Madison Public Schools

Print Student’s Name:

To the Examining Healthcare Provider:

In order to insure that the health office has a completed and updated health record for your
patient/athlete, please complete the information below, and stamp in the space provided.

Thank you for your cooperation.

Current Medication:

Most recent immunizations given and DATES administered:

Provider’s Signature

Provider’s Stamp Date of Examination



ATTENTION PARENT/GUARDIAN: The preparticipation physical examinatian
the Student-Athlete Cardiac Assassment Professional Development Module.

{page 3) must be completed by a health care providar who hes completed

B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is ta be filled out by the patient and parent prior to seelng the Physician, The physiclan should keem copy of this form in the chart )

Date of Exam
Name Date of birth
Sex Age Grade School Sportfs)
Medicines and Allergies: Please list all of the prescription and over-1he-counter medicines and supplements (herbal and nuiritienal) that you are currently taking
Do you have any allergles? Ok Yes O No Ifyss, please ldentify speclfic 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 | Ne MED{CAL QUESTIONS : Yes | No
1, Has a doctor ever denled or restricted your particlpation in sports for 26. Do you cough, wheeze, or ave ditficully breathing during or
any reason? alter exercise?
2. Do you have any ongoing medical conditions? H so, please identify 27, Have you ever used art inhaler of taken asthma medicine?
below: O Asthma O Anemla D Diabetes D1 Infections 28. |5 thare anyone in your lamily who has asthma?
Other: = 29. Were you bom without or are you missing a kidney, an eye, a testide
3, Have you ever spent the night in the hospita? {males). your splaen, or any other organ?
4. Have you ever hag surgery? 30. Bo you have groin paln or a painful bulge or hemia in the groin area?
HEART WEALTH GUESTIONS ABOUT YOU Yes | No 31. Have you had infectious mononuclaosis (mono) within the last month?
5. Have you ever passed ocut or nearly passed out DURING or 32. Do you have any rashes, pressure soras, or other skin problems?
AFTER exervise? 33. Have you had a herpes or MASA skin Infection?
6. Have you ever had discomlor, pain, tightness, or pressurs in your
chest during oxercise? :: :: Wﬁ ::: :: : :;a; l:l]:\:v tzrlzn::::i::; caused confusion
I usion,
7. Does your heart aver race or skip beats {iregular beats) during exercise? pm,;ed hearache, or memory problams?
8. I;Ima: '; m;f:;; It:w you that you have any heart problems? i so, 35. Do you have & history of selzure disorder?
I High blood pressure O Ahsart murmor 37. Do you have headaches with exercise?
OO High cholesteral O Aheart Infection 38. Have you ever had numbness, tingling, or weakness in your arms or
B Kawasaki disease Other: Tegs aer buing hit or falling?
9. Has a doctor ver ordered a tast for your heart? {For example, ECG/EKG, 39. Have you ever been unable {0 move your arms or legs after baing hit
echocardiogram} or falling?
$0. Do you get ightheaded or feet more short of breath than expected 40. Have you aver become ill whils exercising in the heat?
during exercise? 41. Do you gel frequent muscle cramps when exercising?
11. Have you éver had an unexplalned seizure? 42. Do you or someons in your Eamily have sickle cell trait or disease?
12. O you get mora tired or short of braath more quickly than your frends 43, Have you had any problems with your eyes or vision?
d,"d,"u S i8] 44. Have you had any eye injurles?
:Imllﬂl;l:ﬂllluﬁﬂ:ﬂs AB:!:T ':I“T ::M::' S - = Yes | “lin 45. Do you wear glasses or contact lenses?
. Has any family mamber or relative died of heart problems or had an -
unaxpected or unexplzined sudden death before age 50 {Including 46. Do you waar proteciive syewear, such as gogyles or a face shieki?
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
syndroma, arthythmiogenic right vaniricular cardiomyopathy, long OT Iose welght?
syndroms, short 0T syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet or do you avold certain types of foods?
polymorphic ventricular tachycardia? i ? b e
5 bo 7 Tamily have & heart problem paceman 50. Have you ever had an eatlng disorder?
' m;;nam::ﬂ:rﬁnﬂ e el ol 51. Do you have any concemns that you would like to discuss with a doctor?
18, Has anyone in your family had unexplained fainting, urexplained FEMALES QNLY
seizures, or near drowning? 52, Hava 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, Kigament, or tandon 54, How many perieds have you had In the last 12 months?
that caused you to miss a practico or a gama? Explain "yes" answers hero
18. Have you over had any broken o fractured bones or dislocated joints?
19. Have you ever had an Injury that required x-rays, MRI, CT scam,
Injections, therapy, 2 brace, a cast, or crutches?
20. Have you ever had a stress fracture?
21. Have you ever been told thal you have or have you had an x-ray for neck
instability or attantoaxial instability? {Down Syndroma or dwarfism)
22. Do you regularly use a brace, orthotlcs, or other assistive device?
23. Do you have a bone, muscle, or jolnt Infury that bothers you?
24. Boany of your joints become painful, swellen, feel watm, or ook red?
25, Do you have any history of juvenile arthritis or connective tissue disease?

