PRE-PARTICIPATION PHYSICAL EVALUATION HISTORY FORM
DateofExam

Name Date of birth

Sex Age Grade Schoul Spori(s)

Medicines and Allergies: Please list afl of the prescription and over-the-counter medicines and supplemenés (herbal and nutrilional}

that you are currently taking.

DBavouhaveany atleraies?

0 Yes ZNo Ifves,pleascidentify specificalleray bejaw.

O Medicines Pollens Glood 03 Stinging Insecls
GENERAL QUESTIONS Yes { No MEDICAL QUESTIONS Yos No
1.Hasadocloreverdeniedorrestricledyour parficipationin sporisfor 26. Doyou cough, wheeze, or have difficulty breatling during or afer
any reason? exercise!
2. Doyouhave any engoing medical conditions? If 50, please idantify 27, Haveyou ever vsed an inhaler or taken asthina medicine?
velow: 0 Asthma [ Anemia 3 Diabeles £ tnfeclions 28.Isthereanyoncinyourfamily whohasasthing?
Other: 29. Wereyouborn withmllurareyoumissiagakidncy.nncyc,nicssidu
3. Haveyoueverspentihe nightin thehospilal? (males), your spleen, os any ather organ?
4. Have you ever had surgery? 30. Doyouhave geainpain orapainful bulgeor herniain (e groinarca?

HEART HEAL TH QUESTIONS ABOUT YOU Yes | No 3. Haveyouhad infeetious mononucleosis {monc) withis the kst month?

5. Have youeverpassed oular neaily passed out DURING or 32 Doyou have any rashes, pressure sores, or ather skin problems?
AFTER exercise? _ 33. Haveyouhad aberpes or MRS A skin infeclion?

G. Have you‘ever had}dascumlort, pain, tighiness, or pressure in your 34. Haveyouever had ahest ifury or concussion?
chestduringexercisa?

. - " Y 15, Haveyoueverhadahitorblowtothe head thatcaused confission,

7. Does your hearl ever race or skip beals {irregular beats) during exercise? prelongethentache, of memary problems?

8. ?haes ; c;mgl?.:;;?!d you that you have any hearl problems? If so, 36. Do youhave 2 history of seizure disorder?
O Highblood pres-sure [3 Ahear musmur 37. Doyouhave headaclies with oxercise?
O High chotestero! 00 Aneadinfection 8. Have you ever liad aumbress, lingling, or weakness in your anns or legs
3 Kawasaki disease Qlher: afterbeing hitor Matling?

8. Has adoclor ever ordered a testfor yourhean? (Forexample, ECG/EKG, 39, Havegoeverbeenunabletomove yourarmsorlegsalterbeina it or
echocardiogram) falling?

10. Do you gel lightheaded of feel mare sharl of brealh thar expecled A8, Have you ever become il] while exercising in the heat?
duringexercise? 3. Do yau gel frequent muscle cramps when exercising?

1. Have you ever had anunexplained selzure? 2. Doyonorsaneoneinyour family havesickle celliraitordisease?

12. Doyeu gelmerelired or shorlafbrealhmore quickly thanyour lriends A3 Have youJuid iy probleiss with your cyes or vision?
duringexercise? - PR

44. Haveyou had any eye injurics?

HEARTHEALTH QUESTIONS ABOUT YOUR FAMLY Yes [ No T

43. Du you wear glasses or contagt lenses?

13, Hasany familymemberorrelative diedofhear problems ar had an - " " T
unexpecled or unexplained sudgen death before age 50 {including 46. Do you wear profective q.cw.._ar. such as goggles or 2 face shicl?
drowning, unexplained car accident, or sudden infant death syndrome)? 47, Doyou worry sboul your weight?

14. Does anyone inyour family have hypestrophic cardiomyapalhy, Marfan 48, Arcyoulryingtoorhasanyenerceammended thatyougainor lose
syndrome, arthythmogenic right ventricular cardiomyopathy, long QT weight?
syndrome, shorl QT syndrome, Brugada syndrome, or calechalamingrgic 8. Areyouanaspecial diet ordoyou avoid certaintypesaf foods?
palymorphicventricular tachycardia? _—

P - ih Prp—— - 50. 1ave you ever bad an eating disorder?

