Stu Num

Grade

MI

First Name

Last Name

“{Hildrats”

DULUTH HIGH SCHOOL

ATHLETICS

CONSENT TO PARTICIPATE
INSURANCE INFORMATION

MEDICAL PHYSICAL FORM

(GEORGIA HIGH SCHOOL ASSOCIATION

PLEASE RETURN TO ATHLETIC OFFICE.
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Date of Exam

Name

Sex

FPREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form Is to be filied cut by the patient and parent prior fo seeing the physician. The physician showid keep this form in the chart, J

Date of birth

Age Grade

Schaol

Spart(s)

Medicines and Allergies: Please list all of the prescription and aver-the-countar medicines and supplements {herbal and nutritional) that you are currently taking

Da you have any allergies?

O Yes O No Ifyes, plsase identify specific allergy balow.

that caused you to miss a practice or a game?

0O Medicines O Pallens O Food O Stinging Insects
Explain "Yes” answers below. Gircle questions you don't know the answers to,
GENERAL QUESTIONS Yos | Mo MEDIGAL QUESTIONS Mo
1. Has a doctor ever denied or restricted your participation in sports tor 26. Do you cough, wheeze, or have diffigulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identity 27. Have you ever used an inhaler or taken asthma medicine?
below: O Asthma [ Anemia [ Diabetes [ Infections 28. Is there anyora in your famiy who has asthma?
Other: 29. Were you bom without or are you missing a kidney, 2n eys, a testicle
3. Have you ever spent the night in the hospital? {males), yeur spleen, or any pther organ?
4. Have you ever hag surgery? 30. Do you have grain pain or a palitful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yas [ No 31. Have you had infectious mononucizosis {mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you hrave any rashes, pressure sores, or other skin problems?
AFTER exercise? : 33. Have you had a herpes or MRSA skin infection?
6. Have you 'aver had_discumfun, pain, tightness, or pressure in your 34. Have you ever hac a head injury or concussion?
chast during exercise? P nad 2 L of biow o The Pead vt Py
- - - - . Have you ever had a hit or biow to the he caused confusion,
7. Doas your heart ever rece or skip beats (imeguler beats) during exercise? pru‘:onyged headache, or memary problems? a
8. g::ci :;nla'nttgar‘e:;; Itynld you that you have any heart probfems? i so, 36. Do you have a history of seizure gisorder?
O High blood pres.sure O Aheart murmur 37. Do you have headaches with exercise?
O High cholesterol [ Aheart infaction 38. Have you ever had numbnass, tingling, or weakness in your arms or
O Kawasaki disease Other: legs zfter being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs atter being hit
echocardiogram) or falling?
1D, Do you get lightheaded o feel more short of breath than expected 40. Have you ever become ill while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?
1. Have you ever hag an unexplained seizure? 42. Do you or semecne In your family have sickle cell trait or gisease?
12. Do you get more fired or short of breath mare quickly than your friends 43. Have you hat any problems with your eyes or vision?
h P
during exercise? 44. Have you had any eye injuries?
:':A::T HIEA?’H ?UEs“::s AsquT vuun;mu.v . Yoz | Wo 45. Do you wear glasses or contact lenses?
. Has any family member or relative died of heart problems or had an "
unexpected of unexplained sudden death hefore age 5D (ncluding 46. Do you wear protsctive eyeweat, Such 25 goggles of a face shield?
drowning, unexplained car accident, or sucgen infant death syndrome)? 47. Do you worry about your weight?
14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are yuu_tz'ying fo or has anyons recommended that you gain o
syndrome, erthythmogenic right ventricular cardiomyepathy, long AT fose weight?
syndrnme,‘shart QT syndrome, qugada syndrome, or catecholaminergic 49. Are you on a special diet or do you aveid certain types of foods?
palymorphic ventricular taghycardia? —
D - P—— pp—— ™ 50. Have you ever had an eating disorder?
. Goes anyene in your family have a hea , pac I, of - - y
imp:mteydudaﬁhr)i.ﬂ:trnﬂ yha probiam, pacema 51. Do you have any concams that you would like to discuss with a doctor?
18. Has anyone in your family had unexplaine fainting, unexplained FEMALES ONLY
SEIZUres, of near drowning? 52. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yas | Mo 53. How old were you when you had your first menstrual period?
17. Have you ever had en injury to a bone, musde, ligament, or tendon 54. How many periods have you had in the jast 12 months?

