Ohio High School Athletic Association

Preparticipation Physical Evaluation

DATE OF EXAM:
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Name

Age Data of Birth

Grade, School

Sport(s)

Address

Phone

Parsonal Physiclan

in case of emergency, contact; Name

Relationship

Phone (H) (W)

{Cell)

(Cail)

| Emall;

This section is to be carefully completed by the student and hisfher parent(s) or legal guardian{s) befora participation in interscholastic athlatics in

order 1o help detect possible risks,

Explain "YES"™ answers in the space provided. Clrcle l
fuestiony you don't know the answar to.

RIEHas & doctor svar denied of restricied you perticipation In
sports for any reason?
Do you heve an ongolng medical condition (ke diabetes or asthma)?
Are you currently taking any prescription or nonprescription
{over-the-countar) madicines or plie?
L Do you have alorgies le medicines, pollens, foods, or stinging insecia?
Ml Do you think you are In good health?
M Have you aver passed out or naarly pagsed out DURING exercise?
Have you ever passed out or nearly passed out AFTER exercisa?
Have you evar had discomlor, pain, or pressure in your chesi
during exercise?
3 Doas your hearl race or skip baats during exercisa?
[[l Has a doclor ever told you that you have (check all that apply):
O High Blood Pressure T A heart mumnur
O High Cholesteradl O Aheartinfection
I Has a doctor ever ordered a test for your heart? (for
example, ECG, echocardiogram)
[PA Has anyona in your family died for na apparent reason?
[RE Does anyone in your family have a hearl problem?
[Z] Has any family membar or relative dled of heart prablems or
of sudden death before age 507
LER Does anyone in your Tamily have Marfan syndrome?
Tl Have you ever spent tha night in & hospHal?
(¥ Have you ever had surgery?

Oc oopoo oof
Ooo onoooo aogF

coano oao

ILE Have you ever had an injury, like a sprain, musche or igamant
taar, or tendinitis, that caused you to miss a practice or
game? If yes, circle affectad area below:

Have you had any broken or frectured bones or dislocated
joints? If yes, circle below:

Huave you hod a borte or joint Infury that required %-rays, MR),
CT, surgery, injections, rehabilitation, physical thesapy, o

Q
a

a

Rand 7
Fingers

Ankle

brace, @ casl, or cruiches? I yos. circle below:
Upwl
Shoukder Arm_ |Elbow |Forearm

Hip Thigh Il(nse Calf/shin

Chest

Toes

Have you ever had a stress lracture?

Have you been told that you have or have you had an x-ray
for atianicaxial {nack) Instability?

FEI Do you regularly use a brace or essiglive device?

F£J Haa a doctor aver tokd you thal you have asthma or allerpies 7

Oooo O

o000 Ooda

ooo a

PEY Do you cough, wheeze, or heve difficully breathing during or sfter exercise?

F{t} is thers anyone in your family who has asthma?

48 Have you aver used an inhaler or taken asthma medicine?

Waere you bom without or are you missing a kidney, an eye, a teslicle, or

any other organ?

S8 Have you had infeclious mononucleosis {(mona) within the last month?

D¢ you have any rashas, pressure sores, of other skin problema?

Have you had a herpas skin infection?

Have you evar had a head Injury or concussion?

Have you been hit in the head and baen confused or lostyour mamory?

Hava you ever had a seizure?

il Do you have headaches with exerclse?

Hava you ever had numbnass, tingling, or weaknass In your anms oy

lags aftar baing hit or falling?

EEl Have you ever been unable 10 move your arms or legs after being hit or
falling?

00 when exercising in ihe heet, do you have severe muacle cramps or

become 017
[EB] Hes @ doctor 1ok you that you or someone In your femily has sickle cell
trait or sickle cell disuase?
POl Have you had any problemns with your eyas or vislon?
PR Do you weer plasses or contact lenses?
Do you weer protective eyewear, such as goggles or & fm shlekd?
Kl Are you happy with your weighr?

R Record the dates of your most recent immunizations (shots)
Tdap MMR Hepalitls B
Chicken Pox Maningococcal

FEMALES ONLY
LRl Have you ever had a menstrual pericd?

