HISTORY FORM

(Note: This form is fo be filled out by the patient and parent prior to seeing the physician. The physician should keep this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)

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

Do you have any allergies?

0O Yes 0O No Ifyes, please identify specific allergy below.

O Medicines 1 Pollens O Food O Stinging Insects
Explain “Yes" answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS Yos | No MEDICAL QUESTIONS Yes | Mo
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Doyou have any ongoing medical conditians? If so, please identify 27. Have you ever used an inhaler or taken astma medicine?
below: 1 Asthma [ Anemia [ Diabetes (I Infections 28. |s there anyone in your family who has asthma?
Other: 29. Were you barn withaut or are you 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 painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had infectious manenuclzosis (mono) within the last month?
5. Have you ever passed out ar nearly passed ot DURING or 32. Do you have any rashes, pressure sores, ar other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had discomfort, pain, tightness, or pressure in your 3 P
S .
€ - = - . Have you ever had a hit or blow to the head that caused confusion,
7. Does your heart ever race or skip beats (ivegular beats) during exercise? pru!unyged headache, or memory problems? !
8. :r?:c ?( gﬂc;lo;te:;;l;qld you that you have any heart problems? If so, 36. Do yau have a histary ef seizure disorder?
1 High blood pressure [} Ateart murmur 37. Doyou have headachies with exercise?
[J High chalesterol O Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legs after being hit or falling?
9. Hasa doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move yaur arms or fegs after being hit
echocardiogram) of falling?
10. Doyou get lightheaded or feet more short of breath than expected 40. Have you ever become ilf while exercising in e heat?
during exercise? 41. Do you get 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 disease?
12. Do you gst more tired or short of breath mare quickly than your friends 43. Have you had any problems with your eyes or vision?
: o
during e"e‘c'se"mn T ———! | 4. Haveyou rad any ye nures?
:':‘:1 mf:"?“ b:s A:{l)& o '? fz:a'r’t.v . - = ® 1 [45. Do you wear glasses or contact lenses?

. Has any family member or refative died o problems o had an = ;
unexpected or unexplained sudden death before age 50 (including 46. Do you wear protective eyewear, such as gogoles or a face shield?
drowning, unexplained car accident, ar sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyspathy, Marfan 48. Are you trying to ar has anyene recommended that you gain or
syndrame, arthythmagenic right y’entrlcular cardiomyapathy, long QT lose weight?
syndrame, short AT syndrome, Biugada syndrame, or catecholaminergic 49. Are you on aspecial diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia?
== — - 50. Have you ever had an eating disorder?
15. Does anyane in your fanily have a heart prablem, pacemaker, or - - —~
implanted defibrilator? 51. Da you have any concems that you wauld like ta discuss with a doctor?
16. Has anyone in your famify had unexptained fainting, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53. How qld were you when you hiad your first menstrual period?

17. Have you ever hiad an injury to a bone, muscle, ligament, or tendon
that caused you to miss a practice or a game?

54. How many periods have you had in the last 12 manths?

18. Have you ever had any broken or fractured bones or dislocated joints?

Explain “yes" answers here

19. Have you ever had an injury fhat required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21, Have you ever been told that you have or have you had an x-ray for neck
instability or atiantoaxiaf instability? (Down syridrome or dwarfism)

22. Doyou regularly use a brage, erihatics, or ofher assistive device?

23. Da you have a hone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you have any fistory of juvenile arthritis or conneclive tissue disease?

Signature of athlete

Signature of parent/guardian

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

Date

©20710 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine,
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL H[STORY FORM This document is oniy necessary when the °

individual has a documented special need.
Date of Exam

L]

Date of birth

Name
Sex Age Grade School Sport(s)

. Type of disability

. Date of disability

. Classification (if available)

. Cause of disability (birth, disease, accident/trauma, other)
. List the sports you are interested in playing

Ol lw i

Yes No

. Do you reguiarly use a frace, assistive device, ar prosthetic?

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

Do you have any rashes, pressure sores, or any other skin prablems?
. 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 ar bladder function?

12. Do you have 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) illness?
15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled by medication?

wlm|~|e

Explain "yes” answers here

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

Yes Ho

Atlantoaxial instability

X-ray evaluation for atfantoaxial instability
Dislacated joints (more than one)

Easy bleeding

Enfarged spleen

Hepatitis

Osteopenia or osteoporasis

Difficulty controliing bowel

Difficulty controlling biadder
Numbness or tingling in arms or hands
Numbness or tingling 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 bifida

Latex allergy

Explain “yes" answers here

| hereby state that, to the best of my knowledge, my answers to the ahove questions are camplete and correct.