18.

Have you ever had any broken or fractured bones or dislocated joimts?

4.

Have you ever had an injury that required x-rays, MAI, C7 scan,
injections, therapy, a brace, a cast, or crutches?

Expizin "yes” answers here

2D.

Have you ever had a stress fractura?

21

Have you ever been told that you have or have you had an ¥-ray for neck
instahility or atlantoaxial instability? Down syndroms or dwarfism)

22,

Do you regularly use a brace, orthotics, or other assistive devige?

23,

Ge you have a bone, muscle, or joint injury that bothers you?

24,

Go any of your joints become painful, swollen, feel warm, or look red?

25.

Do you have any history of juvenil arthritis or connective tissue disoase?

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

Signature of athlete

Signature of p

Date

©2010 American Academy of Family Physicians, American Academ, y of Pecliatrics,

HEQ503

Amercan Colfege of Sports Medicins, American Madical Socisty for Sports Medicine, American Orthopasdic
Socigty far Sports Madicing, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with gcknowledgmen,
B26B1I41E




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name

Date of birth

Sex Age Grade Scheool

Sport(s)

. Type of disabilty

. Date of disability

Classification (if available)

Cause of disability (birth, disease, accidem/Arauma, other}

ST 0 PR P

. List the sports you are interested in playing

. Do you reguiarly use & brage, assislive device, or prosthetic?

B,
7. Do you use any special brace or assistive devige for sports?
8. Do you have any rashes, pressura sores, o any other skin problems?

9. Do you have a hearing loss? Do you use a hearing aid?

10. Do yois have a visual impairment?

11. Do you use any special devices for bowel or bladder function?

12. Do you hrave buming or discomitort when urinating?

13, Hzve you had autonomic dysreflaxia?

14. Have you ever baen diagnosed with a heat-related (hyperthenmiay or cold-related (hypothenmia) Hness?

15. Do you have muscle spasticity?

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

Explain “yes” answers here

Please Indicate if you have ever had any of the foliowing.

Atlamtoaxial ingtabifity

X-ray evaluation for atlanteaxial instatility

Dslocated joints (more than one)

Easy bleeding

Endarged spleen

Hepatitis

Dsteopenia or osteoporosis

Diffiguity controfling bowel

Difficulty controling biadder

Numbnass of tingiing in arms or hands

Numbness or tingiing in legs or feet

Weakness in arms or hands

Weakinass in legs or feet

Regent change in coordination

Recertt change in ability to walk

Spina bifida

Latex ailergy

Expiain “yes” answers here

i hereby state that, to the best of my knowledge, my answers to the abave questions are complete and comect.

Date

Signature of athiete Signstura of parent/g

é?ﬂmﬂmeﬁcan Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine,

Americar Medical Society for Sports Medicine, American (rthopaedic

Socisly for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission is granted Yo reprint for noncommercizi, educational purposes with acknewledgment




FPREPARTICIPATION FPHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1. Consicer additional questions on more sensitive issues
» Do you feel stressed out or under 2 lat of pressure?
« Op you ever fee! sac, hopeless, deprassed, or anxipus?
* Do you feei safe at your home or residence?
= Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing obacco, snuff, or dip?
+ Do you drirk alcehol er use any other drgs?
* Have yeu ever taken anabolic stereids or used any gther performance supplement?
* Have you ever taken any supplements to help yeu gain or fose weight er improve your performanca?
Do you wear a seat belt, use 2 helmet, and use condems?
2, Censider reviewing questiens on cardiovascular symptoms (questions 5-14),

