Athletic Packet



Benzie Central Athletics

Dear Parent(s) and Athlete,

Welcome to the 2020/2021 Benzie Central Sports season! We are delighted
that you are joining us and we want to help you be successful in completing the
necessary documents for participation. This packet will give you the necessary
forms needed by your coach, athletic trainer, school administration and MHSAA.
Please make sure that all forms and payment are completed prior to submitting to
your coach, It is very important that all information is provided. Please notice that
many forms, including the Athletic Release form requires both a parent and athlete
signature.

Thank you,

Benzie Central Athietic Department

Important Information

e Sports Physical must be dated by physician on or after April 15, 2020, to
be valid for the 2020/2021 school year or fill out a MHSAA Health
Questionnaire if you had a Sports Physical for the 2019/2020 school year.

e Pay to Participate fees (to Athletic Office)

o HS Participation Fees: $35/sport or $100 max/school year
o MS Participation Fees: $25/sport or $70 max/school year
o Families-MS or HS: $200 max for the school year

For all questions and payment for both Pay to Participate and Athletic Sports
Passes, please see Mrs, Grose in the Athletic Office. All checks can be made to
Benzie Central High School (BCHS)



Benzie Central Athletic Department
Student Athlete Emergency Information Form

Parents and/or Guardians:

The following is a permission form that must be completed and signed by you and your student athlete before
they may participate in an interscholastic athletic event for Benzie Central Schools. In signing this letter you
should be aware of the following important points:

1. Benzie Central Schools DOES NOT provide an insurance program covering health or injury problems
resulting from athletics. It is the responsibility of the athiete and their family to provide such insurance and
to take care of any medical expenses.

2. In signing this form you are giving your student athlete permission to travel under the coach’s direction and
authority to and from athletic events.

3. The coaches shall have the authority to seek medical attention in case of injury in any athletic gathering
{practice, contests or authorized team activity).

Athlete Name:

Birthdate: Grade: Gender; Male Female
Address:

City: Zip:

Parent/Guardian Name:

Phone (home/cell): Work {mom/dad):

I AN EMERGENCY SHOULD OCCUR AND PARENTS CANNOT BE REACHED, THE FOLLOWING INDIVIDUALS
WILL BE CALLED:

Emergency #1: Phone:
Emergency #2: Phone:
Physician: Phone:

Hospital Choice:

In case of accident or serious illness, | request the school to contact me. If the school is unable to reach me, |
hereby authorize the school to call the physician indicated and to follow their instructions. If the physician
cannot be reached, the school may make whatever arrangements deemed necessary for the well-being of the
child. | understand medical information may be provided to the Athletic Department for my child to
participate in interscholastic athletics. This information will be treated with full confidentiality by this

department.

Athlete Sighature: Date:
Date:

Parent Signature:

MEDICAL HISTORY

Indicate any issues we need to be aware of for the health and well-being of your student.

ALLERGIES: ASTHMA:
SEIZURES: DIABETES:
CARDIAC: SURGERIES:

CURRENT MEDICATIONS:




Athletic Release Form

Athlete’s Name:
Grade: Sport(s) Participating in this school year:

Parents/Guardians Name:
Home Phone; Cell Phone: Work Phone:

Home Address:

Mailing Address:
City: Zip:

Email {parents):

Email (students):

By signing this form, you are indicating that you have read, understand and will support the
rules, policies and procedures of the Benzie County Central Schools.

You are also acknowledging the fact that you understand athletics have an inherent risk
involved while participating in sports. The coaches and staff are trained to maintain your
athlete’s safety as their most important priority, but you must alse remind your athlete they
need to follow the directions given by the coaching staff.

Understand at times, the media and other educational institutions request information about
your athlete and their athletic activities, you understand we will provide only the following
items: hame, grade, individual and/or team pictures, game statistics, and annual awards, other
information will only be supplied with proper releases from the counseling office and principal’s

office.

