, or park. I have read the
consent on the reverse of this form and agree to its terms. [ also understand that if my
son/daughter/ward has completed their season and does not intend on participating in other
activities and/or parking for the remainder of the year, I may remove them from the random
program with a signed consent to Designated Official. Failure to do so is my consent to offer the
deterrence of random drug testing for my son/daughter/ward until the end of the testing year. [
understand this is binding while my son/daughter/ward is a student within the Cozad Community

Schools.

Parent/Guardian/Custodian Signature ' Date



