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stichigas kigh school athletic assechition

~£ This form must be on file in the school before practicing with any athietic team >

' For students participating in any sports for 2020-2021 school year

PHYSICAL EXAMINATION CLEARANCE FORM

Student Name: Birth Date: Age: CGender: M/F
Address:

Home Telephone: - -

School: Grade: ____ Sporis:

| certify that the above student has been medically evaluated and is deemed to be physically fit to: (Check One Box)

[1 (1) Participate in all school interscholastic activities without restrictions.

[ (2) Net cleared for:

[1 Alt Sports [] Specific Sports

Cross out specific sports below not cleared for participation.

Sport classification based on contaci:

Collision Contact Sports Limited Contact Sports Non-contact Sports
Basketball ice Hockey Baseball Alpine Skiing Track Field Events Bowling Track Running
Boys Lacrosse Soccer Competitive Cheer Girls Softball High Jump Cross Couniry  Track Field Evenis
Diving Wrestling Girls Lacrosse Pole Vault Golf Discus
Football Girls Gymnastics Girls Volleyball Swimming Shot Put

Tennis
Sport classification based on infensity and strenuousness:
High Intensity High Intensity High Intensity Low Intensity
High-to-Moderate Dynamic High-to-Moderate Dynamic Low Dynamic Low Dynamic
High-to-Moderate Static Low Static High-to- Low Static
Moderate Static
Alpine Skiing Track Events - Distance Baseball Swimming Girls Competitive | Bowling
Cross Country Track Events - Sprint Lacrosse (Boys and Girls) Tennis Cheer | Golf
Football Wrestling Soceer Girls Volleybali Diving
lce Hockey Girls Softbali Field Events
Girls Gymnastics

[] (3} Requires further evaluation before a final recommendation can be made.
Additional recommendations for the school or parents:

I have examined the above named student and completed the preparticipation physical evaluation. The athlete
does not present apparent clinical contraindications to practice and participate in the sport(s) as outlined above.
A copy of the physical exam is on record in my office and can be made available to the school at the request of
the parents. If conditions arise after the athlete has been cleared for participation, the provider may rescind the
clearance until the problem is resolved and the potential consequences are completely explained to the athlete

(and parents/guardians).
Examiner Signature:
Print Examiner Name:

Address:

Date of Exam:

Office Telephone: - -

< DETACH HERE IF NEEDED TO ACCOMPANY STUDENT ATHLETE >

EMERGENCY INFORMATICN FOR:

Allergies — Drug Reactions — Current Medications:
Other Special Medical Information:
Emergency Contact:
Telephone: (H) - -
Personal Physician

Relationship:
(©) - -
Office Telephone - -

(W) - ;




INFORMATION & CONSENT FORM

To be completed by parent/guardian or 18 year old or older student-athlete; please take time to complete
the form to ensure the good health and safety of the student-athlete
Must be signed in four (4) places by parent/guardian or 1§ year old or older student-athlete (Beiow and on page 3)

The exam date must be performed on or after April 157 to be valid for the foliowing school year
The first two pages, Clearance Form and Information & Consent Form, must be kept on file with school athletic depariment

Siudent Name:
Last First Middle Initial

Sex: Grade: Age: Date of Birth:
School: Sport(s):

Student’s Address:
Sireet City Zip
Father's/Guardian Name:

Phone thome): (work): (celi):
Mother's/Guardian Name:
Phone (home): {work): (cell):

SIGNATURES CONSENTING TO CONDITIONS OF PARTICIPATION
STUDENT DISCLOSURE AND ACCEPTANCE OF CONDITIONS TO PARTICIPATE: This application

to participate in athletics is voluntary on my part and the information submitted is truthful to the best of my knowledge.

| have never received money or negotiable ceriificate for merchandise in any amount, nor any emblematic award or
merchandise worth more than twenty-five doliars ($25.00) for participating in athletic events, nor have | ever under an
assumed name. After | have represented my school in any sport, | will not compete in any outside athletic contest in this

sport until after my school season has been completed.

i understand that | am expected to adhere firmly to all established athletic policies of my school district and the Michigan
High School Athletic Association, such as those previously mentioned above as examples but which do not present all the

policies to which | am subject.

Signature of STUDENT: Dats: _

INSURANCE STATEMENT: Our son/daughter will comply with the specific insurance regulations of the school district.
The student-athlete has health insurance: Yes No

If yes, Family Insurance Co: Contract #

CONSENT TO DISCLOSURE: I hereby give my consent for the above student to engage in interscholastic athletics
and for the disclosure to the MHSAA of information otherwise protected by FERPA and HIPAA for the purpose of
determining eligibility for interscholastic athletics; and | understand the possibility that serious injury may result from
participating in athletic activities. He/She has my permission to accompany the team as a member on its out-of-town trips.

| further understand that my son or daughter will be expected to adhere firmly fo all established athletic policies of the

school district and the Michigan High School Athletic Association. | .