How okl were you when you had your ficsl menstrual percd?

EXA How many periods have you had in the last 12 months?

Explaln “Yes® Answers Hero: (Atlach additional sheets as needed)

g
-
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Signature:

Afhlals

1{we)} haraby state, to the best of my {our} knowladge, my (our) answers to the above quastions are complate and correct,
Signature:

Dule:

Porent or Guardian (If sthiste is under 18)

The studen! has family inaurance () Yes [ Ne; It yes, family insurance company name and policy number:

NOTE: CONSENT AND HIPAA, RELEASE FORMS THAT MUST BE SIGNED BY BOTH THE PARENT AND THE STURENT ARE ON A SEPARATE SHEET.
NOTE: HISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TO PHYSICAL EXAMINATION

Modied from Amenican Academy of Femily Physicians, Amercan Academy of Fadiatrice, Armerican Collage of Sports Madicine, Amarican Madical Soclaty for Spors Medicis, American
Orthopsadic Sociely for Sporls Medicine, and Amaerican Osleopathic Acsdemy of Sporls Medicing, 2004, Rev, 03/10

Rav. 2/12
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Physical Examination Form

The saction below is to be completed by physician or ataff afier history and consent forms sre completed.

Students Name Birth Date
Helght Welght % Body Fat (cptional) Pulse BP ! ) / ’ J
Vision R 20/ L 2o/ Corrected: Y N Pupils: Equal _______ Unequal

Follow-Up Guestions on More Senaitive lssues {Oplicnal)

1. Do you fewl stressed out or under a jot of pressure?

2, Do you ever fesl 30 sad or hopsless Tar you Hop doing some of your Ll sctivities for more the & Tew Gipd?

3. Do you fesl safe?

4, Hva you avar risd cigaraits smoking, avan 1 or 2 putls? Do you aureniy smoka?

5. During the pas! 30 deys, did you uee chewing lobecco. s, or dip?

8, Dudng the pasl 30 deys, have you had wl inest 1 drink of sicohol?

7. Have you ever taken starcid pile or shats without & dockors prescriplion ?

5. HEve you svar Iken any supplemarnia 1o help you gain of lose weighl or mprove your perfornsnce?

9. Guestions from tha Youth Rish Behavior Survey (httpuh oo fHeakhyYoullvyrba/indax. him} on guns, saatbelts, unp s, l , drugs, ott.

Hotes:

Normnal Abnormal findings Dutsals”
|Appearance
Eyes/ears/nose/throat
Haa
Lymph nades
Hoart
Murmurs
Puises
Lungs
Abdomen

Genitalia (males only)
Skin

MUSCULOSKELETAL |
| Neck
Back
Shoulder/arm
Elbowiforearm
Wrist/hand/fingers
Hipfthigh

Knee

Leg/ankle
Footlioes

"Multiple-axaminaer sat-up only.
Notes:

Clearance

Cleared withoul restriction
Claared, with recommendations for furthar evaluation or treatment for:

Not cleared for: All Sparts Certain sports: Reason:
Recommendations:

Emargency Information:

Allergies:

Other Information:

Nama of Phyaician: (printtype/siamp) (M.D,, 0.O,, D.C.) Date:

If the Physician's Assistant (P.A.) or Advancod Nurse Practitionsr (A.N.P.) performed the sxam, name and address of collaborsting physician or physician
group;

Addreas: Phone:

Signature of Physiclan: Date:
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OHSAA AUTHORIZATION FORM

t hereby authorize the release and disclosure of the personal health information of , {"Studant”),
as described below, to ("School”),

The Information described below may be released to the School principal or assistant principal, athletic director, coach, athlelic trainer,
physical education teacher, school nurse or other member of tha School's administrative staff as necessary to evaluate the Student's
oligibility to participate in school sponsored activities, including but not {imited to interscholastic sports programs, physical education
classes or other classroom aclivities.