EXAMINATION

Height Weight O Male O Female

BP / { ! ) Putse Vision R 20/ L20/ Corected O Y [N

MEDIGAL MORMAL ABNORMAL FINDINES

Appearance

¢ Marfan stigmata (kyphescoliosis, high-arched patate, pectus excavatum, arachnodactyly,
arm span > height, hypertaxity, myopia, MVF, aertic insufficiency)

Eyes/ears/noseAthroat

+ Pupils equal

= Hearing

Lymph nedes

Heart®

* Murmurs {auscultation standing, suping, +/- Valsalva)

*# Location of peint of maximal impulse (PMI)

Pulses
* Simultaneous femeral and radial pulses

Lungs

Abdomen

Genitourinary {males only)*
Skin

= HSV, lesions suggestive of MRSA, tinea corporis
Neurolagic®
MUSCULOSKELETAL
Neck

Back

Shoulder/arm
Efhow/forearm
Wrist/handffingers
HipAhigh

Knee

Leg/ankle

FootAnes

Functienal
* Duck-walk, single leg hep

*Consider EGG, schocardiogram, and referral to cardielogy fr abnermal cardiac histery er sxam.

*Consider GU exam if in private setting. Having third party present is recommended,

“Considsr cognitive evaluation 6r baseline reuropsychiatric testing if  history of significant concussion.

O Cleared for all sperls without restriction

O Cleared for all sports without restrictien with recommendations for turther evaluation or treztment for

O Not cleared
O Pending further evaluation
O For any sports
[ For certain sports
Reason

Recemmendations

Fhave examined the above-named student and compieted the preparticipation physical evaluation. The athiste does not present apparent cfinical contraindications to practice and
participate in the sport(s} as culfined above. A copy of tha physical exam is on record in my office and can be made avatlable 1o the schog! at the request of the parents. i cond|-
tions arise aftar the athiete has been cleared for participation, the physician may rescind the clearance until the problem Is resoived and the potsntial consequences are completely
expiained to the athlete {and parents/guardians).

Name of physician (printAype) Date
Address Phone
Signature of physcian MD or DD

©2010 American Acacamy af Family Physicians, American Acagomy af Pecialrics, American Coliage af Sports Modiine, American Medical Soviety for Sports Mectvine, American Orthopasdic
Society for Sports Medlcine, and American Osteopathic Academy af Sports Medicine. Permission is granted ta reprit for noncommercial, educational purposes with ackmowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cieared for all sports without restriction

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

O Not cleared
O Pending further evaiuation
O For any sports
[ For certain sports

Reason

Recornmendations

I have examined the above-named student and compieted the preparticipalion physical evaluation. The athiete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined abave. A copy of the physical exam is on record in my office
and can be made availabie to the schooi at the request of the parents. If condilions arise after the athiete has been cleared for participation,
the physician may rescind the clearance until the probiem is resolved and the potential consequences are completely expiained to the athlete
{and parents/guardians}.

Name of physician (print/type) Date
Address Phore
Signature of physician MD or DO

EMERGENCY INFORMATION

Aljergies

Other information

©2010 Amerigan Academy of Family Physicians, American Academy of Pediatrics, American Coliege of Sports Medicing, American Medical Sociely for Sports Medicing, American Orthopaedic
Society for Sports Metlicine, and American Dsteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educational purpases with acknowledgment.



GWINNETT COUNTYCONSENT, INSURANCE AND ATHLETIC PHYSICAL FORM "
PARENTAL CONSENT FOR ATHLETIC PARTICIPATION

HWARNING: Although participation in supervised interscholastic athletics and activities may be one of the least hazardous in
which students will engage in or out of school , BY ITS NATURE , PARTICIPATION IN INTERSCHOLASTIC
ATHLETICS INCLUDES A RISK OR INJURY WHICH MAY RANGE IN SEVERITY FROM MINOR TO LONG
TERM CATASTROPHIC, INCLUDING PERMANENT PARALYSIS FROM THE NECK DOWN OR DEATH.

