Instructions for Completing the NCHSAA Student-Athlete
Preparticipation Physical Evaluation (PPE)

In order to be medically eligible for participation in practice or in interscholastic athletic
contests, a student must have a completed NCHSAA PPE and submit it to the school. The
PPE is four {4) pages in length and includes the History Form, the Physical Examination
Form, and the Medical Eligibility Form.

The PPE History Form (pages 1-2) is completed and signed by the parent or legal
custodian on behalf of the student-athlete. The completed and signed PPE History Form
must then be presented to the examining Licensed Medical Professional (LMP)
{physician licensed to practice medicine (MD/DO), nurse practitioner or physician
assistant} for review when they fill out the Physical Examination Form.,

The completed PPE Physical Examination Form (page 3) is signed and dated by the LMP
who performed the examination. The physical examination builds on information
obtained in the medical history.

The PPE Medical Eligibility Form (page 4), which is also signed and dated by the LMP,
indicates the student-athlete is either medically eligible or not medically eligible for

sports participation.




Student-Athlete COVID Questionnaire

Student-Athiete’s Name:

Date of Birth: Age:

COVID RELATED QUESTIONS ABOUT THE STUDENT-ATHLETE

YES

NO

NA

1. Since January 1, 2020 have you been told that you have
had a positive test for COVID-18, OR have you been told by
a medical professional, your school, or local heaith
department that you have had to quarantine (stay home)
due to concern that you had COVID-19 symptoms?

2. If the answer to 1 was “Yes”, has the required Return to
Play Form. COVID-19 Infection Medical Clearance Releasing
The Student-Athlete to Resume Full Participation in
Athletics been completed?

3. Have you been fully vaccinated against COVID?




W PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete cnd sign this form [with your parents if younger than 18) before your appointment.
Name: Date of birth:

Date of examination: Sportls):
Sex: M/F

List past and current medical condifions.

Have yov ever had surgery? IFyes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional.

Do you have any allergies? If yes, please list alt your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 [PHQ-4) :
Over the last 2 weeks, how often have you been bothered by any of the following problems? (check box next to appropriate number)

Notatall  Severaldays  Overhalfthe days  Nearly every day

Feeling nervous, anxious, or on edge o O Oz O3
Not being able to stop or control worrying Jo £l (12 Ods
Little interest or pleasure in doing things o h 2 a3
Fesling down, depressed, or hopeless (o h 2 O3

[A sum of =3 is considered positive on either subscale (questions 1 and 2, or questions 3 and 4] for screening purposes.}

HEART HEALTH QUESTIONS ABOUT YOU
{CONTINUED} Yes No

GENERAL QUESTIONS

{Explain Yes” answers at the end of this form.
Circle questions if you don'tknow the answer,) 9. Do you get lightheaded or feel shorter of breath

1. Doyou have any concerns that you weuld like fo than your friends during exercise?

discuss with your provider?

10. Have you ever had a seizure?

[ ][]
L]

2. Has o provider ever denied or restricted your

icioation : 2
pasticipalion in sporls ‘or any fe3son HEART HEALTH GUESTIONS ABOUT YOUR FAMILY ~ Yes  No

11. Has any family member or relafive died of hear!
problems or had on unexpected or unexploined
sucden death befors age 35 years fincluding
drowning or unexplained car crush)?

3. Doyou have any ongoing medical issues or
recent illness?

][
] [

Yas

4. Have you ever passed out or nearly passec out
during or nfter exercise?

12, Does anyone in your family have o genstic heart
problem such as hypertrephic cardiomyopathy
[HCM), Marlan syndrome, arthythmegenic right
veniricular cordiomyopathy [ARVC], long QT
syndcome {LQTS), shart QT syndrome [SQTS),
Brugada syndrome, or catecholaminergic poly-
merphic ventricular techycardia (CPYTIR

12, Has anyone it your family had & pacemaker or D
an implanted defibrillator before age 35¢ D
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5. Have you ever had discomlort, pain, tightness,
or pressure in your chest during exercise?

6. Does your heart ever race, flutter in your chest,
ot skip beats {irregular beats} duting exercise?

7. Husa dector ever told you that you have any
heurt problems?

B. Hosa doctor ever requested a tesi for your
heart? For example, alectrocardiogrophy (ECG)
or echocardiography.

O e
L]




MEDICAL QUESTIONS [CONTINUED) Yes
25. Do you worry about your weight?