Date

Signature of athlete Signature of p fguard

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Saciely for Sports Medicine, and American Osteapathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purpeses with acknowledgment




PHYSICAL EXAMINATION FORM

Date of birth

Name

PHYSIGIAN REMINDERS
1. Consider additional questions gn more sensitive issues
* Do you fee! stressed aut or under a lot of pressure?
* Do you ever fee! sad, hopeless, depressed, or amdous?
» Do you feel safe at your home or residence?
= Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
o During the past 30 days, did you use chewing tobacco, snuff, or dip?
© Do you drink alcohol or use any other drugs?
o Have you ever taken anabalic steroids or used any other performance supplement?
e Have you ever taken any supplements to help you gain or lose weight or improve your performance?
e Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5—14),

EXAMINATION
Height Weight O Male O Female

BP / { / ) Pulse Vision R 20/ L20/ Comected OY ON
MEDICAL NORMAL ABNORMAL FINDINGS

Appearance
e Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,

anm span > height, hyperlaxity, myapia, MVP, aortic insufficiency)
Eyesfears/nose/throat
o Pupils equal
o Hearing
Lymph nodes
Heart?
e Murmurs (auscultation standing, supine, +/- Valsalva)
* [ gcation of point of maximal impulse (PM)

Pulses
e Simultaneous femoral and radial pulses

Lungs
Abdomen

Genitourinary (males only)®

Skin

o HSV. lesions suggestive of MRSA, tinea carporis
Neuralogic®
MUSCULOSKELETAL

Neck

Back

Shoulderfarm

Elbow/forearm
Wirist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functionat

e Duck-walk, single leg hop

*Consider ECG, echocardiogram, and referral to cardiology for abrormal cardiac history or exam.
*Consider GU exam if in private setting. Having third party present is recommended.
<Consider cognitive gvaluation or baseline neuropsychiatric festing if a history of significant cencussion,

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

O Not cleared
O Pending further evaluation

O For any sports
O Far certain sports
Reason

Recommendations

I ilave examined the above-named student and completed the preparhclpauun physical evaluation. The athlete does not present appareat clinical contraindications to practice and
participate in the spori(s) as outiined above. A capy of the physical exam is on record in my office and can be made available to the schoal at the request of the parents. If condi-
tions arise after the athlete has been cleared far participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely

explained fo the athlete (and parents/quardians).
Date

Name of physician (print/type}
Address
Signature of physician

Phone

MD or BO

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicing, American Orthopaedic
Society for Sports Medicing, and American Qsteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purpeses with acknowledgment
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Thi - P ical f
CLE A R A N C E FO RM his form is for summary use in fieu olf' the physical exam form and health

history form and may be used when HIPAA concerns are present.

Name SexOM OF Age Date of birth

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

O Not cleared
O Pending further evaluation

O For any sperts
O For certain sports

Reason

Recommendations

I have examined the above-named student and complated the preparticipation physical evaluation. The athlete does not present apparent
ciinicai confraindications to practice and participate in the spori{s) as outiined above. A copy of the physical exam is on record in my office
and can be made avaiiabie to the schooi ai the requesi of the parenis. if conditions arise afier tie athiete has been cieared 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).

Date

Name of physician (print/type)

Address Phone

Signature of physician ,MD or DO

EMERGENCY INFORMATION

Allergies

Giliér iniorination

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Saciety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purpases with acknowledgment.
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STUDENT-ATHLETE AND PARENT/LECAL GUARDIAN

CONCUSSION STATEMENT

iy youlth uihlelic sty

Wlst bz siyned and returnsd 1o sshool or comBan
dirseior prior o rvardeipation in prouctize or play,

Student-Athlete Name

Parent / Legal Guardian Mame(s)

STUDENMT/ATHELETE PARENT/LEGAL
INITIALS GUARDIAN 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 cannot be “seen.” Some symptoms might be present
right away. Other symptoms can show up hours or days after an
injury.

i will teli my parents, my coach and/or a medical professional
about my injuries and ilinesses.

| will not return to play in a game or practice if a hit to my head or
body causes any concussion - related symptoms.

| will/my child will need written permission from a health care
provider* to return to play or practice after a concussion.

Most concussions take days or weeks to get better. A more serious
concussion can last for months or longer.

After a bump, blow or jolt to the head or body an athlete should
receive immediate medical attention if there are any danger signs
such as loss of consciousness, repeated vomiting or a headache
that gets worse.