Signature of PARENT OR GUARDIAN OR 18 YEAR-OLD Date

MEDICAL TREATMENT CONSENT: |, ' ,an 18 year-old, or the
parent or guardian of , recognize that as a result of athletic participation, medical

treatment on an emergency basis may be necessary, and further recognize that school personnel may be unable to contact
me for my consent for emergency medical care. | do hereby consent in advance to such emergency care, including
hospital care, as may be deemed necessary under the then-existing circumstances and to assume the expenses of such

care. |

Signature of PARENT OR GUARDIAN OR 18 YEAR-OLD Date
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(This form is to be filled out by the patient and parent prior to seeing the provider. The provider should keep this form in the chart.)

Date of Exam
Name

Date of birth

Sex Age Grade

School

Spori(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? Yes D

D Medicines

No D Ifyes, please identify specific allergy below.

D Pollen D Food

D Siinging Insecis

1. Hasa doctor ever denied or restricted your participation in sports for
any reason?

Ex lam “Yes” answers below ercle uestmns ou don’t know the answers fo.

i,
N Vi

2. Do you have any ongoing medical conditions? ¥f so, please identify
] Asthma Anemia[_| Diabeies b Infections

Other:

3. Have you ever spent the night in the hospital?

26. Do you cough, wheeze, or have difficulty breathing during or after
exercise?

27. Have you ever used an inhaler or taken asthma medicine?

28. Is there anyone in your family who has asthma?

29, Were you born without or are you missing a kidney, an eye, a testicle
(males), your spleen, or any other organ?

4, Have you ever had surgery?
AR AL GUESTIONR ABOUT VO

30. Do you have groin pain or a painful bulge or hernia in the groin area?

5. Have you ever passed out or nearly passed out DURING or AFTER
exercise?

6. Have you ever had discomfort, pain, tightness, or pressure in your
chest during exercise?

7. Does your heart ever race or skip beats (irregular beats) during
exercise?

8. Has a doctor ever told you that yon have any heart problems? If so,
check all that apply:
[ High blood pressure  [JA heart murmur
I High cholesterol 1A heart infection
[CIKawasaki disease Other:

9. Has a doctor ever ordered a test for your heart? (For example,

31. Have you had infectious mononucleosis (mono) within the last month?

32. Do you have any rashes, pressure sores, or other skin problems?

33. Have you had a herpes or MRSA skin infection?

34, Have you ever had a head injury or concussion?

35. Have you ever had 2 hit or blow 1o the head that caused confusion,
prolonged headache, or memory problems?

36. Do you have a history of seizure disorder?

37. Do you have headaches with exercise?

38. Have you ever had numbness, tingling, or weakness in your arms or legs
after being hit or falling?

39. Have you ever been unable to move your arms or legs after being hit or
falling?

40. Have you ever become ill while exercising in the heat?

ECG/EKG, echocardiogram)
10. Do you get lightheaded or feel more short of breath than expecied
during exercise?

11. Have you ever had an unexplained seizure?

12. Do you get more tired or short of breath more quickly than your
friends during exercise?

HEARTHEALTH QUESITONS ABOUT, YOUR FAMITL;

13. Has any family member or relative died of heart problems or had an
unexpected sudden death before age 50 (including drowning, unexplained
car accident or sudden infant death syndrome)?

14. Does anyone in your family have hypertrophic cardiomyopathy, long
QT syndrome, short QT syndrome, Brugada syndrome, or
catecholaminergic polymorphic ventricular tachycardia?

15. Does anyone in your family have a heart problem, pacemaker, or
implanted defibrillator?

16. Has anyone in your family had unexplained fainting, unexplained
seizures, or near drowmng"

- BONE AND JOINTOUESTIONS. |

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

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

19. Have you ever had an injury that required x-rays, MR1, 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 ha.ve you had an x-ray for
neck instability or atlantoaxial instability? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

41. Do you get frequent muscle cramps when exercising?

42. Do you or someone in your family have sickle cell trait or disease?

43. Have you had any problems with your eyes or vision?

44. Have you had any eye injuries?

45. Do you wear gl or contact lenses?

46. Do you wear protective eyewear, such as goggles or a face shield?

47. Do you worry about your weight?

48. Are you trying to or has anyone recommended that you gain or lose
weight?

49. Are you on a special diet or do you avoid certain types of foods?

50. Have you ever had an eating disorder?

51. Have you ever received tetanus-diphtheria-pertussis (Tdap) vaccine?

52. Are you missing any recommended vaccines (such as Tdap, MCV4,
HPV, Varicella, MMR, Flu, etc.)?

53. Do you have any concems f.hat you would like to dlscuss with a doctor?

AR
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52. Have you ever had a menstrual period?