| hereby state that, lo the hest of my knowledge, my answers to the above questions are complete and correct,

Sigrature of atndete

©2010 American Academy of Famil Physicians, American Acaderny of Pediatics, American Colege of Sputs Mecicine, Amerizan Medical Society for Sports Medicine, American Orttwopaedic

Signature ol

Date

Society for Sports Medicine, and American Osteopathic Academy of Sperts Medicing. Permission is granted fo reprint for noncommercial, educational purpeses with acknowledgment.

HEDSOD
New Jersey Department of Education 2014, Pursuant to P L2013, ¢.71
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Data of Exam

Nama Data of birth

Sex Age Grade School Sporl(s)

1. Type of disabllity

~

Dats of disabllity

Classification (it avallable)

. Cause of disability (birth, disaase, accidentrauma, cther}

ol w

List the sports you are interesied in playing

Yes Ho

. Do you regularly use a brace, assistive davics, or prosthetic?

. Do you use any special brace or assistive device for sporis?

B.
7.
B, Do you have any rashes, pressure S0res, of any other skin problems?
9

, Do you have a hearing loss? Do you use o hearing ald?

10. Do you have a visual impairment?

11, Do you use any special davices for bowel or btadder lunction?

12, Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14, Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothemmia) iltness?

15. Do you have muscle spasticity?

16. Do you have frequent salzures that cannot be controlied by medication?

Explain “yes” answers hero

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

Yes Ho

Attantoaxial Instabllity

X-ray evaluation for atiantoaxial Instability

Dislocated joints {more than ong)

Easy bleeding

Enlarged spleen

Hepalitis

Osteopenta or osteoporosis

Ditilcutty controfiing bowel

Difficully controliing bladder

Humbness or tingliag in arms or hands

Numbness of tingling in dags or fest

Weakness In arms or hands

Weakness In legs or feat

Recent change in coordination

Recent change in ability to walk

Spina blfida

Latex allergy

Explain “yes” answers here

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

Signature of athlete Sknaturs ol parent/guardian Date

L2010 American Academy of Family Physk?rar;mne;;anjc;deny_
Sogiely lor Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission iS granted o reprint for noncommercial, educational purposes with acknowledgment,
New Jersey Departrent of Education 2014; Pursuant to P.L.2013, .71

of Pediatrcs, American College of Sports Medicine. American Metical Soclety for Sports Medicine, Amenican Orthopasdic



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

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS

1. Consider additional questions on more sensitive Issues
* Do you fee! stressed cut or under a lot of pressura?
° Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence?
* Have you ever tried clgarettes, chawing tobacco, snuft, or dip?
° Durinp the past 30 days, did you use chewlng tobacco, snulf, or dip?
* Do you drink alcohol gr use any other drugs?
* Have you ever laken anabolic sterolds or used any other performance supplament?
“ Rave you ever taken any supplements to help you gain or losa weight or improve your performanca?
* Do you wear a seat belt, use a halmet, and use condoms?
2. Consider revlewing questlons on cardlovascular symptoms (questions 5-14),

EXAMINATION

Halght Weight O Male O Female

BP ! { / ) Pulsa Vision R 20/ L 20/ Comected DY ON

MEDICAL NORMAL ABNORMAL FINDINGS

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

Eyes/earsinose/throat
* Pupils equal
* Hearing

Lymph nodes

Heart®
* Murmurs {auscuttation standing, suping, +/- Valsalva)
*_Location of point of maximal impulse (PM1)

Pulses
*«_Simultaneous famoral and radial pulses

Lungs

Abdomen

Genitourinary {males only)*

Skin
*_HSV, lesions suggestive of MASA, tinea corpors

Heurologic®

MUSCUIISKELETAL

Neck

Back

Shoulder/arm

Elbow/forearm

WristhandAlingers

Hipithigh

Knee

Leglanile

FootAoes

Functional
* Duck-walk, single leg hop

“Consider £05, echocardiogram, amd relerral to candology for abnommal candias history or exam.

*Consider GU exam If in private satting. Raving third party present is retommended.