BONE AND JOINT QUESTIONS

14, Have you ever had a siress fracture or an injury

to @ bone, muscle, ligoment, joint, or tendon thal

; ' 26. Are you lrying Io or has anyone recommentled
caused you o miss & practice or game?

that yau gain or lose weight?

15, Doyou have a bone, muscle, figament, or joint
injury thet bothers you?

MEDICAL QUESTIONS

27. Are you on a spacial dist or do you avoid
certain types of foods or focd groups?

1 O

(1K
N mn
N ¢

28. Have you ever had an eating disorder?

16. Doyou cough, wheeze, or have difficulty
breathing during or afer exercise?

29. Hove you ever had o menskual period?

17. Areyou missing a kidrey, an eye, u resticle
{moles}), your spleen, or any other organ?

30. How old were you wher you had your first
menstrual period?

18. D h i icle pai inf 3
B." Do you have groin or feslicle pain or o painful 31, When wos your most recent mensirual period?

hulge or hernia in the groin arec?

32. How many periods have you had in the gast 12

19, Doyou have any recurring skin rashes or moaths?

sashes thet come and go, including herpes or
methicillin-resistant Staphylococeus tureus

[MRSA)? Explain “Yes” answers here,

20. Have you had a concussion or head injury thot

caused confusian, a prolanged headuche, or

memory problems?

21. Have you ever had numbness, had tingling, had

WEUkﬂESS in youf arms or ?egs, or been unabie

to move your arms or legs after being hit or
falfing®

22. Have you ever become ill while exercising in the
hea?

23. Do you or does someene in your family have

sickle cell trait or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision?

LU O O] O;idid
LICHL] O O O0OE)c

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete
and correct.
Signature of athlete:

Signature of parent or guerdian:

Date:

© 2019 American Academy of Family Physicions, Americun Acodemy of Pediairics, Americon College of Sparls Medicine, American Medical Sociely for Sporls Medicine,
American Orthopeedic Seciety for Sports Medicine, and Americon Osteopathic Academy of Sports Medicine. Permission is grented to reprint for nancommereiol, sduca-

tional purposes with acknowledgment,
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nome: Date of birth:
PHYSICIAN REMINDERS

1. Consider odditioncl questions on more-sensitive issues.
* Do you feel stressed out or under a lot of pressura?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Do yo feel safe at your home or residence?
* Have you ever tried cigarettes, e-cigarettes, chewing tobucce, snuff, or dip?
+ During the post 30 days, did you use chewing tobacca, snuff, or dip?
* Do youdrink alcohol or use any ofher drugs?
* Have you ever laken anabolic steroids o used any other performance-enhancing supplement
* Have you ever token any supplements o help you gain or lose weight or impreve your performance?
* Do youweur a seat bell, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovasculor symptoms [(Q4-Q113 of History Form).

Height: Weight: l
: Correcled: D y [

Pulse: Vision: R 20/ L 20/

MEDICAL NORMAL  ABNORMAL FINDINGS

Appearance
* Moarlan stignaita [kyphoscoliosis, high-orched palate, pectus excavatum, arachnadeetyly, hyperloxity,
myopia, milrak valve prolapse [MVP], and aartic insulficiency)

Eves, ears, nose, and froat
¢ Pupils equal
¢ Hearing

Lymph nodes

Heart=
¢ Murmurs (auscultation standing, auscultation supine, and * Valsalva maneuver)

Lungs

Abdamen

Skin

*  Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococeus aureus [MRSA), or
tinea corporis

L 0 O | O

MNeurological
)

Neck

Beick

Shoulder and arm
Elbow and forearm
Wrist, hand, and fingers
Hip ond thigh

Knee

I

Leg and ankle

Foot and toes

Functional D
*__Double-leg squat test, single-leg squat test, and box drop or slep drop test

* Consider electrocardiography {ECG), echocardiography, referral to a cardiologist for abrormal curdiac history or examination Fndings, or a combi-
nation of those.