53. How old were you when you had your first menstrual period?

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

Explain “ yes” answers here

23. Do you have a bone, 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 history of juvenile arthritis or connective tissue
disease?

I hereby state that, to the best of my knowledge, my answers to the 2bove questions are complete and cerrect.

‘ Signature of athlete

2010 American Academy of Family Physicians, Ameri
i Heallh Michigan Chapier A

iedicine. Endorsed and adapted by Depnrlmenl of C
Association of Family Physicic i of Physicia

Signature of parent/guardian

Academy of Pediatrics, American College of Sporl, Medicine, American Medical Society for Sports Medicine, American Orthopedzc Soc:e{y ﬁ:: Spnm Me
ican College of Cardiology, Mrciugan State Medical Society, Michigan O: i
Michi; Council of Nurse Practitioners, Midwest Affiliate American Heart Association- -Michigan Chapler and Kimberly Anne Gillary

Date

and

Foundetion.

ic Academy of Sports

n O
deademy of . Ped:a/nc:‘ idichigan Chapter, Michigan



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM
(The provider should keep this form in the chart)

Daie of birth

SEIAN R BERS
1. Consider additional questions on more sensitive issues.
Do you feel stressed out or under 2 lot of pressure?
Do you ever feel sad, hopeless, depressed, or anxious?
Do you feel safe at your home or residence?
Have you ever tried cigarettes, chewing tobacco, snuff or dip?
Do you drink alcohol or use any other drugs?
Have you ever taken anabolic steroids or used any other performance supplement?
During the past 30 days, did you use chewing tobacco, snuff or dip?
Do you drink alcohol or use any other drugs?
Have you ever taken anabolic steroids or used any other performance supplement?
Have you ever taken any supplements to help you gain or lose weight or improve your performance?
Do you wear a seatbelt, use a helmet and nse condoms?

Please review guestions on cardiovascular symptoms and family hnstory (questsmns 5- iﬁ) with parent and/or smdem athlete

© @ 0 6 0 e © 0 O © o

Weight D Male [ Female
V‘sxon R 20/

Appearance
°

Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, arm span > height,
hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throat
° Pupils equal
° Hearing

Lymph nodes

Heart *
° Murmurs (auscultation standing, supine, +/- Valsalva)
o Location of point of maximal impulse (PMI)

Pulses
° Simuitaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only) "

Skin

© HSV, lesions suggestive of MRSA, tinea corporis
Neurologic

HEEMERPOLO PP

“Neck

Back

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Fooi/toes

Functional
o Duck-walk, single leg hop
“ Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.
® Consider GU exam if in private setting. Having third party present is recommended.
© Consider cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion.

Immupizations:
Has the student-athlete received all ACIP-recommended vaccines? D Yes DNO

Check the Michigan Care Improvement Registry (MCIR) for vaccination status: ywww.meir.org

, American College of Sports Medicine, American Medical Society for Sporis Medicine, .Jn:errcan Or(hopedtc Sacuo; fa: Sports Medicine, and  Amer Ican Osteopathic Academy of. Spurf.r
hi, ion, American Academy of Pediatrics- Michigan Chapter, Michig

©2010 4 dcademy of Family Physicians, American Academy of Pedit
Medicine. Endorsed and adapted by Michigan Department of Community Healllx, Michigan Chapter American College of Cardiology, Michigan State Medical Sociely, A
of Family Physicians, Michigan 4 of Physician Assistants, Michigan Council of Nurse Practitioners, Midwes( Affiliate American Heart As:omatlan—ﬂllchrgan Chaprer and Kimberly Anne Gillary Foundation.




Educational Material for Parents and Students (Content Meets MDCH Regquirements)

Sources: Michigan Department of Community Health. CDC and the National Operating Commitiee on Standards for Athletic Equipment (NOCSAE)

UNDERSTANDING CONCUSSION

ke Some Common Symptoms Y
Headache Balance Problems Sensitive to Noise Poor Concentration Not “Feeling Right”
Pressure In the Head BDouble Vision Sluggishness Memeory Problems Feeling lvritable
NausealVomiting Blurry Vision Haziness Confusion Slow Reaction Time
Dizziness Sensitive to Light Fogginess “Feeling Down” Sleep Problems
Grogginess /}
WHAT IS A CONCUSSION?