"Consider cogaitive evahaation or basefine neuropsychlatric lesting if & history of significant concusaion,

0 Ceared for all sports without restriction

O Cieared for all sports without restriction with recommendatigns for further evaluation or treatment for

O Not clearad
£ Pending further evaluation
O Forany sports
O For certain sports
Reason
Recommendations

I have examlnad the above-named student end completed the prepariicipation physical evalustion. Tha athlete does nat present apparent clinlcal contraladications to praclice and
pariicipate In the spori(s) a3 cullined abova. A copy of the physical exam I5 on recard In my office and can be made avallable 1o the school at the requost of the parents. ¥ conditions
arise alter the athlete has been cleared lor participation, a physiclan may rescind the clearanca until the problem is resotved and the potantial consequences ara complelely explained
to the athlete (and parents/guardians),

Name of physiclan, advanced practica nurss (APN), physician assistant {PA) [print/type}, Data of axam
Address Phona
Signature of physician, APN, PA

©2010 Ametican Academy of Family Physicians, American Academy of Pedtiatrics, American Callege of Sports Mesicine, Averican Medical Society for Sports Medicine, American Othopacdic
Society for Sports Medicing, and American Osteapathic Acaderny of Sports Medicing. Permission is granted lo reprint for noncommercial, educational purposes with acknowledgment.

HEQSIY 260104
New Jersay Department of Education 2014; Pursuant to PL2013, .71 "



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sx OM OF Age Date of birth
O Cleared for all sports without restriction

O Cleared for all sporis without restriction with recommendations for further evatuatlon or treatment for

O Wot cleared
O Pending further evaluation
O For any sports
[ For certain sporls

Reason

Recommendations

EMERGENCY INFORMATION
Allergles

Other information

HGP OFFICE STAMP SCHOOL PHYSICIAN;
Reviawed 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 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 physiclan may rescind the clearance until the problem is resolved and the potential consequences ara completely explained to the athlete
(and parents/guardians),

Name of physician, advanced practice nurse (APN), physician assistant {PA) Dals
Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature,

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Coflege of Sports Medicin, American Medical Socialy for Sports Madicine, American Orthopaedic
Sociely for Sports Medicing, and American Osteopathic Academy of Sports Medicing. Permission is granted to reprint for noncommerciai, educational purposes with acknowledgment
New Jersey Department of Education 2014; Pursuant ta P.L.2013, ¢.71



Sports-Related Concussion and Head Injury Fact Sheet and
Parent/Guardian Acknowledgement Form

A concussion is a brain injury that can be caused by a blow to the head or body that disrupts normal
functioning of the brain, Concussions are a type of Traumatic Brain Injury (TBI), which can range from mild
to severe and can disrupt the way the brain normaily functions. Concussions can cause significant and

sustained neuropsychological impairment affecting problem solving, planning, memory, attention,
concentration, and behavior.

The Centers for Disease Control and Prevention estimates that 300,000 concussions are sustained during sports
related activities nationwide, and more than 62,000 concussions are sustained each year in high school contact
sports. Second-impact syndrome occurs when a person sustains a second concussion while still experiencing
symptoms of a previous concussion. It can lead to severe impairment and even death of the victim.

Legislation (P.L. 2010, Chapter 94) signed on December 7, 2010, mandated measures to be taken in order to

ensure the safety of K-12 student-athletes involved in interscholastic sports in New Jersey. It is imperative that

athletes, coaches, and parent/guardians are educated about the nature and treatment of sports related
concussions and other head injuries. The legislation states that:

s All Coaches, Athletic Trainers, Scheol Nurses, and School/Team Physicians shall complete an
Interscholastic Head Injury Safety Training Program by the 2011-2012 school year.

e All schoo! districts, charter, and non-public schools that participate in interscholastic sports will distribute
annually this educational fact to all student athletes and obtain a signed acknowledgement from each
parent/guardian and student-athlete.

* Each school district, charter, and non-public school shall develop a written policy describing the
prevention and treatment of sports-refated concussion and other head injuries sustained by interscholastic
student-athletes.

*  Any student-athlete who participates in an interscholastic sports program and is suspected of sustaining a
concussion will be immediately removed from competition or practice. The student-athlete will not be
allowed to return to competition or practice until he/she has written clearance from a physician trained in
concussion treatment and has completed his/her district’s graduated return-to-play protocol.