Persaonal health information of the Student which may be released and disclosed includes records of physical examinations performed
to determine the Student's eligibility to participele in school sponsocred activities, including but not limited to the Pre-participation
Evaluation form or other simllar document required by the School prior to determining eligibility of the Student to paricipata in
classroom or other School sponsored activities; records of the evaluation, diagnosis and treatment of injurias which the Student
incurred while engaging in school sponsored activities, including but not limited to practice sessions, training and compstition; and other
records as necessary lo determine the Student's physical fitness to parlicipate in school sponsored activities.

The perscnal health information described above may be released or disclosed to the School by the Student's personal physician or
physicians; a physician or other health care professional retained by the School to perform physical examinations to determine the
Student's eligibility to participate in certain school sponsored activities or to provide trealmant to students injured while participating in
such activilies, whether or not such physicians or other health care profegsionals are paid for their services or volunteer thair time to the
School; or any other EMT, hospital, physician or other health care professional who evaluales, diagnoses or treats an Injury or other
condition incurred by the student while participating in school sponsored activities,

| understand that the School has requested this autherization to release or disclose the personal health Information described above to
make certain decisions about the Student's heakth and ability to participate in cerlain school sponsored and classroom activilies, and
ihat the Schoo! is a not a health care provider or health plan covered by federal HIPAA privacy regulations, and the information
described below may be redisclosed and may not continue to be protected by the faderal HIPAA privacy reguiations. | also understand
that the School is covered under the federal regulations that govern the privacy of educational records, and thal the persenal health
information disciosed under this authorization may be protected by those regulations.

| also understand that health care providers and health plans may not condition the provision of freatment or payment on the signing of
this authorization; however, the Student's participation in cartain school sponsored aclivities may be conditioned on the signing of this
authorization.

| understand that | may revoke this authorization in writing at any time, except to the extent that action has baen taken by a health care
provider In reliance on this authorization, by sending & written revocation to the school principal {or designes) whose name and address
appears below.

Name of Principal:
Schoel Address:

This authorization will expire whan the g¢tudent is no longer enrolled as a student at the schoaol.

NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR
LEGAL GUARDIAN TQ BE VALID. IF THE STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS
AUTHORIZATION PERSONALLY,

Student's Signature Birth dale of Student, including year

Narme of Student’s personal representative, if applicable
1 am the Student's (check ona): Parant Legal Guardian (documentiation must be provided)

Signature of Student's personal representative, if applicable Date

A copy of this signed form has been provided to the student or his/her personal representative
THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS UNTIL THIS FORM HAS BEEN
SIGNED AND RETURNED TO THE SCHCQOL
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12011-201 2 Ohio ngh School Athletlc Assoclatlon Eliglblllty and Authorization Statement
h articipant's parent.

| have read, understand and acknowledge recelpt of the OHSAA brochure entitled “Your Athletic Eligibility,”
which containg a summary of the eligibility rules of the Ohio High School Athletic Association. | understand that
a copy of the OHSAA Handbook is on file with the principal and athletic administrator and that | may review it,
in its entirety, if | so choose. All OHSAA bylaws and regulations from the Handbook are alsa posted on the
OHSAA web site at www.ohsaa.org.
| understand that an OHSAA member school must adhers to all rules and regulations that perlaln to the
interscholaslic athletics programs that the school sponsors, but that local rules may be more stringent than
OHSAA rules.
| understand that participation in interscholastic athletics is a privilege not a right.
Student Code of Responsibility
& As a student athlete, | understand and accept the following responsibilities:
| will respect the rights and beliefs of others and will treat others with courtesy and consideration
| will be fully responsible for my own actions and the consequancss of my actions
| will respect the property of others
| will respect and obey the rules of my schocl and laws of my community, state and oountry
t will show respect to those whe are responsible for enforcing the rules of my school and the laws of
my community, state and country
| understand that a student whose character or conduct violates the school's Athletic Code or School
Code of Responsibility is not in good standing and is ineligible for a period of time as determined by
the principal
@Informed Consent - By its nature, participation in interscholastic athletics includes risk of injury and
transmission of infectious disease such as HIV and Hepatitis B. Although serious Injuries are not common and the
risk of HIV transmission is almost nonexistent in supervised school athletic programs, it is impossible to elminate
allrisk. Participants have a responsibility 1o help reduce that rigsk. Participants must obey all safety rules, report all
physical and hygiene problems to their coaches, follow a proper conditioning program, and ingpect their own
squipment daily. PARENTS, GUARDIANS OR STUDENTS WHO MAY NOT WISH TO ACCEPT RISK
DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM, STUDENTS MAY NOT PARTICIPATE IN
AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN’S SIGNATURE.
&3 | understand that in the case of injury or iliness requiring transportation to a health care facility, that a
reasonable attemmpt will be made to contact the parent or guardian in the case of the student-athlete being a minor,
but that, if necessary, the student-athlete will be transported via ambulance to the nearest hospital.
@To enable the OHSAA 1o determine whether the herein named student is eligible to paricipate in interscholastic
athletics in an OHSAA member school | consent to the release to the OHSAA any and all portions of scheol record
files, beginning with seventh grade, of the herein named student, specifically including, without limiting the
generality of the foregoing, birth and age records, name and residence address of parent(s)or guardian(s),
residence address of the student, academic work completed, grades received and attendance data.
& consent to the OHSAA's uss of the herein named student's name, likeness, and athletic-related information in
rapomrs of contests, promotional literature of the Association and other materals and releases related to
interscholastic athletics.