. Does anyone in your fam ve It m, ,oF - - - "
in:;!aﬁ!:;geﬁbr)i(l?alnr? Vi have aneart problem. pecemaker, o 3. Doyouhavemny concernsthatyou wauldiikero discuss withadoctor?

16. Has anyone in your family had unexplainad fainting, unexplained FEMALES ONLY
Seizures, ofnear drowning? 52, Haveyouever hiad a menstoal period?

BONE AND JOINT QUESTIONS Yes ¢ No 33. Howoldwercyouwheayouhadyour fisstmenstrual period?

17.Haveyeueverhadaninjurytoabone, muscle igament, orlenden
lhatcausedyculo missaprasliceoragame?

34, Howmany periodshaveyou hadinthelast 12 months?

8. Have you ever had any broken or fractured bones or distocated joints?

18. Have you ever had an injury thal required x-rays, MRE CT scan,
injections, lharapy, a brace, a cast, or crulches?

Explain*yes™ answers iere

2{. Have you ever had a siress fracture?

2%.Haveyoueverbesnold thalyouhave orhave you hagan x-fayforneck
instabiliy or attantoaxialinstability? (Down syndrome or dwarfism)

22. Do you regularly use abrace, orthetics, or other assistive device?

23.Doyouhaveabone,musde,orjuintinjurymaibome:syou?

24. Doany ofyourjoints become painfl, swollen, feelwarm, orlockred?

25. Do youhave any histery of juvenile arthritis o conrective fissue disease?

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

Siguatumofaihlete—

Signature.of parent/guardian

10Amen‘canncademya??amﬂyﬁnysmanr,ﬁmermaﬁﬂ%emyufPedfab'fmmmencarmorregevf'SporfmeE‘icme:?tﬁencanﬂe&ca?%mem 775 W
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PHYSICAL EXAMINATION FORM

Name:

PHYSICIAN REMINDERS o
Consider additional questions on more sensitive issues
- Do you feel stressed out or under a lot of pressure?
- Do youever feel sad, hopeless, depressed, or anxicus?
« Do you feel safe at yourhome or residence? )
- Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
- During the past 30 days, did you use chewin tobacco, smlﬂ’? or dip?
- Do yoi drink alcohol or use Any other drugs?
- Have you ever taken anabolic steroids or used any other performance supplement?

Date of Birth:

- Have you ever taken any supplements to help yoi dgam or fose weight or imprave your performance?

- Do you wear a seat belt, use a helmet, and use tondons?
Consider feviewing questions on cardiovasenlar symptoms (3-14),

EXAMINATION

leight Weight Vi¥fale {1Feimale

iy ! { / i Pulse Vision R 20/

L2067 Coreected 0N

MEDICAL INORMAL

ABNORMAL FINDINGS

Appearance
+ Marfaestigmaia (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, arm span

> height hyperlaxiy, myopta, MVP, sortic insufliciencyd

Eyesfearsinose/throat
= Pupils expal
= Hearing

Lanph nodes

el
= Munnurs {ruscultation standing, supine. H- Valsalva)
= Location ol point ol maximal impulse (PM1)

Palses
= Simgtlancous lemoral and radial polses

Lsings

Abdomen

Genitouriaary tmales onh ¥

Skin
« HSV lesionssuggesiiveal MRS A, tingacorparss

Neureloie ©

MUSCULOSKELETAL

Nugk

Dack

Shoulderirm

i bowiTorcarm

W risthandffingers

Hipfthigh

Kiice

Leg/ankle

Foniitis

Functional
= Duck-walk, single g hop

ACansider ECG, echocardiogram, and relerral to cardiology lor abrormal cardiae history or exam,
bConsider GU exam il in private selting. Having third party preseat is recommended.

SConsidee cogitive cvaluation or baseline neuropsychiatric testing if a history of significan! concussions.