Quick Facts

e  Most concussions do not involve loss of consciousness

*  You can sustain a concussion even if you do not hit your head

¢ A blow elsewhere on the body can transmit an “impulsive” force to the brain and cause a concussion

Signs of Concussions (Observed by Coach, Athletic Trainer, Parent/Guardian)
*  Appears dazed or stunned
» Forgets plays or demonstrates short term memory difficulties {(e.g. unsure of game, opponent)
=  Exhibits difficulties with balance, coordination, concentration, and attention
Answers questions slowly or inaccurately
e Demonstrates behavior or personality changes
» Is unable to recall events prior to or after the hit or fall

Symptoms of Concussion (Reported by Student-Athlete)

e Headache s  Sensitivity to light/sound
¢ Nausea/vomiting  Feeling of sluggishness or fogginess
*  Balance problems or dizziness o Difficulty with concentration, short term

= Double vision or changes in vision memory, and/or confusion



What Should a Student-Athlete do if they think they have a concussion?

Don’t hide it. Tell your Athletic Trainer, Coach, School Nurse, or Parent/Guardian.

Report it. Don’t return to competition or practice with symptoms of a concussion or head injury. The
sooner you report it, the sooner you may return-to-play.

Take time to recover. If you have a concussion your brain needs time to heal. While your brain is

healing you are much more likely to sustain a second concussion. Repeat concussions can cause
permanent brain injury.

What can happen if a student-athletc continues to play with a concussion or returns to play to soon?

Continuing to play with the signs and symptoms of a concussion leaves the student-athlete vulnerable to
second impact syndrome.

Second impact syndrome is when a student-athlete sustains a second concussion while still having
symptoms from a previous concussion or head injury.

Second impact syndrome can lead to severe impairment and even death in extreme cases.

Should there be any temporary academic accommaodations made for Student-Athletes who have suffered
a concussion?

To recover cognitive rest is just as important as physical rest. Reading, texting, testing-even watching
movies can slow down a student-athletes recovery.

Stay home from school with minimal mental and social stimulation until all symptoms have resolved,

Students may need to take rest breaks, spend fewer hours at school, be given extra time to complete
assignments, as well as being offered other instructional strategies and classroom accommodations.

Student-Athletes who_have sustained a concussion should complete a graduated return-to-play before
they may resume competition or practice, according to the following protocol:

Step 1: Completion of a full day of normal cognitive activities (school day, studying for tests, watching
practice, interacting with peers) without reemergence of any signs or symptoms. If no return of symptoms,
next day advance.

Step 2: Light Aerobic exercise, which includes walking, swimming, and stationary cycling, keeping the
intensity below 70% maximum heart rate. No resistance training. The objective of this step is increased
heart rate.

Step 3: Sport-specific exercise including skating, and/or running: no head impact activities. The objective
of this step is to add movement.

Step 4: Non contact training drills (e.g. passing drills). Student-athlete may initiate resistance training.
Step 5: Following medical clearance (consultation between school health care personnel and student-
athlete’s physician), participation in normal training activities. The objective of this step is to restore
confidence and assess functional skills by coaching and medical staff.

Step 6: Return to play involving normal exertion or game activity.

For further information on Sports-Related Concussions and other Head Injuries, please visit:

www.cdc.gov/concussion/sports/index.html www.nfhs.com
www.ncag.org/health-safety www.bianj.org www.atsnj.org
Signature of Student-Athlete Print Student-Athlete’s Name Date

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



Madison Public School District

359 Woodland Road
Madison, NJ 07940

Use and Misuse of Opioid Drugs Fact Sheet
Student-Athlete and Parent/Guardian Sign-Off

In accordance with N.J.5.A. 18A:40-41.10, public school districts, approved private schools for
students with disabilities, and nonpublic schools participating in an interscholastic sports program
must distribute this Opioid Use and Misuse Educational Fact Sheet to all student-athletes and
cheerleaders. In addition, schools and districts must obtain a signed acknowledgement of receipt
of the fact sheet from each student-athlete and cheerleader, and for students under age 18, the
parent or guardian must also sign.

This sign-off sheet is due annually prior to the student-athlete’s first official practice of the
school year.

I/We acknowledge that we received and reviewed the Educational Fact Sheet on the Use and
Misuse of Opioid Drugs.

Student Signature:

Parent/Guardian Signature:

Date: Grade:

Print Student’s Name:




State of New Jersey
DEPARTMENT OF EDUCATION

Sudden Cardiac Death Pamphlet
Sign-Off Sheet

Name of School District:

Name of Local School:

I/'We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

Student Signature:

Parent or Guardian
Signature;

Date:

New Jersey Department of Education 2014: pursuant to the Scholastic Student-Athlete Safety Act, P.L. 2013, ¢.71

E1400795