Although serious injuries are not common in supervised school athletic programs, it is possible only to minimize, not eliminate the
risk,

Participants can and have the responsibility to help reduce the chance of injury. PLAYERS MUST OBEY ALL SAFETY
RULES, REPORT ALL PHYSICAL PROBLEMS TO THEIR COACHES, FOLLOW A PROPER CONDITIONING
PROGRAM, AND INSPECT THEIR EQUIPMENT DAILY.

By signing this permission form, you acknowledge that you have read and understand this warning. PARENTS OR
STUDENTS WHO DO NOT WISH TO ACCEPT THE RISKS DESCRIBED IN THIS WARNING SHOULD NOT SIGN
THIS PERMISSION FORM.

I (we) hereby give consent for to:

(N Compete in athletics at High School of the Gwinnett County School
District in Georgia High School Association approved sports.

(2)  To accompany any school team of which the student is a member on any of its local or out-of-town trips;

3) and, I hereby verify that the information on both sides of this form is correct and understand that any false information
may result in my son/daughter being declared ineligible.

The student is domiciled at the above address located in the High School District. Have
you attended this Gwinnett County school for at least one full school year? Yes  No -

You live with (name of parent/parents/guardian) Date
of birth Telephone Date
entered 9th grade Your grade level this year This

acknowledgment of risk and consent to allow participation shall remain in effect until revoked in writing.

INSURANCE INFORMATION —Please attach a copy of your card
Please INITIAL one of the following statements regarding insurance coverage for your son/daughter for the school year, then sign below,

My son/daughter is adequately and currently covered by accident insurance that will cover injuries sustained while participating in interscholastic
athletics (including, but not limited to, varsity and junior varsity football),
Company providing insurance: Name of insured: Policy#;

I wish to purchase the Benefit Plan provided.by the Gwinnett County School System. (A signed copy of this Benefit Plan should be stapled to
this form.)

AUTHORIZATION

T certify that the medical history on this form is complete and accurate. I understand that this will serve as the basis for determining that my child,
, may compete in high school athletics in Gwinnett County Schools. I also understand that this medical evaluation is only to
determine fitness for athletics and is not to take the place of regular medical examinations. In case of an emergency or accident on the school grounds or during any
school activity involving my child, , which in the opinion of school authorities present requires immediate medical or surgical
attention, 1 hereby grant permission to physicians, consulting physicians, athletic trainers, emergency medical technicians, and other healthcare providers selected by
school authorities to provide medical care and treatment (including hospitalization if deemed appropriate by school authorities or an appropriate healthcare provider)
unless | am present and request otherwise or until I later rquest otherwise.

PLEASE SIGN HERE;
THIS SIGNATURE CONSENTS TO ATHLETIC PARTICIPATION, MEDICAL AUTHORIZATION

AND
VERIFICATION OF INSURANCE COVERAGE.

SIGNATURE(S) OF PARENT(S) OR GUARDIAN(S) Date

Relation to Student: Mother Father Other

Gwinnett County Public School athletes will take part in the INPACT program.

ImPACT (Immediate Post-Concussion and Cognitive Testing) is a research-based software tool utilized to evaluate recovery after a concussion. As part of the

ImPACT program, GCPS athletes will be required to take a “new” baseline test prior to participation in athletics. ImPACT evaluates multiple aspects of

neurocognitive function, including memory, attention, and brain processing speed, reaction time and post-concussion symptoms. Itisa 20-minute test battery that will be
administered in the pre-season to set a baseline and again post-injury to track a concussion.