&3 Cleared for all sports without restricticn
@ Cleared for af sports without restriction with recommendalion: for further evaluation or reatment for
0 Not cleared
o Pending further evaluation
o Forany sports
o Foreertain sporls
Reason Recommendation

1 have examined the above-named student and completed the pre-participation physical evafuation. The athlete does not present any apparent limiations to practice and
participate in the spori(s) as outlined sbove. If conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is

resolved and the potentiol consequences are compietely exphained to the athlete {and parents/guardians).

Nawe of physician (print/typc)
Address

Phone

Signature of physician

MDorDO

©2070Amarican Academyof Family Physicians, American Academy of Pedialrics, American College of Sports Medicine, American Medical Society for Sports Medicing, American Orthepardic




CLEARAMNCE FORM

Name Sex [IM £F  Age Date of Binh__

0 Cleared for all sports without restriction

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

T3 Notcleared
0 Pending further evatuation
0 Forany sports

0 For certain sports

O Reason

D Recommendations

Ihave examined the above-named student and com pleted the pre-participation physical evaluation, The athlete does not
have any apparent clinical reasons to limit practice or participation in the sport(s) as outlined above. A copy of the physical
exan is en record and can be made available to the school at the request of the parents. If conditions of concern arise after
the athlcte has been cleared for pa rticipation, the physician may rescind the clearance until the problem has been resolved
and the potential consequences are explained to the athlete {(and parents/guardians).

Name of Physician {Print) Date
Address
Phone Signature of Physician ,MDorDO

EMERGENCY INFORMATION

Allergies

Other Information

Committed to Excellence and Success in ALL we do

2 1




PREO-PARTICIPATION PHYSICAL EVALUATION HISTORY FORM-SPECIAL NEEBS

DateofExam

Date ofbirth

Name

Sex Age Grade School Sport(s)

1. Typealdisability

[ Dateofdisability

3. Classification (if avaifable)

4. Causeof disability ¢birth, disease, acsident/irauna, othery
5. Listthesportsyonaseinterested inplaying

Yos No

6. Do you regularly usea brace, assistive devics, o7 prosthetic?
7. Do you nse sy special brace or assistive deviee For sports?
. Doyo have any rashes, pressuce sares, or any other skin problems?

9 Doyouhaveahenrdngloss? Doyonuseabeariag sid?

10, Buyou lave a vissal ingpaisment”

1. Do you use any spesial devices For bowe) or biadder fimction?

£ 2. D you have buming or discomfost when winating?

13. Have youhad astonomic dysrefiesia?
14, Haveyou everbees dingnosed with a beat-refated (hypenthermia) or cold-related (hy pothermin} Hliess?

15. Doyouhave musche spasticity?
16. Do you have frequent seiures thal camol be controlled by medication?

Explain “yes” answers here

Plesse indicate if yau have ever hadd any of the Fllawing,

Yes o

Adlamtvaxdalinstability

X -ray evatuation fot atlantoaial instability

islocated joints (morethan une)

Lasv bleeding

ulacued splees

Hepatilis
Osteupeia or osleoporasis

Difficulty controiling bowel
Dilficuity controting bladder

INumbness of ingling in arns or hads

sumbness or Singling i tegs ar feet

Wenkness in anus of ands

Weakitess in legs or fect

Recenl chinge in coandinaton

tecenl change in ability 1o walk
Spinabifida

AAlex afiergy

Lxplain “yes” answers here

!

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

Signature of athiete Signature of parent/guardian Date
2010 American Acadermy of Family Physicians, American Academyof Pediatrics, Amarican College of Sports Medicine, American Madica! Sociely for Sports Medicine, American Orthopaedic




BRYAN COUNTY BOARD OF EDUCATION

BRYAN COUNTY HiGH SCHoOL
Parental Consent and Insurance Infermatton Form

Waming: Although participation In supervised Intersoholastic sthjstics and school
one of the least hazardous in whlch students wil engage In or out of school, BY JTS
NATURE, FARTICIPATION IN INTERSCHOLASTIC ATHLETICS and SCHOOL ACTIVITIES