| understand that if | drop a class, take course work through Post Secondary Enrollment Option, Credit Flexibility
or other educational options, this action could affect compliance with OHSAA academic standards and my eligibility.

| understand all concussions are potentially serious and may result in complications inctuding prolonged brain
damage and death if not recognized and managed properly. Further | understand that If my student is removed from
a competition due to a suspected concussion, he or she will be unable to return to competition that day without the
written authorization from a physician (M.D. or D.Q.) or an athletic trainer which indicates that the student has not
been concussed. Further, | acknowledge that discussion took place and materials were provided o me on this
topic by my school.

By signing this we acknowledge that we have read the abova information and that we consent to the herein
named student's participation.

Must Be Signed Before Physlcal Examination

Student's Signature Birth date Grade in School Date

Parent's or Guardian's Signature Date
Rev. 511



The Summit Country Day School
EMERGENCY AND MEDICAL AUTHORIZATION FORM 2011-2012

School: oLower oMiddle oUpper Student Name:

Grade Entering;: Address:

Date of Birth: / / Home Telephone:

Sex: ____Male ___ Female Student’s Cell Phone Number:

Purpose~ to enable parents and guardians to authorize the provision of emergency & medical treatment for
children who become ill or injured while under school authority, when parents or guardians cannot be
reached.

This authorization grants permission to The Summit nurses and licensed athletic trainer(s) to treat and
care for my child’s illnesses and injuries (preventative, acute, and chronic) and transport my child to the hospital
if necessary.

Residential Parent or Guardian:

Mother’'s Name Work: Cell:
Father’'s Name Work: Cell:
Other: Relationship: Phone Number:

I hereby give consent for the following medical care providers to be contacted and administer any
treatment deemed necessary:

Physician: Phone
Dentist: Phone
Medical Specialist: Phone
Preferred Hospital:

Please list any facts concerning the child’s medical history, including allergies (food, drug, seasonal or
environmental), medications being taken (prescription and over the counter), and any physical impairments to
which a physician or The Summit staff should be alerted: (using back if necessary)

Health Insurance Provider: Policy #:

By placing a check mark next to the following medications, you are authorizing The Summit nurses or athletic
trainer to administer these if needed:

0 Ibuprofen (Motrin/Advil) o Acetaminophen (Tylenol} D Benadryl
o Tums 0 Antibiotic Ointment (Polysporin/Neosporin) o Anti-Itch (Caladryt)
Parent/Guardian Date

THIS FORM MUST BE SUBMITTED NO LATER THAN THE FIRST DAY OF PRACTICE
FOR ATHLETICS AND FIRST DAY OF SCHOOL FOR ALL OTHER PURPOSES.



