FRANKLIN COUNTY ATHLETICS
PHYSICAL PACKET

Athlete's Full Name

Athlete’s Cell #

Athlete's Email Address

Athlete's Home Address

Athlete's Home Phone Number

Athlete Lives With?

Mom's First and Last Name

Mom's Cell #

Mom's Email Address

Mom's Occupation

Dad's First and Last Name

Dad's Cell #

Dad's Email Address

Dad's Occupation

Emergency Contact Name

Emergency Contact Relationship

Emergency Cell Number




HISTORY FORM

PREPARTICIPATION PHYSICAL EVALUATION

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

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

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

Do you have any allergies?

1 Medicines [1 Pollens

O Yes O Ne I yes, please ideniify specific alergy below.
T Food

[ Stnging Insects

CENERAL QuESIONS

Explain “Yes” answers below. Gircle questions you don’t know the answers o,

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

[yt

. Do you have any ongoing medical conditions? f so, please identify
below: 1 Astima L[] Anemia [ Disbetes [1 Infections
Other:

|

Hava you evar spent the night in the hospital?

26.

Do you cough, wheeze, ar have difficuity breathing during or
after exercise?

27.

Have you ever used an inhaler or faken asthma medicine?

28,

Is there anyone in your family who has asthma?

' 29.

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

-

. Have you ever had surgery?

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

30.

e you have grain pain or a painful bulge or hemnia in the groin arsa?

31.

Have you had infectious mononuclepsis (mone} within the fast month?

[=2]

. Hawe you ever had discomfort, pain, ightnass, ar prassure in your
chest during exarcise?

~

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

&

Has a doctor ever teld you that you have any heart preblems? #f so,
check all that apply:

{1 High blood pressure 0 Aheari murmur

[T High cholesterol O Anheast infection

[ Kawasaki disease Other:

(=]

. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG,
echocardiogram)

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

. Have you had a herpes or MRSA skin infection?

. Have you ever had a head injury or concussion?

Biig|e

. Have you ever had a hit or biow to the head that caused confusion,

prolenged headache, or memory problems?

Do you have a history of seizure disorder?

. Do you have headaches with exercise?

Have you ever hiad numbness, tingling, or weakness i your arms or
legs after being hit or falling?

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

or falling?

Have you ever become ill while exercising in the heat?

12. Do you get more tired or short of breath more guickly thar vour friends
during exescise?

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

14. Does anyens in your family have hypertraphic cardiomyopathy, Marfan
syndroms, amhythmogenis right ventricular cardiomyopathy, tong OT
syndrome, short (T syndrome, Brugada syndromie, or catecholaminergic
polymorphic ventricular achycardia?

15. Does anyane in your family have a heart problem, pacemaket, or
implarted defibriliator?

16. Has anyone in your family hat unexplained fainting, unexplained
Sefzures, or near drowning?

. Have you ever had an irjury to a bone, muscle, ligament, of tenden
that caused you o miss a praclice or 2 game?

18, Have you ever had any broken or fractured bones or disiocated jeints?

19. Have you ever had an injury that required x-rays, MBI, T scan,
injections, therapy, a brace, a cast, or cruiches?

20, Have you ever had a siress fracture?

o

pcy

21. Have you ever been fold that yous have or have you had an x-ray for neck
instabifity or atlantoexdal instability? (Down syndrome or dwarfigmy

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

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

24. Do any of your jeints become painful, swollen, fesl warm, or iook red?

25. Do you have any history of juvenile arthritis or connective tissue disease?

1. Do you get lightheaded or feet more short of braath than expected
during exercise? 41. Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained sefzure? 42. Do you o someons in your famity have sickle cell traif or dissass?

Have you had any problems with your eyes of vision?

. Have you had any eye injuries?

. Do you wear glasses or contact lenses?

. Do you wear protective eyewear, such as goggies or a face shisld?

- Do you worry about your weight?

Are you trying to or has anyone resommended that you gain or
lose weight?

48.

Are you on a special diet o do you aveid certain types of foods?

50.

Have you ever had an eating disorder?

52.

Do you have any concerns that you would like to discuss with a doctor?

Hawe you ever had a menstruat perind?

53,

How old ware you when you had your first menstrual period?

54.

How many periads have you kad in the last 12 mosthg?

Explain “yes” answers here

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

Signatwre of athlete Signah

of parent/guardian

Date

Q2010 American Acaderny of Family Physicians, American Academy of Pediatrics, American Colfege of Sports Medicing, American Medical Society for Sports Medicine, American Orthopasdic

Society for Sports Medicine, and Amerfcan (stenpathic Academy of Sports Medicine. Permission is granted to reprint for nencommercial, educational purposes with acknowiedgment.
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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 Sehool Sport(s}

. Type of disability
. Date of disability
. Classification {if available)
. Cause of disability (birth, disease, accidenttrauma, ether)
List the sporis you are interested in playing

1
2
3
4
5

6. Do you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sports?
8. Do you have any raghes, pressure sores, or any other skin problems?
4. Do you have a hearing foss? Do you use a hearing aid?

10. Do vou have a visual impairment?

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

12. Do you have burning or dissomtart when urinating?

13. Have you had autonomic dysreflexia?

14, Have you ever been iagnosed with a heat-related fyperthermia) o cold-refated (hypothermia) iliness?
15. Do you have muscle spasticity?

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

Explain “yes” answers here

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

Atlantoaxial instability
X-ray evaluation for alantoaxia instabiity
Dislocated joints (mare than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficutty controiling bowet

Difficulty controlling bladder

Numbness or tingling in arms or hands
Numbress or tingling in legs or feet
Weakness in arms or hands

Weakness in legs or feet

Recant change in coordination

Recent change in abiiity o walk

Spina bifida

Latex allergy

Explain “yes” answers here

| hereby state that, to the best of my knowledge, my answers to the abeve questions are compilete and correct,

Signature of athlete Signature of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporfs Medicine, American Medical Society for Sports Medicing, American Orthopaedic
Society for Sports Madicine, and American Osteopathic Academy of Sports Medicing. Permission is granted fo raprint for poncommercial, educational purposes with acknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATICON FORM

Mare Date of birth
PHYRICIAN REMMDERR

1. Consider additional questions on more sensftive issues
» Do you feel stressed out or under a jot of pressure?
» Do you ever feel sad, hopeless, depressed, or anxious?
» D¢ you feel safe at your home or sesidence?
+ Have you ever tried cigareties, chewing tobacco, snuff, or dip?
« Buring the past 30 days, did you use chewing tobacce, smirff, or dip?
+ Do you drink alcehol or use any other drugs?
= Hawve you ever taken anabolic stergids or used any other performance supplement?
+ Havs you ever iaken any supplemants to help you gain or lose weight or improve your performance?
+ Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5-14).

Height Weight M1 Mze [ Female
BP / { ! 3 Puise Vision R 20/ 120/ Corrected O Y O N

Appearance

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

Eyes/ears/nosafthroat

* Pupils equal

* Hearing

Lymph nodes

Heart®

« Murmurs {auscuitation standing, supine, +/- Valsalval

» | ocation of point of maximal impulse (PMJ)

Pulses

+ Simulianesus femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)

Skin

* HSV, fesions suggestive of MRSA, tinea corporis

Neurologic®

Nack

Back
Shoulder/arm
Etbow/forearm
Wrist/hand/fingers
Hipthigh

Knee

Leg/ankle
Foottoes
Functional

* Duck-walk, single leg hop

*onsider ECE, echocardogram, and referral ko cardiology for abrormal cardiac history or exam.
“Consider GU exam if in private setting. Having third parly present is recommende,
Consider cognitive evaluation or baseli psychiatric testing if 2 history of significant concussion.

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

O Not deared
O Pending further evaluation
£ For any sports
£ For certain sports

Reason

Recommendations

I have examined the above-nanied student and compieted the preparticipation physical evaluation. The athiete does not present apparent clinical contraindications to practice and
participate in the sport{s) as ouilined 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 condi-
tions arise after the athlete has been cleared for participation, the physician may rescind the clearance untit the preblem is resolved and the potential consequences are completely
explained to the athiete (and parents/guardians).

Name of physician (print/type} Date
Address Phone
Signature of physician WD or DO

©2010 American Academy of Family Physicians, American Acadermy of Pediatrics, American Golfege of Sports Medicine, American Medical Society for Sports Medicine, American Orthapastlic
Society for Sports Medicine, and American Osfeopathic Academy of Sports Medicing. Permission is grarted fo repriat for noacorimercial, educational purpeses with acknowledgment.
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FREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth
O Cieared for af sports without sestriction

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

0 Net cleared
O Pending further evaluation
O For any sports
[3 For certain sports

Reason

Recommendations

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 spori{s) as ouflined above. A copy of the physical exam is en record in my office
and can e made available 1o the schoo! 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 athiete
{and parents/guardians).

Name of physician {print/type)
Address

Date

Phone

Signature of phiysician , MDD or DO

EMERGENCY INFORMATION
Allergies

Other information

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Colfege of Sports Medicing, American Medical Society for Sports Medicine, American Orthopaedic
Society far Spores Medicing, and American Osteopathic Academy of Sports Medicine. Fermisston is granted to reprint for noncommercial, educational purposes with acknowledgment.



FRANKLIN COUNTY ATHLETIC
EMERGENCY CONTACT FORM

School:

Athlete Information: Sport; Grade:

Date Prepared:

Athlete Name: Date of Birth:

Home Address:

Home Phone Number: Parent Name(s):

In case of an emergency, please contact in the following:

1} Name Relationship:
Phone Numbers: (H) (C) W)
2) Name Relationship:
Phone Numbers: {H) (C) (W)

insurance Information: {Every athlete must have medical coverage through an individual policy or

purchased through Franklin County School System).

Insurance Company: " Policy Number:

. OR: Indicate School Insurance Purchased
Medical Information:

Date of Last Physical:

Please list any known allergies:

Please list ongoing medical conditions and current medications:

Please list previous injuries:

Has the athlete ever had a concussion?

Please note any known medical issues which should be known by medical personnel upon

treatment:

Permission to Treat:

o In the event of a minor injury or discomfort, | give permission for the athletic trainer to treat
the athlete as needed.

» If the parent/guardian/other (listed above) cannot be reached in the event of a medical
emergency, | do give consent for the school to obtain emergency transportation to the
hospital of its choice and such medical care as is reasonably necessary for the welfare of
the athlete if he/she is injured in the course of participation in interscholastic activities.

Signature of Parent or Guardian:

Name: - Date:




Georgia High School Association
Student/Parent Concussion Awareness Form

SCHOOL:

DANGERS OF CONCUSSION :
Concussions at all fevels of sports have received a great deal of attention and a state law has been passed to address this issue.

Adolescent athletes are particularly vulnerable to the effects of concussion. Once considered littie more than a minor “ding” to the
head, it is now understood that a concussion has the potential to result in death, or changes in brain function {either short-term or
long-term). A concussion is a brain injury that results in a temporary disruption of normal brain function. A concussion occurs when
the brain is violently rocked back and forth or twisted inside the skull as a result of a blow to the head or body. Continued
participation in any sport following a concussion can lead to worsening concussion symptoms, as well as increased risk for further
injury to the brain, and even death.
Player and parental education in this area is crucial — that is the reason for this document, Refer to it reguiarly. This form must be
signed by a parent or guardian of each student who wishes to participate in GHSA athletics. One copy needs to be returned to the
school, and ane retained at home.
COMMON SIGNS AND SYMPTOMS OF CONCUSSION

s Headache, dizziness, poor balance, moves clumsily, reduced energy level/tiredness

¢ Nausea or vomiting

=  Blurred vision, sensitivity to light and sounds

e Fogginess of memory, difficulty concentrating, slowed thought processes, confused about surroundings or game
assignments

s Unexplained chan-ges in behavior and personality

e loss of consciousness {NOTE: This does not occur in all concussion episodes.)

BY-LAW 2.68: GHSA CONCUSSION POLICY: In accordance with Georgia law and national playing rutes published by the National
Federation of State High School Associations, any athlete who exhibits signs, symptoms, or behaviors consistent with a concussion
shall be immediately removed from the practice or contest and shall not return to play until an appropriate health care professional
has determined that no concussion has occurred. (NOTE: An appropriate health care professional may include licensed physician
{(MD/DO} or another licensed individual under the supervision of a licensed physician, such as a nurse practitioner, physician
assistant, or certified athletic trainer who has received training in concussion evaluation and management. ‘
a) No athlete is allowed to return to a game or a practice on the same day that a concussion {a)} has been diagnosed, OR (b} cannot
be ruled out. :

b} Any athlete diagnosed with a concussion shall be cleared medically by an appropriate health care professional prior to resuming
participation in any future practice or contest. The formulation of a gradual return to play protocol shall be a part of the medical

clearance.

By signing this concussion form, I give High School
permission to transfer this concussion form to the other sports that my child may play. I am aware of the
dangers of concussion and this signed concussion form will represent myself and my child during the current
school year. This form will be stored with the athletic physical form and other accompanying forms required
by the Schoof System.

"1 HAVE READ THIS FORM AND | UNDERSTAND THE FACTS PRESENTED IN IT.

Student Name {Printed) Student Name (Signed) Date

Parent Name (Printed) Parent Name {Signed) Date

(Revised: 4/16)



Eranklin Coun 1 Tr ion Rel
Since your student will be transported between school sites, events, activities during and after the school day, please
complete and sign the following form, and return it fo your coach.

| wish for my student {o be transported by Franklin County bus transportation ONLY.
| wish to designate additional person(s) who may transport my student (see below).

| agree to hold Franklin County Board of Education harmless in the event of injury to
(student’'s name), including any property damage while the student is driving or being driven to or from a school site
and/or to school-related events, activities, or sites after school hours in a vehicle other than that provided by Franklin
County Board of Education.

In addition, | agree not to assert against the Franklin County Board of Education, all current, former and
future members of the School Board of the Franklin County Board of Education, all current, former and future
employees and/or volunteers of the Franklin County Board of Education, and their heirs, executors, administrators,
successors, and assigns, in any court of law, any claim or claims that the student and/or parent or legal guardian
had, now have, or may have in the future, whether known or unknown, based on any injuries sustained by the
student while being so transported.

I have read the above agreement, and veluntarily sign the release and waiver of liability, and further agree that
no oral representations, statements or inducements apart from the foregoing written agreement have been made,

Signature of Parent or Legal Guardian: Date:

Signature of Student Athlete: Date:

Desianated Driver (if applicable): All designated drivers must be over 18 years of age or an immediate family
relative.

(Student's Name) has my
permission to be transported to and from school sites during the school day and/or to school-related events, activities,
or sites after school hours as a participant on the School

Team. Either | or my designated driver,
will be transporting the student tc and/or from the event or activity. Either | or my designated driver will present hlmself
or herself to the head coach and/or assistant coach after the event or activity has been completed in order to verify the
intent to transport the above mentioned student.

Signature of Parent or Legal Guardian: Date:
Signature of Student Athlete: Date:_
Signature of Designated Driver: Date:
(FOR SCHOOL USE ONLY)
Received by ; on
{print full name) (print date)

Signature of receiving party:

PRIOR TO PARTICIPATION IN ANY CONDITICNING, TRYOUT, PRACTICE SESSION, OR PLAY IN ANY
INTERSCHOLASTIC ATHLETIC ACTIVITY, THE STUDENT ATHLETE MUST SUBMIT THIS FORM TO THE
COACH OF THE ACTIVITY. FAILURE TO SUBMIT THIS FORM WILL DELAY THE ELIGIBILITY OF THE
STUDENT-ATHLETETO JOIN THE TEAM.