Students can and do have the responslbllity to reduce the chance of injury. STUDENTS AND
PLAYERS MUST OBEY ALL SAFETY RULES, REPORT ALL PHYSICAL PROBLEMS TO
TEACHERSICOACHES, FOLLOW A PROPER CONDITIONING FROGRAM, AND INSPECT THEIR
EQUIPMENT DAILY. . '

By signing this permission form, you acknowledge that you have read and Understand this
warnfng. PARENTS OR STUDENTS.WHO DO NOT WISH TO ACCEPT THE RISKS DESCRIRED iN

THIS WARNING SHOULD NOT SIGN THIS PERMISSION FORM.

I (we) hereby give permission for my (our) chitd, _
1. Compele in all athlefics at Bryan County High School under the Georgls High Schbol A

except
2. Accompany sny school toam/activity on any focal or out-of-town trips.
3. I'hereby verify that the information op this form Is correct and understand thet any false

tor
Ssociation

My child has the following medical eondltlon(s) of which healthcare providers should be aware:

Condition(s):
Allergles (food, bee stings, medications):
_ Current medications taken:

Insurance Information [please check one and complate}

Emergency conlact name: i __felationship’ phone
Family physlcian ___phone__

My son/daughter Is adequataly and currently covered by accident Insurance that will sover Infuries
sustalned while participating In any schocl-suthorized activity. (Please furnish capy of cyrrent card,)

Company providing insurance - Name of insured policy/group number

D My son/dafightar s not currently covered by accident Insurence. (Proof of Insurangs covermage js

requlred before participefion fs permitfed.)

Student signsture tale
Signature of Parson authorized to Conssnt for Student dele o
{parent or lega/ guardian)

witness

.Refa tionship to sfudant




DON'T FORGET
TO ATTACH A COPY

"OF YOUR

INSURANCE

D!




APPENDIX A- BCS PARTICIPATION PACKET
AUTHORIZATION FOR EXCHANGE OF HEALTH AND EDUCATION
INFORMATION

(The Health Insurance Portability and Accountability Act - HIPAA)

Bryan County Schools

8810 Hwy 280 East

Black Creek, Georgia 31308
912-851-4000

Student Information

Student Name:

Address:

Male Female Date of Birth:

Parent/Guardian:

Phone: (H) (W) <)

Parental Consent

[ hereby authorize

(Name of Local Education Agency)

and

(Physicians Name) (Title) (Phone Number)

and

(Primary Insurance Company) (Policy Number)
to exchange health and education information/ records for the purposes listed below,
Description

The health information to be disclosed consists of the following:

Authorization

This authorization is valid for one year or as specified:

It will expire on:

[ understand that [ may revoke this authorization at any time by submitting written notice of the
withdrawal of my consent. ! recognize that health records, once received by the local education agency
(LEA), may no longer be protected by HIPPA, but they will become education records protected by the
Family Educational Rights and Privacy Act (FERPA).

Parent/Guardian Signature: Date:

Committed to Excellence and Success in ALE we do



STUDENT RELEASE FORM:
For Field Trips, Athletic Events and Other Activities Requiring System Transportation

I, as parent, custodian, or guardian of the below named minor, hereby release the Bryan County Board of Education, its employees and agents
from any snd ali claims [ may assert against such because of my child’s participation in an off-campus event. This release shall act as a
release of ail claims that may occur at the event as well as all claims that may arise because of travel to and from the event.

SCHOOL:

CHILD S NAME: e

PARENT'S NAME:

PERSON(S) TO BE CONTACTED IN CASE OF EMERGENCY:

NAME: PHONE NUMBER:

NAME: PHONE NUMBER:

IMBURANCE iNFORMATION

Potlicy (Company) Name Policy/Group Number:

Name of Insured

FISOICAL INYORMATION

The following information will be provided to EMS personnel, physician(s}), and other health care personnel as needed in the event your
child needs assistance and you cannot be located.

I/We, the parent(s} of , hereby give EMS personnel, physician(s) and other health care personnel
permission Lo render medical treatment to the child in case of illness or injury.

