NEW PHYSICAL PACKET

1. Student Information (Please complete this section. )

Name: Home Phone:
Last First Middie Emergency Contact;
Address: Emergency Phone:

Street Town, State Zip

Are you a transfer student? O Yes [] No ] If yes, date of transfer: Previous school:

Date of Birth: Sexx. M F | City and State of Birth:

Sport by Season:
Fall: . W'nte ;

II Eligibility Informatlon (This section is ﬁlled out by the school.)

Declared Eligible by: Date Signature Comments
. Credits Previous Year: Credits 19 Semester:
Guidance (Fall/Winter Seasons) {Spring Season)
Medical Physical Date:
Athletic Office

III Barnegat Townshlp Parental Permlssu)n (Please read and complete this section. )

1. 1 give my son/daughter permission to participate in the inferscholastic sport of
2, Tunderstand Russell O. Brackman Middle School students must meet District Policy 2430 criteria to be eligible to participate.

Tunderstand Barnegat High School students must meet NJISIAA eligibility requirements to participate.
3. 1 recognize that my son/daughter must have a comprehensive medical examination by the Medical Home recorded on the appropriate form prior to
participation on any athletic team. In addition, a comprehensive medical history, recorded on the appropriate form, must accompany the student/athlete
at the time of the physical. Both forms must be signed by the examining physician and filed with the health office.
4. I waive all claims for damages, remuneration, reimbursement or any other expenses in case of personal injury in conduct of the sport program and in
all arrangements incidental thereto,
5. T understand that in case of interscholastic sports injury to my child, medical bills will be submitted to my insurance company first. Only those
medical expenses not covered by my personal or group insurance are eligible for coverage by the Board of Education insurance policy up to
established timits. I also understand that I am liable for any medical bills remaining after the above procedures have been carried out. It is suggested
that 1 obtain personal medical insurance if a health insurance program does not cover my son/daughter,
6. 1 realize that the use, possession and/or distribution (in or out of school) of any chemical substance in any form are strictly prohibited. Chemical
substances include, but are not limited to: alcoholic beverages, tobaceo in any form, anabolic steroids, controlled dangerous substances, any chemical
which release vapor or fumes causing intoxication inebriation, excitement, stupification or dulling of the brain or nervous system, as defined by
N.JLS.A, 2A: 170-25.9, any mind altering or behavior altering substances used for purposes other than the treatment of illness, any prescription or over
the counter medications except those for which permission to use has been granted. Violation of this policy by any student will invoke immediate
sanctions as outlined by the student discipline policy regarding substance abuse,
7. T understand that N.J.A.C. 629.6.4 necessitates inclusion of a “cautionary” statement: Realizing that such activity involves the potential for infury
which is inherent in all sports, I acknowledge that even with the best coaching, the use of the most protective equipment and strict observance of rules,
injuries can be so severe as to result in total disability, paralysis or even death. I acknowledge/understand this warning,

I have read and understand the above rules and regulations.

Sig nature of Parent/Gu dian
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BARNEGAT SCHOOL DISTRICT
ATHLETE EMERGENCY CONTACT FORM

(Coaches please keep this form on you to reference)

STUDENT INFORMATION:
Student Name Date of Birth

Year in School (eirele)6 7 8 9 10 11 12
Address

City Zip code Phone #
EMERGENCY CONTACT INFORMATION:

Primary Contact Name

Relationship Primary phone#

Alternate phone #

Name of Alternate contact person

Relationship Phone #

Alternate phone #

HEALTH CONDITIONS (CHECK OFF ALL THAT APPLY):
Asthma (Asthma Action Plan must be on file with the nurse for the current school year)
___ Diabetes (Diabetic Medical Management Care Plan must be on file with the nurse for
current school year)
____ FEpilepsy (Seizure Action Plan must be on file with the nurse for the current school year)
___Food Allergies (Food Allergy and Anaphylaxis Emergency Care Plan must be on file with
the nurse for the current school year)

Other {please list)

In case of emergency, I give permission for my information to be released for emergency
purposes. I also agree that any of my emergency contacts listed may be notified in an
emergency, as nceded.

Parent Signature Date




ATTENTION PARENT/GUARDIAN: The preparticipation physical examination (page 3) must be completed by a health care provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Modede.

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Nofe: This form is fo be filled out By the patient and parent prior to seefny the physician. The physician should keerm copy of this form in the chart)
Date of Exam

Name Data of birth
Sex Age Grade Schaool Sport{s)

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

Bo you have any allergies? CF Yes [T No Ifyes, please identify specific alfergy below.