Name of hedlth care professional {prink or fype): Date:
Address: Phone:
Signature of health care professional:

, MD, DO, NF or PA

© 2019 American Academy of Family Physicians, American Academy of Pediolrics, American College of Sports Medicine, American Medicul Society for Sports Medicine,
American Crthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is gronked fo reprint for nencommerciol, aduca-

tional purpases with acknowledgment. 3 HCHSAR Aoeroved for Uss Beginning March 2021



M PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: __ Date of birth:

[ JMedically efigible for all sports without restriction

) Medically efigible for all sports without restriction with recommendations for further evaluation or keatment of

[ Medlically efigible for certain sports

CINot medicall eligible pending further evaluation
O Not medically eligible for any sports

Recommendutions:

{ have examined the student named on this form and completed the preparticipation physical evaluction. The athlete does not have
apparent clinical contraindications to practice and can participate in the sportfs) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. IF condifions
arise after the athlefe has been cleared for participation, the physician may rescind the medical eligibifity until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professionc| {print or fype): Date:

Addrass; Phone:

Signature of health ¢care professional: , MD, DO, NP or PA

SHARED EMERGENCY INFORMATION

A”ergies:

Medicafions;

Other information:

Emergency contucts:

© 2019 American Academy of Fomily Physicions, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine,
American Orthopoedic Secisty for Sparis Medicine, and American Osteopathic Academy of Sports Medicine. Permission is guanted fo reprint for noncommereial, eduea-
tional purpases with acknowledgment.

4 ﬁﬂsu Approved for Use Beginning Mairch 2021




CONCUSSION
INFORMATION FOR STUDENT-ATHLETES & PARENTS/LEGAL CUSTODIANS

What is a concussion? A concussion is an injury to the brain caused by a direct or indirect blow to the
head. It results in your brain not working as it should. {t may or may not cause you to black out or pass
out. It can happen to you fram a fall, a hit to the head, or a hit to the body that causes your head and
your brain to move quickly back and forth.

How do | know if | have a concussion? There are many signs and symptoms that you may have
following a concussion. A concussion can affect your thinking, the way your body feels, your mood, or
your sleep. Here is what to look for:

Thinking/Remembering Physicai Emotionat/Maod Sleep

Difficulty thinking clearly Headache [rritability-things bother you § Sleeping more than usual
more easily

Taking longer to figure things out Fuzzy or biurry vision Sleeping less than usual
Sadness

Difficulty concentrating Feeling sick to your stomach/queasy Trouble falling asleep
Being mare moody

Difficulty remembering new information { Vomiting/throwing up Feeling tired

Feeling nervous or worried
Dizziness
Crying more
Balance problems

Sensitivity to noise or light

Table is adaptedt from the Centers for Disease Control and Prevention (http.//www.cdc. gov/concussion/}

What shouid | do if I think | have a concussion? If you are having any of the signs or symptoms listed
above, you should tell your parents, coach, athletic trainer or school nurse so they can get you the help
you need. |f a parent notices these symptoms, they should inform the school nurse or athletic trainer,

When should I be particularly concerned? if you have a headache that gets worse over time, you are
unable to control your body, you throw up repeatediy or feel mare and more sick to your stomach, or

your words are coming out funny/slurred, you should fet an adult like your parent or coach or teacher
know right away, so they can get you the help you need before things getany worse.

What are some of the problems that may affect me after a concussion? You may have trouble in
some of your classes at school or even with activities at home. If you continue to play or return to play
too early with a concussion, you may have long term trouble remembering things or paying attention,
headaches may !ast a long time, or personality changes can occur Once you have a concussion, you are
more likely to have another concussion.

How do | know when it's ok to return to physical activity and my sport after a concussion? After
telling your coach, your parents, and any medical personnel around that you think you have a concussion,
you will probably be seen by a doctor trained in hefping people with concussions. Your school and your
parents can help you decide who is best to treat you and help to make the decision on when you should
return to activity/play aor practice. Your school will have a policy in place for how to treat concussions.
You should not return to play or practice on the same day as your suspected concussion.

Hen you return to play, asthis is

_ oy SymTom B et o during af
~a sign.yourbrain has net recovered from the injury.

This information is provided to you by the UNC Matthew Gfeller Sport-Related T81 Research Center, North Carolina Medical Society, North
Caroling Athletic Trainers’ Association, 8rain injury Assaciation of North Carolina, North Carolina Neuropsychological Society, and North
Carolina High School Athletic Association.




Student-Athlete & Parent/Legal Custodian Concussion Statement
*[f there is anything on this sheet that you do not understand, please ask an adult to explain or read it to you.