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

the concussion symptoms go away.
Sometimes repeat concussion can cause serious and long-lasting
problems and even death. N
I have read the concussion symptoms on the Concussion
information Sheet,

*Health care provider means a Tennessee licensed medical doctor, osteopathic physician or a clinical neuropsychologist
with concussion training.

Date:

Signature of Athlete:

Signature of Parent/Guardian:
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What is sutliizn sardiac arrest
Sudden cardiac arrest (SCA) is when the heart stops
beating, suddenly and unexpectedly. When this
happens, blood stops flowing to the brain and other
vital organs. SCA doesn’t just happen to adults; it
takes the lives of students, too. However, the causes
of sudden cardiac arrest in students and adults can
be different. A youth athlete’s SCA will likely result
from an inherited condition, while an adult’s SCA
may be caused by either inherited or lifestyle issues.
SCA is NOT a heart attack. A heart attack may cause
SCA, but they are not the same. A heart attack is
caused by a blockage that stops the flow of blood

to the heart. SCA is a malfunction in the heart’s
electrical system, causing the heart to suddenly stop

beating.

Flowy zomimen s sudlden cardine arres: in
“he United 3intas?

SCA is the #1 cause of death for adults in this
country. There are about 300,000 cardiac arrests
outside hospitals each year. About 2,000 patients
under 25 die of SCA each year. It is the #1 cause of

death for student athletes.

Arg thers warning sigas?
Although SCA happens unexpectedly, some people
may have signs or symptoms, such as:

< fainting or seizures during exercise;
« unexplained shortness of breath;

= dizziness;

= extreme fatigue;

= chest pains; or

= racing heart

These symptoms can be unclear in athletes, since
people often confuse these warning signs with
physical exhaustion. SCA can be prevented if the
underlying causes can be diagnosed and treated.

E a4
ymoioms?
VNI

There are risks associated with continuing to
practice or play after experiencing these symptoms.
When the heart stops, so does the blood that
flows to the brain and other vital organs. Death or
permanent brain damage can accur in just a few
minutes. Most people who experience SCA die

from it
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Airrest Praveniion Act

The act is intended to keep youth athletes safe
while practicing or playing. The requirements of the
act are:

* Allyouth athletes and their parents or
guardians must read and sign this form.
It must be returned to the school before
participation in any athletic activity. A new
form must be signed and returned each

school year.

¢ The immediate removal of any youth athlete
who passes out or faints while participating
in an athletic activity, or who exhibits any of
the following symptoms:

(i) Unexplained shortness of breath;
(i) Chest pains;

(iii) Dizziness

(iv) Racing heart rate; or

(v) Extreme fatigue; and

= Establish as policy that a youth athlete who
has been removed from play shall not return
to the practice or competition during which
the youth athlete experienced symptoms
consistent with sudden cardiac arrest

* Before returning to practice or play in
an athletic activity, the athlete must be
evaluated by a Tennessee licensed medical
doctor or an osteopathic physician. Clearance
to full or graduated return to practice or play

must be in writing.

PLEASE SIGN BELOW

Print Student-Athlete Name

Signature of Parent / Legal Guardian



Putnam County Middle School Athletics
Insurance Waiver Form

Pursuant to Putnam County School Board Policy 3.601. | attest that | have been offered an
insurance policy through the school system and | have chosen not to purchase insurance. | am
willing to accept all financial responsibilities related to participation in the sports program and
any injury my child sustains as a result. This includes injury sustained in traveling to and from
any athletic event, including practice or meeting or any other team event sponsored by the

school.

School Insurance Information is available at: Aigood Middle School or Central Office

Team:

Student Athlete:

Print Sign

Parent/Guardian:
Print Sign



PUTNAM COUNTY
SCGHOOL SYSTEM
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Aii students, parents and spectators are required to adhere io the foliowing code of conduct fo participate in or attend interscholastic
events in Putnam County Schools.

1.

10.