I Medicines [ Pollens O Food L3 Stinging Insects
Explain “Yes” answers below, Circle questions you don’t know the answers to.
GENERALQUESTIONS -~ -~ - .- . o1 Yes [-No | | MEDICAL QUESTIONS s oo  Yes | He
1. Has a docter ever denfed or restricted your pasticipation in sports for 26, Do you cough, wheeze, o have difficuity breathing during or
any reason? after exercise?
2. Do you have any ongeing medical conditiens? If so, please identify 27. Have you ever used an inhalsr or taken asthma medicine?
below: [F Asthma E] Anemiz [ Diabetes [J infections 28, |s there anyone in your family who has asthma?
Other: 28, Were you born without or are you missing a kidney, an eye, a testicle
3. Hava you ever spant the night in the kospital? [males), your spleen, or any other organ?
4, Have vou ever had surgery? 30. Do you have groin pain or a painful bulge or herola in the grein area?
- HEART HEALTH QUESTIONS ABOUT YOU Yes No 31, Have you had infactious mononugieosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do yau have any rashes, pressure sores, or ather skin preblems?
AFTER exerclse? 33, Have you had a herpes or MRSA skin infection?

6. Have you ever had discomfort, pain, tightness, or pressure in your 4

chest during exercise? . Have you ever had 2 head injury or concussion?

- - 35. Have you ever had a hit or blow fo the head that caused confusion,
7. Dues your heart ever race or skip beals (irreqular beats) during exercise? prolonged headache, or memory problema?
8. E;:C?{ 2{;1%2;16::;;?'(1 you that you have any heart problems? if so, 36. Do you have a history of selzure disorder?
I High blood pressure IT Aheart murmur 37. Do you have headachss with exercise?
£] High cholesterol [ A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
E] Kawasaki disease Other: legs after being hit or falling?
9. Has a doctor ever ordarad a est for your heart? (For example, ECG/EKG, 30. Have you ever been unable to move your arms or legs after being hit
echocardiogran) or falling?
10. Do you get lightheaded or feel more short of breath than expected 40, Have you ever becoms ill while exercising In the heat?
during exercise? 41. Do you get frequent musele cramps when exercising?
11. Have you ever had an unexplained ssizure? 42. Da yau or scmeone In your family have sickie cell tralt or diseasa?
12, Do you get mora tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes of vision?
during exercise? 44, Have you had any eye injurles?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes | Ho 45. Do you wear giasses or contact enses?

13, Has any farlly member or relative died of heart problams or had an

i 7
unexpected or unexplained sudden death before age 50 (including 46. Do you wear protactive eyewaar, such as goggles or a face shleld?

drowning, tnexpiained car accident, or sudden infant death syndrome)? 47, Do you worry about your waight?

14. Does anyone in your famiy hava hypartrophic cardiomyopathy, Marfan 48. Ara you tring fo or has anyane recommended that you gain or
syadrome, arrhythmogenic righ! ventricular cardiomyopathy, long QT lese waight?
syndrome, short AT syndrome, Brigada syndrome, of catecholaminergic 49. Are you on a spaclal diat o7 do you avold certain types of foods?

polymaogphic ventricular tachycardia?
15, Does anyonie in your famiy have a heart problem, pacemaksr, or

50. Have you ever had an eating disotder?

implanted defibrliator? 51. Do you have any concerns that you would like to discuss with a doctor?
16. Has anyone in your famlily had unexplained fainting, unexplalned FEMALES ONLY '

seizures, or near drowning? 52, Have you ever had & menstrual period?
BONE ANE JOINT QUESTIONS Yes | Mo 53. How old were you when you had your first menstriial period?
17. Have you ever hag an Injury fo a bone, muscle, ligament, or tendon 54, How many pericds have you had In the fast 12 manths?

that caused you to miss a practice or a game?
18. Have you ever had any broken or fractured bones or dislecated joints?

19, Have you ever had &n injury that required x-rays, MRL €T scan,
InJections, therapy, a brace, 2 cast, or cruiches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you hed an x-ray for neck
instability or atlantoaxial instability? (Down syndrome cr dwarfism}

22. De you reqularly use a brace, orthotics, or other assistive davice?

23. Do you have a bone, muscle, or joint injury that bothers you?

24, Do any of your joints become painful, swollen, feel warm, of look red?
25, Do you have any history of juvenile arthritls or connective tissue disease?

Expfain “yes” answers here

I herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct,

Signature of athiete Signature of 7 i Date

©2010 American Academy of Famwly Physicians, American Academy of Pedialrics, American College of Sparts Medicine, American Medical Society for Sperts Medicine, American Grthopaedic
Sosigty for Sporis Medicine, and Amerlcan Osteopathic Academy of Sports Medicine, Permission Is granfed to reprint for noncommercial, sducational purpases with acknowledgment,
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade Schoal Sport(s)
1, Type of disability
2. Date of disability
3. Classiflcation {if available)
4. Cause of disability (birih, disease, accldent/trauma, other}
5. List the sports you are inferested Ir: playing
REREERE : L Yes . - Ho
6. Do you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive davice for spors?
8. Do you have any rashes, pressura sores, or any other skin problems?
9. Do you have a hearing loss? Do you use a hearing ald?
10. Do you have a visual impairment?
11. Do you use any special devices for bowel or blacider function?
12. Do you have burring or discomiort when urinating?
13. Have you had autcnomic dysreflexia?
14. Have you ever been diagnosed with a heat-relates {hyperthermia) er cold-related (hypothermia) iliness?
15, Do you have muscle spasticity?
186. Do you have frequent saizires that cannot he controlied by medication?
Explain “yes™ answers here
Please indicate if you have ever had any of the following.
LT i Yes - | Ne
Allantoaxial instability
X-ray evaluation for atiantoaxial instability
Dislocated joints {more than one)
Easy bleeding
Enlarged splaen
Hapatitis
Osteopenia or osteoporosis
Difficulty centrolling bowe
Difficulty conirofiing bladder
Numbness or tingling in arms or hands
Nurnbness or tingling in legs or feet
Weakness in arms or hands
Weakness in lags o feat
Recent change in coordination
Recent change in ability to walk
Spina bifida
Latex allargy
Explain “yes” answers here
I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.
Signature of athlete Signature of parent/ i Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Saciely for Sports Medicine, American Orfhopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission js granted to reprint for noncommercial, educational purpeses with ackriowledgment.