I further authorize you to transport the child to hospital and enter
the care of the family physician , whose phone number is

[f the family physician cannot be contacted, [ authorize the SIMErgency room phys:c:an to treat the ch:id [ hereby refease the Bryan
County Board of Education and its employees and agents from all claims arising from such teeatment or care,

MY CHILD HAS THE FOLLOWING MEDICAL CONDITIONS:

MY CHILD HAS AN ALLERGY TO THE FOLLOWING MEDICATION(S):

MY CHILD IS5 TAKING THE FOLLOWING MEDICATION(S):

Parent/Guardian Signature
NONDISCRIMINATION STATEMENT

It is the poticy of the Bryan County Board of Education not to discriminate on the basis of sex, age, race, handicap, disability, religion, or nationality in the
educational programs and activities or in admissions to facililies operated by the Bryan County Board of Education or in the employment practices of the
Bryan County Schoo System. The Bryan County Board of Education complies with all aspects of Title 1X of the Education Amendments of 1972, Title V1 of
the Civil Rights Act of 1964 {Amended, 1973), Title 1 of Vocational Education Amendments of1976, Titic VI of the Civil Rights Act of 1964(Amended,
1974), Title XX1X of age Discrimination, Act of 1967, Section 504 of the Rehabilitation Act of 1973, and the Americans With Disabilities Act,

©201 oAmentanAc;&Er};; of Family Physicians. American Academy of Pedialrics American Collage of Sports Medicine, Amencan Medical Sociely for Sparts Medicing, American Orthopaedic



STUDENT/PARENT CONCUSSION AWA RENESS FORM

SCHOOL NAME:

DANGERS OF CONCUSSION

Concussions at all levels of sports have received a great deal of attention and a state law has been passed to address this issue. Adolescent
athietes are pariicularly vulnerable o the effects of concussion. Once considered little more than a minor “ding" to the head, it is now
understood that a concussion has the potential to result in death, or changes in brain function (either short-term or long-term). A concussion is a
brain injury that resuits in a temporary disruption of normal brain activity. A concussion occurs when the brain s violently rocked back and
forth or twisted inside the skull as a result of a blow to the head or body. Continued participation in any sport following & concussion can lead
to worsening symptoms, as well as increased risk for further injury to the brain,

Player and parentai education in concussion policies is crucial, This form must be signed by the parent or guardian of each student who
wishes to participate in GHSA athletics. One copy needs to be returned to the school, and one may be kept at home.

COMMON SIGNS AND SYMPTOMS OF CONCUSSION

*  Headache, dizziness, poor balance, moves clumsily, reduced energy level/tiredness

¢ Nausea or vomiting

*  Blurred vision, sensitivity to light and sounds

*  Fogginess of memory, difficulty concentrating, slowed thought processes, confused about surroundings
*  Unexplained changes in behavior and personality

*  Lossofconsciousness (Note: This doas NOT occur in all concussien episodes. )

BY-LAW 2.68: GHSA CONCUSSION POLICY: In accordance with Georgia law and national playing rules published by the
National Federation of State High School Associations, any athlete who exhibits signs, symptoms, or behaviors consistent with a
concussion shall be immediately removed from the practice or contest and shall not return to play untii an appropriate healthcare
professional has determined that no concussion has oceurred. (NOTE: An appropriate healthcare professional may include; a
ticensed physician {MD/DO) or another licensed individual under the supervision of a licensed physician, such as a nurse
practitioner, physician assistant, or certified athletic director who has received training in concussion evaluation and management.

a}  Noathlete is atlowed to return to a game or a practice on tie same day that a concussion {a) has been diagnesed, OR (b)
cannot be ruled out.

b} Anyathlete diagnosed with a concussion shall be cleared by an appropriate healthcare professional prior to resuming
participation in any practice or contest, The formulation of a gradual return to play protocol shall be a part of the medical
clearance.