I hereby give my consent for my athlete {hame) to
engage in interscholastic athletics and for the disclosure of the MHSAA of information
otherwise protected by FERPA and HIPPA for the purpase of determining eligibility for
interscholastic athletics: and | understand the possibility that serious injury may result from
participating in athletic activities. My athlete has my permission to accompany the team as a
member on its out-of-town trips. | further understand that my son/daughter will be expected to
adhere firmly to all established athletic policies of Benzie County Central Schools and the
Michigan High School Athietic Association.

Student/athlete Signature Parent/guardian Signature

Date Date



WHAT IS A CONCUSSION?

A concussion is a type of traumatic brain injury that changes
the way the brain normally works. A concussion is caused by
a bump, hlow, or jolt to the head or bocly that causes the
head and hrain to move quickly back and forth, Even a
“ding,” “getting your bell rung,” or what seems to be a mild
bump or biow to the head can be serious.

WHAT ARE THE SIGNS AND
SYMPTOMS OF CONCUSSION?

Signs and symptoms of concussion can show up right after
the injury or may not appear or be noticed until days or
weelks after the injury.

If an athiete reports one or more symptoms of concussion
after a hump, blow, or jolt to the heacl or bocy, s/he should be
lcept out of play the cay of the injury. The athlete should only
return to play with permission from a health care
professional experienced in evaluating for concussion.

DID YOU KNOW?

» Most concussions occur without loss of
CONSCInUSNess.

o Athletes who have, at any point in their lives,
had a concussion have an increased risle for
another concussion.

= Young children and teens are more likely to
gel a concussion and take longer to recover
than adults.

[ INSERT YOUR LOGO ]

SYMPTOMS REPORTED
BY ATHLETE:

Headache or “pressure’” in head

Nausea or vomiting

Balance problems or dizziness

Double or blurry vision

Sensitivity to light

Sensitivity to noise

Feeling sluggish, hazy, foggy, or groggy
Concentration o memory problems
Confusion

Just not “Meeling right’” or is “feeling down”

SIGNS 0BSERVED
BY COACHING STAFF:

Appears dazed or stunned

Is confused about assignment or position
Forgets an instruction

Is unsure of game, score, ar opponent

Moves clumsily

Answers guestions slowly

Lases consciousness (even hriefly)

Shows moaod, hehavior, or personality changes
Can’t vecall events prior to hit or fall

can’'t recall evenls after hit or fall

P “IT’S BETTER TO MISS ONE GAME
THAN THE WHOLE SEASON”



CONCUSSION DANGER SIGNS

In rare cases, a dangerous blood clot may form on the
brain in a person with a concussion and crowd the brain
against the skull. An athleie should receive immediate
medical attention if after a bump, blow, or jolt to the
head or hody s/he exhibits any of the following danger
signs:

° One pupil larger than the other

o Js drowsy or cannot be awakened

o A headache that gets worse

> Wealkness, numbness, or decreased coordination

° Repeated vomiting ot nausea

o Slurred speech

= Convulsions or seizures

> Cannot recognize people or places

> Becomes increasingly confused, restless, or agitated

o Has unusual behavior

o Loses consciousness (even a brief loss of consciousness
should be taken seriously)

WHAT SHOULD YOU DO IF YOU THINK
YOUR ATHLETE HAS A CONCUSSION?

1. Tfyou suspect that an athlete has a concussion, remove
the athlete from play and seel medical attention. Do not
try to judge the severity ol the injury yourself. Keep the
athlete out of play the day of the injury and until a health
care professional, experienced in evaluating for
concussion, says s/he is symptom-free and it's OK Lo
return to play.

2. Rest is key to helping an athlete recover from a
concussion. Exercising or activities that involve a lot of
concentration, such as studying, working on the computer,
and playing video games, may cause concussion symptoms
lo reappear or get worse. After a concussion, returning to
sports and school is a gradual process Lhat should be
carefully managed and monitorecd hy a health care
professional.