New Jersey Dapartment of Ediication 2014; Pursuant to P.L.2013, ¢.71



NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practice
nurse, or physiclan assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

PREPARTICIFPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

BHYSICIAN REMINDERS

1. Consider additional quastions on more sensitive Issues
* Do you feet stressed out or under a lat of pressure?
* Do you ever feed sad, hopeless, depressed, or anxious?
* Da you feel safe at your home or resitlence?
* Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tobaces, snuff, or dip?
* Da you drink alcahal or use any other drugs?
* Have you ever taken anabalic steroids or used any other perormance supplement?
* Have you ever taken any supplements 1o help you gain or lose wetght or improve your performance?
* Do you wear a seat helt, use a helmet, and use condoms?
2. Consider reviewlng questions on cardiovascular symptoms {questions 5-14).

EXAMINATION . T il S

Helght Walight [J Male DO Female

BP / { / ) Pulse Vision R 20/ L 20/ Corrected Y O N
MEDICAL " ) I " NORMAL ) o ‘ABRORMAL FINDINGS
Appearance

*+ Marfan stigmeia (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span = height, hyperlaxity, myapia, MVP, aortic nsufficiency)

Eyas/sars/nosefthroat

* Pupils equal

* Hearing

Lyrmgh nodes

Heart2

* Murmurs (auscultation standing, supine, +/- Valsalva)
* Location of point of maxinal impulse (PMl)
Pulses

* Simultaneous femoral and radial pulses
Lungs

Abdomen

Genitourinary {males only)®

Skin

» HSV, leslons suggestive of MASA, tinea corporls
Neurologic®

MUSCUELOSKELETAL

Nack

Back

Shoutder/arm

Elbow/foraarm

Wristhand/fingers

Hip/thigh

Knee

Leg/ankie

Fool/lves

Functianal

* Duck-walk, single leg hop

*Consider ECS, echocardlogram, and refarral to cardiology for abnormal cardiac history or sxam.
ansider GU exam if in piivate setting, Having third party present Is recommended,

“Considas sognitive evaluation or baseline neurapsychialric testing If = history of significant soncussion.
O Cleared for ali sports without restriction

O Glearad for alf sports without restriction with recemmendations for further evaluation or freatment far

[ Mot clearsd
[0 Pending further evaluation
[ For any sposts
LI For certaln sports
Reason

Recommendations

I have examined the abova-named student and completed the prepariicipation physical evaluation. The athlete does not preserd apparanl ¢linical centraindications to practice and
participate in the speri{s) as ontlined above. A copy of the physical exam is on record In my office amd can be made available ta the school i the reqirest of the parents. If conditions
arise after the athlete has been cleared for parlicipalion, a physician may rescind the clearance untfl the problem is resolved and the potential conseguences are complelely explainad
1o the athlete (and parents/guardians).

Name of physiclan, advanced practice nurse (APN}, physician assistant {PA) {print/typs) Date of exam

Address Phong

Sigrature of physician, APN, PA

@2010 American Academy of Family Physicians, American Academy of Pediatrics, American Lollege of Sports Medicing, American Medical Society for Sporis Medicine, American Orthepaedic

Saciety for Sports Medicine, and American Osteapathic Academy of Sports Medicine, Permission is granted Yo reprint for noncommercial, educational purposes with acknowledgment.
HEDG0R

9-2681/0410
New Jerssy Department of Education 2014; Pursuant to P.L.2013, ¢.71



PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex 1M OF Age Date of birth

[ Cleared for all sports without restriction

LI Cleared for all sports without restriction with reeommendations for further evaluation er treatment for

3 Not cleared
I Pending further evaluation
LI For any sports
O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

HCP OFFIGE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date)
Approved Not Approved
Signature:

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications fo practice and participate in the spori(s) as outlined above. A copy of the physical exam Is on record in my office
and ¢an be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared 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).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Gardiac Assessment Professional Development Madule

Daie Signature

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Society for Sports Medicing, American Orthopaedic
Socisly for Sporis Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommarcial, educational purposes with acknowledgment,
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



