Student ID

Athlete Information Form
Please complete entire form

LegalName: Athlete Cell: DOB:
Sex:M F Age: __ Graduation Year: Sport(s):
Allergies: Medications:

Emergency Medical Conditions

Insurance Company: Phone Number:
Subscriber ID#: Group#:
Insurance Policy Holder (circle one): Athlete Mother Fa@EHER:
Primary Care Physician: Office#:

Student Athlete
Home Address: City Zip
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Email: Email:

Emergency Contact (other than parents):

Emergency Contact Phone: Relationship:

CONSENT T(P REAPRESENT SCHQOL
| hereby give my consent for (studeft i Kf SGSQ& yIFYSO Yy uyPuyP Py gt

representSumner County Schools the sport(s) of

Name of Parent/Guardian:

Parent/Guardian Signature: Date:




MEDICAL / HEALTNFORMATION CONSENT FORM

STUDENNAME: SPORT(S):

AUTHORIZATION FOR RAELEASEVOF INFORMATION A 5 5 5
I/We herebyauthorizeSumner County Schoglda 2 dza S I YRK2NJ RAE0f 284S Ye OKAf RQa O

the athletic director, coaches and medical personneébatnner County Schoote share health status information for the
participation in interscholastic athletic activities. /Mizy RSNA GF YR Y& NBFdzalf (2 airdly GKj
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 byestat federal law.

Parent/Guardian Initials
CONSENT TO MEDICAL TREATMEINRELEASE OF RESPONSIBILITY

I/We hereby give consent for (studehti Kt SGSQa y I YS0 QWY W yoreprseiumndey owndy Y |
Schooldn 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 apestilble. On rare occasions these
injuries are severe and result in total disability, paralysis, or even death. I/We further grant permisSiamib@r County
Schoolsand the Tennessee Secondary School Athletic Association (TESpIA)sicians, athletitrainers, and/or EMTSs to
render aid, treatment, medical or surgical care deemed reasonably necessary to the healtblabéingof the student
athlete named above during or resulting from participation in athletics.

By the execution of this conserthe 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 thpaptigipation examination by those
performing the evaluation, and to the taking miedical 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.

I/We acknowledge that participation in the abow®etivity involves inherent risks of physical injury, ilses loss of personal
property.l/We hereby agree to assume and take on myakthe risks and responsibilities in any way associated with this
activity.

I/We further agree that for the soleomsideration of the school allowing me to participate in this activity for which or in
connection with which the school has sponsored or made available any transportation, equipment, facilities, grounds or
personnel for such programs or activities or te mhile participating in any such activities, | hereby release and forever
dischargeSumner County Schoglsts members individually, and its officers, agents and employees from any and all claims,
demands, rights and causes of action whatsoever arisorg &nd by reason of any and all known and unknown, foreseen and
unforeseen bodily and personal injuries including death, damage to property, and the consequences thereof, resulting from
my participation in or growing out of or connected with such actwiti

Parent/Guardian Initias

ACKNOWLEDGMENT OF PERSONAL RESPONSIBILITY
I/'We understand that it is my responsibility to not®umner County Schoolndits physicians, athletitrainers, and staffin
writing of any and all injuries/ilinesses, athletic or otherwise, suspected injury/illnesses, and any anekalsfing 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:




B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep this form in the chart.)

Date of Exam

Name

Sex

Date of birth

Age Grade

School

Sport(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?

O Yes O No

If yes, please identify specific allergy below.

O Medicines O Pollens O Food O Stinging Insects
Explain “Yes” answers below. Circle questions you don’t know the answers to.
GENERAL QUESTIONS Yes No MEDICAL QUESTIONS Yes No
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: [0 Asthma [J Anemia [J Diabetes [J Infections 28. Is there anyone in your family who has asthma?
Other: 29. Were you born without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes No 31. Have you had infectious mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had'discomfort, pain, tightness, or pressure in your 34. Have you ever had a head injury or concussion?
chest during exercise? - -
7D heart T — 5 bty i — 35. Have you ever had a hit or blow to the head that caused confusion,
. Does your heart ever race or skip beats (irregular beats) during exercise? prolonged headache, or memory problems?
8. St?;ci iﬂcttt?;te;’g{)ltﬁld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
O High blood pressure O A heart murmur 37. Do you have headaches with exercise?
[ High cholesterol [0 A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[0 Kawasaki disease Other: legs after 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 after being hit
echocardiogram) or falling?

10. Do you get lightheaded or 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?

11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle cell trait or disease?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
during exercise? —

44. Have you had any eye injuries?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No 45. Do you wear glasses o contact lenses?

13. Has any family member or relative died of heart problems or had an : P
unexpected or unexplained sudden death before age 50 (including 46+ DoJyou:wearpIOtective eyevyear, stichiasigaggles orataceshiold?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia? i

s - rem—— e — 0 50. Have you ever had an eating disorder?

. Does anyone in your family have a heart problem, pacemaker, or - - -
implanteyd defibr}illlator? ¥ o P 51. Do you have any concerns that you would like to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had a menstrual period?

BONE AND JOINT QUESTIONS Yes No 53. How old were you when you had your first menstrual period?

17.

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

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

18.

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

19.

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

Explain “yes” answers here

20.

Have you ever had a stress fracture?

21.

Have you ever been told that you have or have 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?

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?

| 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/guardian

Date
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