| will not engage in unsportsmanlike conduct with any coach, parent, player, participant, official, or any other attendee nor
will I encourage my child, or any other person, to engage in unsportsmanlike conduct with any coach, parent, player,
participant, official or any other attendee.
| understand that as a parent, | may have conversations with the coach about legal, moral, or ethical issues. The status of
athletes, starting rotations, and playing time, are between the coach and the players.
I will not engage in any behavior which would endanger the health, safety or well-being of any coach, parent, player,
participant, official or any other attendee, nor will | encourage my child or others to engage in any of the aforementioned
behaviors.
I will not use drugs or alcohol while at an interscholastic event, and will not attend, coach, officiate or participate in an
interscholastic event while under the influence of drugs or alcohol, nor will | encourage any other person to use drugs or
alcohol.
I will not engage in use of profanity nor will | encourage my child, or any other person to engage in use of profanity.
I will treat my coach, parent, player, participant, official or any other attendee with respect regardless of race, creed, color,
national origin, sex, sexual orientation or ability and I will encourage my child to treat any coach, parent, player,
participant, official or any other attendee with respect regardiess of race, creed, color, national origin, sex, sexual
orientation or ability.
I will not engage in verbal or physical threats or abuse aimed at any coach, parent, player, participant, official or any other
attendes, including via electronic media, nor will | encourage my child, or any other person, to engage in verbal or physical
threats or abuse aimed an any coach, parent, player, participant, official or any other attendee.
I will not ridicule, degrade or berate any players, coaches, officials or other spectators, including via électronic media.
I will not initiate a fight (verbal or physical) with any coach, parent, player, participant, official or any other attendee, nor will
l encourage my child, or any other person, to initiate a fight (verbal or physical) with any coach, parent, player, particioant,
official or any other attendee.
} understand that a ticket is a license to attend and watch an event. | understand that this license may be revoked for

failure to follow this code of conduct.

I hereby agree that if I fail to conform my conduct to the foregoing while attending an interscholastic sporting event i wili be subject
to disciplinary action, including but not limited to the following in any order or combination:

1. Verbal warning issued by an athletic director or designee.
2. Written warning lssued by an gthistic diractor
3. Suspension from multiple interscholastic sporting events issued by an athletic director or designee.
4. Suspension from muitiple interscholastic sporting events issued by principai.
5. Season suspension or multiple season suspension issued by the Superintendent of Schools or designee.
6. Possible referral to the local law enforcement agency.
Parent/Guardian #1
Parent/Guardian #2
Student Athlete

Date




AJIRICINT TN AIEITLE IV CANTIVICANIIVIV X VICUIVAL UAane
*Entire Page Completed By Patient

|Athlete information

Last Name First Name Ml
Sex:[ ] Male [ ] Female Grade Age DOB / /
Allergies

Medications

Insurance Policy Number

Insurance Phone Number

Group Number

Emergency Contact Information

Home Address (City) (Zip)
Home Phone Mother's Cell Father's Cell
Mother's Name Work Phone
Father’s Name Work Phone
Another Person to Contact
Phone Number Relationship
Legal/Parent Consent

to represent
in athletics realizing that such activity involves

I'We hereby give consent for (athlete’s name)

(name of school)
potential for injury. I/WWe acknowledge that even with the best coaching, the most advanced equipment, and

strict observation of the rules, injuries are still possible. On rare occasions these injuries are severe and
result in disability, paralysis, and even death. I/We further grant permission to the school and TSSAA,
its physicians, athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed
reasonably necessary tc the health and well being of the siudent aithiete named above during or
resulting from participation in athletics. By the execution of this consent, the student athlete named above
and his/her parent/guardian(s) do hereby consent to screening, examination, and testing of the student athlete
during the course of the pre-patticipation examination by those performing the evaluation, and to the taking of
medical history information and the recording of that history and the findings and comments pertaining to the
student athlete on the forms attached hereto by those practitioners performing the examination. As parent or
legal Guardian, /We remain fully responsible for any legal responsibility which may result from any

personal actions taken by the above named student athlete.

Signature of Athlete Signature of Parent/Guardian Date



PUTNAM COUNTY SCHOOLS
EXTRA-CURRICULAR ACTIVITY PARENT/GUARDIAN PERMISSION SLIP

Students must have a completed and signed permission slip before they will be permitted to
participate in any school-sponsored activity, club, or organization. Students without permission
slips will not be allowed to participate. No exceptions will be made.

Dear Parent/Guardian;

Your child is requesting to participate in the following extra-curricular school sponsored club,
activity, or organization:

Under Tennessee state law (TCA § 49-6-1031 Section B), your child cannot participate in the
above club, activity, or organization without your permission. If you do want them to participate,
please complete this form and return it to the club/activity/organization sponsor. If at any point
you wish to withdraw permission, please give written notice to the school administration.

I give permission to my child to participate in the above school-sponsored club, activity,
organization, and I certify that | am the parent/guardian of the child for whom the application is

being made.

Name of Parent/Guardian Date

Signature of Parent/Guardian Date School

Student’'s Name

THIS REQUEST SHOULD BE RETURNED TO THE CLUB/ACTIVITY/ORGANIZATION YOUR
CHILD WILL BE ATTENDING.