¢} Itis mandatory that every coach in each GHSA sport participate in a free, online course on concussion management prepared
by the NFHS and available at www,nfhslearn.com at least every two years.

d}  Each school will be responsible for monitoring the participation of its coaches in the concussion management course,

[HAVE READ THIS FORM AND [ UNDERSTAND THE INFORMATION PRESENTED.

SIGNED:

(Student) {Parent or Guardian}

DATE:

©2010 Amarican Acadarmy of Famil ly Physicians, American Acatlemy of Pecialrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orfhopaedic



STUDENT/PARENT GHSA HEAT AND HUMIDITY AWARENESS FORM
Dangers of Heat and Humidity

Over the years, more and more cases of heat-refated itness have oceurred. [t has resulted in a number of side effects including
cramping, stroke, and even death, Certain sports are at higher risk than others, especially when considering equipment needs
for safety (Football, Lacrosse, etc.). Heat iliness is highly preventable, however, and extreme caution must be taken in order
to protect our student athletes. Humidity plays an  important role in our bodies’ ability to dissipate heat. As the humidity rises,
so do the risks to our health.

Player and parent education is essential to preventing heat exhaustion. Please read over the following information. This form
must be reviewed and signed by BOTH the parent/guardian and the student athlete who wishes to participate in GHSA and

RHHS Athletics.

Common Signs and Symptoms of Heat Illness
Headache Chills Pallor or flush Nausea Weak, rapid pulse

Incoherent Vomiting Cramping Unusual fatigue/lightheadedness

GHSA By-Law 2.67 - Practice Policy for Heat aud Humidity:

(al Schools must follow the statewide policy for conducting practices and volantary conditioning workouts in al! sports during times of
extremely high heat andfor humidity. This poticy will be signed by each head coach at the beginming of the season and distribuied to all
players and their parents or guardians. The poticy shali follow modified guidelines of the American College of Sports Medicine in
regards to;

{1) The schedufing of practices at various heat/humidity levels
{2) The ratio of workout time to breaks allotted for rest and hydration at various heatlumidity levels
(3) Tite heat/humidity levels that will result in practice being terminated

{b} A scientifically-approved instrument that measures the Wet Butb Globe Temperature must be utifized at each practice to ensure that the
written policy is being followed properly. WBGT readings should be taken every hour, beginning 30 minutes before the start of practice.
{c} Practices are defined as: the period of time that a participant engages in a coach-supervised, school-approved sport or conditioning-

related activity. Practices are timed from when the players report to the practice or workout area until players leave that area. If 2
practice is interrupted for a weather-related reason, the “clock™ on that practice will stop and will begin again when the practice

FESLIMIES.

(d} Conditioning sctivities include such things as weight training, wind-sprints, timed runs for distance, etc,, and may be apart of the
practice time or included in “voluntary workouts.”

(e) A wallethrough is not 2 part of the proctice time regulation, and may last no fonger than one hour. This activity may not include
conditioning activities or contact drills. No protective equipment may be wom during a walk-through, and no fsll-speed drilis maay be
hekd.

(f Rest breaks may not be combined with any other type of activity and players must be given unlimited access to hydration. These

breaks st be held in a “cool zone™ where players are out of direct sunfight,
PENALTIES: Schools violating the heat poticy shatl be fined a minimum of $500.00 and a maxinmwm of $1,000.00.

WET BULB GLOBE TEMPERATURE (WBGTYACTIVITY GUIDELINES

s Under 82.0 - Normal Activities. Provide at feast three breaks each hour with a minimum duration of 3 minutes each.

s 82.0-86.9 - Usediscretion for intense or prolonged exercise; watch at-risk players caretully, Provide at least three breaks
each hour with 2 minirnum duration of 4 minutes each,

o 87.0 -89 - Maximum practice time is 2 hours. For Football: players are restricted to helmet, shoulder pads, and shorts
during practice, and all protective equipment must be removed during conditioning activities. If the WBGT riscs to this level
during practice, players may continue to work out wearing footbatl pants without changing to shorts. For All Sports: Provide
at least four breaks each hour with a minimum duration of 4 minutes each.

e 90.0-92.0 - Maximum practice time is | hour. For Football: no protective equipment may be worn during practice, and
there may be no conditioning activities. For All Sports: There must be 20 minutes of rest breaks distributed throughout the
hour of practice.

«  Over 92.1 - No outdoor workouts. Defay practice untif a cooler WBGT level is reached.

1 HAVE READ THIS FORM AND | UNDERSTAND THE INFORMATION PRESENTED.

ATHLETE SIGNATURE: Date:

PARENT/GUARDIAN SIGNATURE: Date:

Committed to Exceltence and Success in ALL we do i

7% }




() optimhealthcare
Docrar Lo.d, Pretiont Fonend

MEDICAL CONSENT TO TREAT

The undersigned grants the representative from Optim Sports Medicine Center and its employee’s parental consent
for your child’s pre-participation screening and assessment/treatment of your child"s injuries that he/she may sufier
during the school year.

Lgive permission for the school official, chaperone, or representative of the Optim Sports Medicine Center,
involved in the activity with my child, to seek medical aid, render first aid if such attention is necessary in the sole
discration of said person invelved. In case of emergency and when I cannot be immediately eeached by telephone
or otherwise, I give permission to the physician selected by the school officials to hospitalize, secure proper
treatment, and order injections, anesthesia, or sutgery for my child. [ agree to be responsible for all medical
expenses incurred in connection therewith, In the event the School incurs expenscs for medical treatment, then and

in that event I agree to reimburse said institution in full.

THE UNDERSIGNED CERTIFIES THAT HE/SHE READ AND UNDERSTANDS THE ABOVE.

Parent/Guardian Signature Date

CONSENT FOR A PRE-PARTICIPATION EVALUATION (PPE)
(*Must be signed if particlpating in Optim-provided Spring Physicals*)

1 hereby authorizc and consent to having Optim Sports Medicine Center. Athletic Trainers andior their
copsulting physician(s) perform a Pre-Participation Evaluation (PPE) on me for the - school year. |
understand that this PPE is a health screening and is not intended to take the place of the physical exam that can be
performed by s physician. I understand that the scope of this PPE (medical history, blood pressure/pulse screcn,
and heart/lung auscultation) WILL NOT IDENTIFY many of the medical problems known to be associated with
sudden death in athietes. Some of those medical problems include but are not necessarily limited to cardiac *
abnormalities, pulmonary abnormalities, aneurysms, and/or sickle cel! trait.

I hereby fully and forever release and discharge Optim Sports Medicine Center., its subsidiaries and
affiliated corporations, and their respective directors, trustees, officers, employecs and agents and my physician(s)
or any other person participating in niy care from any and all claims, demands, damages, rights of acting or causes
of action, present or future, whether the same be known or unknown, enticipated or unanticipated, resulting from or
arising out of the completion of this PPE.

I'understand that this PPE is being carried out with my consent and so assume full responsibility for the
fimitations of this PPE in detecting nany of the health problems associated with sudden death in athletes.

Parent/Guardian Signature Date

FPleaye complete/sign/dute every fine (if applicable} in order for your student athiete to be eligible to participate,



APPENDIX B: DUAL ATHLETE PARTICIPATION FORM
Tt is the intention of the athlete named below to participate in two sports during one season. In order for this to occur,
the following stipulations must be met:

1. The process must be initiated by a scheduled conference with the athletic director.

2. The athlete must declare which sport is primary and which secondary for participation purposes.

3. Approvai may be denied because of academic concerns at any time during the sport season. 1he athlete will then
participate in the primary sport only.

4. Practice and Game/Meet requirements must be established prior to the start of the sport season. Contests take
precedence over practice, and the primary sport contests take precedence over secondary sport contests. This should
be detailed in writing below after a conference between the athletic director and the coaches involved.

Name of Athlete: Sports:

Primary Sport:

Practice and Game/Meet Requirements (Attached):

Additional Stipulations (Attached):

Coach Signature (primary) Date

Parent Signature Date

Coach Signature (secondary) Date

AD Signature Date Athlete Signature Date