Student-Athlete Name:

This form must be completed for each student-aihlete, even if there are multiple student-athletes in each household.

Parent/Legal Custodian Name(s):

o We have read the Student-Athlete & Parent/Legal Custodian Concussion Information Sheet.
[f true, please check box.

After reading the information sheet, I am aware of the following information:

Student-Athlete Parent/Legal
Initials Custodian
Initials

A concussion is a brain injury, which should be reported to my parents, my
coach(es), or a medical professional if one is available,

A concussion can affect the ability to perform everyday activities such as the ability
to think, balance, and classroom performance.

A concussion cannot be “seen,” Some symptoms might be present right away,
Other symptoms can show up hours or days after an injury.

1 will tell my parents, my coach, and/or a medical professional about my injuries N/A
and illnesses.

If ! think a teammate has a concussion, | should tell my coach{es), parents, or N/A
medical professional about the concussion.

1 will not return to play in a game or practice if a hit to my head or body causes any N/A

concussion-related symptoms.

[ will/my child will need written permission from a medical professional trained m
concussion management to return to play or practice after a concussion.

Based on the latest data, most concussions take days or weeks to get better. A
concussion may not go away right away. [ realize that resolution from this injury is
a process and may require more than one medical evaluation.

I realize that ER/Urgent Care physicians will not provide clearance if seen right
away after the injury.

After a concussion, the brain needs time to heal. 1 understand that | am/my child is
much more likely to have another concussion or more serious brain injury if return
to play or practice occurs before concussion symptoms go away.

Sometimes, repeat concussions can cause serious and long-lasting problems.

[ have read the concussion symptoms on the Concussion Information Sheet.

Signature of Student-Athlete Date

Signature of Parent/Legal Custodian Date
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ROANOKE RAPIDS HIGH SCHOOL ATHLETIC FORM

ATHLETIC PARTICIPATION (to be completed by athlete)

Student’s Name: Male: Female: Grade:

Address of Student:

Home # Cell # Date of Birth:

I hereby apply for permission to participate in the following sport(s):

I certify that the above information is correct, and I agree o abide by the eligibility rules and regulations governing athletics as set forth by the
North Carolina High School Athletic Association and Roanoke Rapids High School. T have not been convicted of a felony or an act that would have
been a felony if I were not classified as a juvenile. T also acknowledge that there is a certain risk of injury involved with participation in athletics.

Signature of Student: Date:

MEDICAL HISTORY (to be completed by parent)

Student Name: Age: Date:
Is there any known history of If “Yes” Explain:
A, Birth deformities (one eye, one kidney, ete.) Yes No
B. Past illness of more than one week’s duration? Yes No
C. Medical conditions currently under treatment? Yes No
b. Fractures or other disabling injuries? Yes No
E. Any permanent deformity or disability? Yes No
F. Allergy (drugs, food, clothing, etc.)? Yes No
G. Mental disorder or convulsions? Yes Ne

If you need additional room to explain yes to any of the above questions, please us the back of this form.

PARENTAL PERMISSION (to be completed by parents)

As parent or legal guardian of , I hereby give my consent for his/her practice and play in the
athletic events at Roanoke Rapids High School listed abhove. I certify that the home address listed above is my bona fide residence and T will notify
the school principal immediately of any change in residence, since such a move may alter the eligibility of my student-athlete, I recognize that there
are inherent risks in all athletic events and herby give my permission to Roanoke Rapids High School for my son/daughter to participate in
interscholastic athletic activities, Talso grant permission for treatment deemed necessary for a conditien arising during participation in these
activities, including medical or surgical treatment recommended by a medical doctor. T understand that every effort will be made to contact me
prior to treatment. I agree to the need for a screening medical examination and certify that the medical history is accurate to the best of my
knowledge. T also release RRGSD and members of its athletic staff from any and all damages for injuries sustained while participating in sports.
*Is your son/daughter presently covered by a Hospital Insurance policy? Yes No
**(You will be required to purchase insurance for your child if your answer is “*NO’" to the question above)

Health Insurance Name: Insurance Policy #

Physician’s Name & Office Phone Number:

Mother’s Nane: Work # Cell #
Father’s Name: Work # Cell #
Emergency Contact Name: Home/Cell #

Signature of Parent or Legal Guardian: Date:




