
 
 

 

            

       

 

2019-2020 STUDENT-ATHLETE 

SPORTS PHYSICAL PACKET 

 

Please return to the school office 

no later than July 15, 2019 
 

 



 

                    

Athlete Information Form 
Please complete entire form 

Athlete Name: _____________________________  Athlete Cell: ____________________  Birthdate: _______________ 

Sex: M  F   Age: ___  Graduation Year: _____  Sport(s): ________________________ Athlete Email: _________________ 

Allergies: ________________________________ Medications: ______________________________________________ 

Emergency Medical Conditions:________________________________________________________________________ 

Primary Insurance Company: _________________________ Customer Service Phone #:___________________________ 

Subscriber ID: _________________________________ Group #: _____________________________________________ 

Primary Insurance Policy Holder (circle one):       Athlete          Mother         Father      OTHER:  _______________________ 

Secondary Insurance Policy: __________________________ Customer Service Phone #:  __________________________ 

Subscriber ID: __________________________________  Group #: ____________________________________________ 

Secondary Insurance Policy Holder (circle one):     Athlete    Mother     Father    OTHER: ____________________________ 

Primary Care Physician:  ________________________________    Office#: _____________________________________ 

Student Athlete 

Home Address: _____________________________________ City ___________________________  Zip _____________ 

Mother (Guardian)’s Name: _________________________        Father’s Name: __________________________________ 

Mother’s Cell #: ___________________________________        Father’s Cell #: __________________________________ 

Mother’s Work #: _________________________________         Father’s Work #:_________________________________ 

Employer: _______________________________________         Employer:  _____________________________________ 

Email: __________________________________________          Email: _________________________________________ 

Emergency Contact (other than parents): ________________________________________________________________ 

Emergency Contact Phone #:________________________________    Relationship: ______________________________ 

 
CONSENT TO REPRESENT SCHOOL 

I hereby give my consent for (student- athlete’s name) ___________________________________________ to represent 

Macon County Schools in the sport(s) of _______________________________________________. 

Name of Parent/Guardian: ____________________________________________________________________ 

Parent/Guardian Signature: ______________________________________________Date:_________________ 



 
PREPARTICIPATION PHYSICAL EVALUATION 

THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS 
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL 

SPORTS PHYSICAL RELEASE FORM 
 
I hereby authorize the release and disclosure of the personal health information of ____________________________ ("Student"),as 
described below, to "Macon Community Hospital", its physicians, athletic trainers, and staff. 
 
The information described below may be released to as necessary to evaluate the Student's eligibility to participate in, or continue 
to participate in, school sponsored interscholastic sports programs. 
 
Personal health information of the Student which may be released and disclosed includes records of physical examinations 
performed to determine the Student's eligibility to participate in school sponsored activities, including but not limited to the 
Preparticipation Evaluation form or other similar document required by the School prior to determining eligibility of the Student to 
participate in School sponsored interscholastic sports activities; records of the evaluation, diagnosis and treatment of injuries which 
the Student incurred while engaging in school sponsored activities, including but not limited to practice sessions, training and 
competition; and other records as necessary to determine the Student's physical fitness to participate in school sponsored activities.   
 
The personal health information described above may be released or disclosed by the School or by the Student's personal physician 
or physicians; a physician or other health care professional retained by the School to perform physical examinations to determine 
the Student's eligibility to participate in certain school sponsored activities or to provide treatment to students injured while 
participating in such activities, whether or not such physicians or other health care professionals are paid for their services or 
volunteer their time to the School; or any other EMT, hospital, physician or other health care professional who evaluates, diagnoses 
or treats an injury or other condition incurred by the student while participating in school sponsored activities. 
 
I understand that the School has requested this authorization to release or disclose the personal health information described above 
to make certain decisions about the Student's health and ability to participate in certain school sponsored activities, and that the 
School is a not a health care provider or health plan covered by federal HIPAA privacy regulations, and the information described 
below may be redisclosed and may not continue to be protected by the federal HIPAA privacy regulations. 
 
I also understand that the School is covered under the federal regulations that govern the privacy of educational records, and that 
the personal health information disclosed under this authorization may be protected by those regulations. 
I also understand that health care providers and health plans may not condition the provision of treatment or payment on the 
signing of this authorization; however, the Student's participation in certain school sponsored activities may be conditioned on the 
signing of this authorization. 
 
I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken by a health 
care provider in reliance on this authorization, by sending a written revocation to the school principal (or designee) whose name and 
address appears below. 
 
Name of School: _______________________________________School Address: _____________________________________ 
 
This authorization will expire when the student is no longer enrolled as a student at a school within Macon County. 
 
NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT 
OR LEGAL GUARDIAN TO BE VALID. IF THE STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST 
SIGN THIS AUTHORIZATION PERSONALLY. 
 

 
Student's Signature_____________________________                  Student Birth Date MM/ DD/ YYYY____________ 
 
Parent/Legal Guardian Signature_____________________________________Date______________________________ 
 
I am the Student's (check one): ___ Parent ___ Legal Guardian (documentation must be provided) 

 

 



 

                    

        MEDICAL / HEALTH INFORMATION CONSENT FORM 

 

STUDENT NAME: _____________________________________________ SPORT(S): _____________________________________________ 

PROTECTED HEALTH INFORMATION AUTHORIZATION FOR RELEASE OF INFORMATION (HIPAA) 

I/We hereby authorize any medical provider associated with Macon County Schools, specifically Macon Community 

Hospital to use and/or disclose my child’s clearance and health recommendations to the athletic director, coaches and 

medical personnel at Macon County Schools to inform them of their health status for the participation in athletic or 

activities.  I/We understand my refusal to sign this authorization may affect my child’s ability to participate in athletics.  

Medical information to be disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and 

no longer protected by state or federal law.  

           ______________________ 

           Parent/Guardian Initials  

              

LEGAL MEDICAL CONSENT 

I/We hereby give consent for (student-athlete’s name) ______________________________ to represent Macon County 

Schools in athletics realizing that such activity involves the potential for injury.  I/We acknowledge that even the best 

coaching, use of the most advanced equipment, and strict observance of rules, injuries are still possible.  On rare 

occasions these injuries are severe and result in total disability, paralysis, or even death.  I/We further grant permission 

to Macon County Schools and TSSAA, its physicians, athletic trainers, and/or EMT to render aid, treatment, medical or 

surgical care deemed reasonably necessary to the health and well-being of the student-athlete 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-participation 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, I/We remain fully 

responsible for any legal responsibility which may result from any personal actions taken by the above named student-

athlete.    
           ______________________ 

           Parent/Guardian Initials  
 

ACKNOWLEDGMENT OF PERSONAL RESPONSIBILITY 

I/We understand that it is my responsibility to notify Macon County Schools and its physicians and athletic trainers in 

writing of any and all injuries/illnesses, athletic or otherwise, suspected injury/illnesses, and any and all pre-existing 

conditions that may result in further injury/illness to me, teammates, opponents, and/or athletic staff. 

______________________

 Parent/Guardian Initials  

     

    

Name of Parent/Guardian: _________________________________________________ Date: _____________________ 

Parent/Guardian Signature: ___________________________________________________________________________ 



 

                    

Student-Athlete & Parent/Legal Guardian Concussion Education Sign-Off 

Form must be completed for each student-athlete. 

 

Student- Athlete Name (Print):  ________________________________________________________________________ 

Parent/Legal Guardian Name (Print):  ___________________________________________________________________ 

We have read the Student-Athlete & Parent/Legal Guardian Concussion Information Sheet (please check the 

box). After reading the information sheet, I am aware of the following information: 

Student 
Athlete 
Initials 

 Parent/Legal 
Guardian Initials 

 A concussion is a brain injury, which should be reported to my parents, my 
coach(es), and/or my athletic trainer. 

 

 A concussion can affect the ability to perform everyday activities such as the 
ability to think, balance, and classroom performance. 

 

 A concussion cannot be “seen”.  Some symptoms might be present right 
away, while other symptoms can show up hours or days after an injury. 

 

 I will tell my parents, my coach, and/or my athletic trainer about my injuries 
and illnesses. 

N/A 

 If I think that a teammate has a concussion, I will tell my coach(es), parents, 
and/or athletic trainer about the concussion. 

N/A 

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

N/A 

 I/my child will provide written permission from a *medical professional as 
defined by Tennessee law to return to play or practice after a concussion. 

 

 I realize that the Emergency Room/Urgent Care physicians will not provide 
clearance if seen immediately after the injury. 

 

 After a concussion, the brain needs time to heal.  I 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 concussion symptoms go 
away. 

 

 Based on the latest data, concussions can take days or weeks to get better.  A 
concussion may not go away right away.  I realize that resolution from this 
injury is a process and may require more than one medical evaluation. 

 

 Sometimes, repeat concussions can cause serious and long-lasting problems.  

 I have read the concussion symptoms on the Concussion Information Sheet.  
*Medical professional means a Tennessee licensed medical doctor, osteopathic physician or a clinical neuropsychologist with 

concussion training. 

 

_________________________________________  __________________________________________ 
Signature of Student-Athlete     Signature of Parent/Legal Guardian 

 

Date: _______________________________________  Date: _________________________________________ 

 

 



 

 



 

  



 
Athlete/Parent/Guardian Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and 

Acknowledgement of Receipt and Review Form 

 
What is sudden cardiac 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 student s, 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 sudden ly stop beating. 

 
How common is sudden cardiac arrest in the United States? 

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. 

 
Are there warning signs? 

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. 

 
What are the risks of practicing or playing after experiencing these symptoms? 

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 occur in just a few minutes. Most people who experience SCA die from it. 

 
Public Chapter 325 - the Sudden Cardiac Arrest Prevention Act 

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

• All youth athletes and their parents or guardians must read and sign this form. It must be returned to the school before participation in 

any athletic act ivity. A new form must be signed and returned each school year. 

 
Adapted from PA Department of Health: Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and Acknowledgement of Receipt 

and Review Form. 7/2013 

• 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 symptom s: 

(i) Unexplained shortness of breath; 

(ii) Chest pains; 

(iii) Dizziness 

(iv) Racing heart rate; or 

(v) Extreme fatigue; and 

 
• Establish as policy that a youth athlet e who has been removed from play shall not rreturn 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. 

 

I have reviewed and understand the symptoms and warning signs of SCA. 
 

 
Signature of Student-Athlete Print Student-Athlete's Name Date 
 
 

   
Signature of Parent/ Guardian                        Print Parent/Guardian's Name Date 

 



 

                     

Concussion Information for Students-Athletes and Parents/Legal Guardians    ( to be kept at home ) 

What is a concussion?  A concussion is a type of traumatic brain injury, or TBI, caused by a bump, blow, or jolt to the 

head that can change the way your brain normally works.  Concussions can also occur from a fall or a blow to the body 

that causes the head and brain to move quickly back and forth.  Even a “ding”, “getting your bell rung”, or what seems 

to be a mild bump or blow to the head can be serious. 

Why is it important to recognize a concussion?  Timely recognition and appropriate response is important in the 

treatment of a mild traumatic brain injury (MTBI) or concussion.  A patient’s health outcomes improve through early 

diagnosis, management, and appropriate referral following a concussion.  Symptoms of a concussion may appear mild, 

but can lead to significant, life-long impairment affecting an individual’s ability to function physically, cognitively, or 

psychologically. 

How do I know if I have a concussion?  There are many signs and symptoms that a patient may have following a 

concussion.   A concussion can affect thinking, the way the body feels, mood, or sleep patterns.  Look for the following: 

Thinking/Remembering Physical Emotional/Mood Sleep 

● Difficulty thinking 

clearly 

● Taking longer to 

figure things out 

● Difficulty 

concentrating 

● Difficulty 

remembering new 

information 

● Headache 

● Blurry vision 

● Feeling sick to stomach 

● Vomiting 

● Dizziness 

● Balance problems 

● Sensitivity to noise 

and/or light 

● Irritability-things 

bother you more 

easily 

● Sadness 

● Increased 

moodiness 

● Feeling nervous 

or worried 

● Crying more 

● Sleeping more 

than usual 

● Sleeping less 

than usual 

● Trouble falling 

asleep 

● Feeling tired 

What should I do if I think that I have a concussion?  If you are having any of the signs or symptoms listed above, you 
should tell your parents, coach, athletic trainer or school nurse so they can get you the medical assistance that you 
need.  If a parent notices these symptoms, they should inform the school nurse or athletic trainer. 
 
When should I be particularly concerned?  If you have a headache that gets worse over time, you are unable to control 
your body, you throw up repeatedly or feel more and more sick to your stomach, your words are coming out 
funny/slurred, you should inform an adult, such as your parent or coach or teacher immediately.  This will make sure 
that you get the medical help you need before things get any worse. 
 
What are some of the problems that may affect me after a concussion?   You may have trouble in some of your classes 
at school, or even with activities at home. If you continue to play or return to play too early with a concussion, you may 
have long term trouble remembering things or paying attention, headaches may last a long time, or personality changes 
can occur.  Once you have had a concussion, you are more likely to have another concussion. 
 
How do I know when it is okay for me to return to physical activity and my sport after a concussion?  After telling an 
adult that you think you have a concussion, you will be seen by a medical professional (Tennessee licensed medical 
doctor, osteopathic physician or clinical neuropsychologist) trained in helping people with concussions. Your school and 
your parents can help you decide who is best to treat you and help to make the decision on when you should return to 
activity/play or practice.  Your school will have a policy in place for how to treat concussions.   You should not return to 
play or practice on the same day as your suspected concussion. 

 
You should not have any symptoms at rest or during/after activity when you return to play, as this is a sign that your 

brain has not recovered from the injury.  For more information on concussions, visit www.cdc.gov/concussion.  