- .
QD Gwinnett
. Medical Center

Lawrencevills * Duluth

CONSENT FOR COGNITIVE TESTING
and RELEASE OF INFORMATION

I give my permission for (name of child)

{child’s date of birth)

to have a baseline and post-concussion ImPACT (Immediate Post-concussion Assessment and
Cognitive Testing) administered at DULUTH HIGH SCHOOL.*] understand that my child may
need to be tested more than once, depending upon the results of the test, as compared to my
child’s baseline test, which is on file at the school. I understand there is no charge for the testing.

DULUTH HIGH SCHOOL'’S certified athletic trainer may release the InPACT (Immediate Post-
concussion Assessment and Cognitive Testing) results to my child’s primary care physician, team
physician, neurclogist, or other treating physician as necessary for proper care,

I understand that general mformatlon about the test data may be provided to my child’s guidance
counselor and teachers, for the purposes of providing temporary academic modifications, if
necessary.

Name of parent or guardian:

Signature of parent or guardian: ' -

Date:

PLEASE PROVIDE THE FOLLOWING INFORMATION:

Name of doctor;

‘Name of practice or group:

Phone number:

Student’s home address:

Parent or guardian phone numbers (please indicate preferred contact number & time if
necessary):

(H) (W)
(cell)

Gwinnert Medical Center

1000 Medical Center Boulevard | Lawrenceville, GA 30045 | 678-312-4321 | gwinnettmedicalcenter.org



9 .
QD Gwinnett
Medical Center

Lawrencaville * Duluih

Medication Authorization

Name;

Date: Sport(s): | DOB;

This letter is for the authorization of medications to be given to DULUTH
Student Athletes. Please check if the athlete is able to take these
‘medications. If athlete cannot have these medications, please write an
explanation at the bottom of the page. :

—Advil (ibuprofen)

——_Tylenol (acetaminophen)

—Aleve (naproxen sodium)

_____'_Pepto-Bismt‘)lfI'lMS (bismuth subsalicylate)

— Heat Guard (electrolytes) S
____Benadryl (diphenhydl"amine HCL) - for allergic reactioqs‘ .

List any other medications that you may wish to be provided:

PARENT/GUARDIAN SIGNATURE:

These autharizations are effective until such time that the signee submits a written and dated revocation of this
document, ' ‘

Gwinnelt Medical Center

" 1000 Medica! Center Boulevard | Lawrenceville, GA 30045 | 678-312-4321 | gwinnettmedicalcenter.org



g . . |
QD Gwinnett
Medical Center

Lawrencerille * Duluth

Consent to Treatment and Release of Medical Information

Name:

Date: ' Sport(s): : DOB:

| give authorization to the Gwinnett Hospitai System (GHS) athletic training staff and student
athletic trainers working with the GHS athletic training staff, to evaluate and treat any injuries or
illnesses that may occur during hisher athletic participation at DULUTH HIGH SCHOOL.,

This includes immediate first aid to fny child, treatment, physical exam, and diagnostic
procedures. No guarantées have been made that the evaluation, treatment, or rehabilitation
services that my child receives will cure or fully return him/her to athletic participation,

I authorize necessary medical treatment and admission to any medical facility designated by the
GHS athletic training staff or team physician,

understand that I have the right to make decisions concerning my child’s health care, including
the right to refuse medical treatment and surgical procedures. However, I also understand that the
final decision as to whether my child may participate in athletic activities at DULUTH HIGH
SCHOOL rests solely with the GHS athletic training staff and team physician.

" Parent/Guardian Si gnature Date

To Athletic Trainers, Physiclans, Hospitals, Clinics, and all Other Agencies:

If needed, You are herby authorized and requested to give the GHS athletic training department a
complete copy of all your records pertaining to my child’s medical treatment including, but is not
" limited to, all physicals, athletic trainer’s records, and any diagnosis, treatment, history and
prognosis of any and all injuries.

Parent/Guardian Signature Date

These authorizations are effective until such time that the signee submits a written and dated revocation of this
document,

Gwinnert Medical Center

1000 Medical Cenler Boulevard | Lawrenceville, GA 30045 [ 678-312-4321 [ gwinnelimedicalcenter.org