A concussion is a type of traumatic brain injury that changes the way the brain normally works. A concussion is caused by a fall, bump,
blow, or joli to the head or body that causes the head and brain fo move quickly back and forth. A concussion can be caused by a shaking,
spinning or a sudden siopping and starting of the head. Even a “ding,” “getting your bell rung,” or what.seems o be a mild bump or blow io
the head can be serious. A concussion can happen even if you haven’t been knocked out.

You can't see a concussion. Signs and symptoms of concussions can show up right after the injury or may not appear or be noticed until
days or weeks after the injury. If the student reporis any symptoms of a concussion, or i you notice symptoms vourself, seek medical st
tention right away. A student who may have had a concussion should not refure to play on the day of the injury and until a health care pro-
fessional says they are okay io return to play.

IF YOU SUSPECT A CONCUSSION:
1. SEEK MEDICAL ATTENTION RIGHT AWAY — A health care professional will be able to decide how serious the concussion is and
when it is safe for the student {o return fo regular activities, including sports. Don't hide i, report it. Ignoring symptoms and trying to
“tough it out” often makes it worse.

KEEP YOUR STUDENT OUT OF PLAY — Concussions fake time o heal. Don't let the student return to play the day of injury and unti
a heath care professional says it's okay. A student who returns to play too soon, while the brain is still healing, risks a greater chance of
having a second concussion. Young children and teens are more likely to get a concussion and take longer o recover than adults.
Repeat or second concussions increase the time it takes to recover and can be very serious. They can cause permanent braifn damage,
“ffecting the siudent for & lifetime. They can be fatal. It is betier to miss one game than the whole season.

A8

3. TELL THE SCHOOL ABOUT ANY PREVIOUS CONCUSSION — Schools should know if a student had a previous concussion. A stu-
dent’s school may not know about a concussion received in another sport or activity unless you noiify them.

SIGNS OBSERVED BY PARENTS:

¢ Appears dazed or stunned o Can't recall events prior to or after a hit e Answers guestions slowly

< Is confused aboui assighment or posi- or fall ° Loses consciousness (even biriefly)
fion ° I8 unsure of game, scors, or opponert ¢ Shows mood, behavior, or personality

o Forgets an instruction « Moves clumsily changes

CONCUSSION DANGER SIGNS:

In rare cases, a dangerous blood clot may form on the brain in @ person with a concussion and crowd the brain against the skull. A student
should receive immediate medical attention if after a bump, blow, or jolt to the head or body s/he exhibits any of the following danger signs:

°  One pupil larger than the other ° Repeated vomiting or nausea * Becomes increasingly confused, restless

e |s drowsy or cannot be awakened e Slurred speech or agitated

e A headache that gets worse ¢ Convulsions or seizures e Has unusual behavior

o Weakness, numbness, or decreased o Cannot recognize people/places ° Loses consciousness (even a brief loss of
coordination consciousness should be taken seriously.)

HOW TO RESPOND TO A REPORT OF A CONCUSSION:

ff a student reports one or more symptoms of a concussion after a bump, blow, or jolt fo the head or body, s/he should be kept out of athlet-
fc play the day of the injury. The student should only retumn to play with permission from a health care professional experienced in evaluat-
ing for concussion. During recovery, rest is key. Exercising or activities that involve a lot of conceniration (such as studying, working on
the computer, or playing video games) may cause concussion sympioms to reappear or get worse. Students who return io school after a
concussion may need to spend fewer hours at school, take rests breaks, be given extra help and time, spend less time reading, writing or
on a computer. After a concussion, returning to sports and school is a gradual process that should be monitored by & health care profes-
sinnal,

hwinember: Concussion affects people differently. While most students with & concussion recover quickly and fully, sorme will have symp-
toms that last for days, or even weeks. A more serious concussion can last for months or longer.

To learn more, go io www.cdc.gov/concussion.

Educational Material Acknowledgement Eorm




CONCUSSION AWARENESS

EDUCATIONAL MATERIAL ACKNOWLEDGEMENT FORM

By my name and signature below, | acknowledge in accordance with Public Acts 342 and 343 of 2012
that | have received and reviewed the Concussion Fact Sheet for Parents and/or the Concussion Fact

Sheet for Students provided by Ada Christian School

Participant Name Prinfed Parent or Guardian Name Printed

Parent or Guardian Name Signhature

Participant Name Signature

Date Date

Return this signed form to Ada Christian School. Ada Christian must keep this on file for the duration of
participation.
Participants and parents please review and keep the educational materials available for future refer-

ence.