3. Remember: Concussions affect people differently. While
most athletes with a concussion recover quickly and fully,
some will have symptoms thai last for days, or even
weeks. A more serious concussion can last for months or
longer.

WHY SHOULD AN ATHLETE REPORT
THEIR SYMPTOMS?

If an athlete has a concussion, his/her brain needs time to
heal. While an athlete’s brain is still healing, s/he is much
more likely to have another concussion. Repeat concuissions
can increase the time it takes to recover. In rare cases,
repeat concussions in young athletes can result in brain
swelling or permanent damage to their brain. They can even
he fatal.

STUDENT-ATHLETE NAME PRINTED

STUDENT-ATHILETE NAME SIGNED

DATE

PARENT OR GUARDIAN NAME PRINTED

PARENT OR GUARDIAN NAME SIGNED

DATE

JOIN THE CONVERSATION L, www.facebook.com/CDCHeadsUp
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‘@‘ MUNSON HEALTHCARE

Paul Oliver Memorial Hospital

Concussion Information Sheet for Athletes, Parents or Legal Guardians
What is a concussion? A concussion is an injury to the brain caused by a direct or indirect blow to the
head. It results in your brain not working as it should. The concussion may or may not cause you to black
out or pass out. It can happen from a fall, a hit to the head, or a hit to the body that causes your head and
your brain to move quickly back and forth.
How do I know if I have a concussion? There are many signs and symptoms that you may have after a
concussion. A concussion can affect your thinking, the way your body feels, your mood, or your sleep.
Here is what to look for the following symptoms:

Thinking Physical Emotional/Mood Sleep
Difficulty e  Headache o Irritability- o  Sleeping more
thinking clearly e  TFuzzy or blurry vision things bother than usual
Taking longer to e  Feeling sick to your you more easily e Sleeping less
figure things out stomach/queasy e Sadness than usual
Difficulty ° Vomiting/throwingup ~ © Being more e Trouble falling
concentrating e Dizziness moody asleep
Difficulty o Balance problems o Feeling nervous e lecling tired
remembering e Sensitivity to noise or or worried

new information light e  Crying more

Table is adapted from the Centers for Disease Control and Prevention (http://cdc. gov/concussions/).

What should I do if I think | have a concussion? If you are having any of the signs and symptoms
listed above, you should tell your parents, coach, athletic trainer, or school nurse. so you can get the help
you need. If a parent notices these symptoms, he or she 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, or your
words are coming out funny or slurred, let an adult such as your parent, coach, or teacher know right
away, so you can get the 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
carly after 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 a concussion, you are
more likely to have another concussion.

How do I know when it’s ok to return to physical activity and my sport after a concussion? After
telling your coach, your parents, and any available medical personnel that you think you have a
concussion. According to the Benzic Central and POMH Concussion policy, you must follow the
concussion management flow sheet and appropriate return to sport protocol administered by a trained
appropriate medical profession (Athletic Trainer or Physical Therapist). Then be referred to a physician
to be cleared by them. You CAN NOT return to play or practice on the same day as your suspected
concussion occurred due to MHSAA rules. You must have the official MHSAA unconditional

return to sport form in order to return.

You should not begin the return-to-play progression, until all symptoms are gone, both at rest and
during and after activity, unless allowed to by Certified Athletic Trainer or other trainer



professional. Symptoms indicate that your brain has not yet recovered from the concussion and
needs more rest.

*If there is anything on this sheet that you do not understand, please ask an adult to explain or read it to you.

Athlete Name;

This form must be compieted by every athlete, even if there are multiple athletes in the household.

Parent or Legal Guardian Name(s):

Review and sign even if athlete is 18 or older

We have read the “Athlete and Parent or Legal Guardian Concussion Information Sheet

If true, please check box Parent or
. . , o , legal
Athlete After reading the information sheet, [ am aware of the following information: guardian
Initials Initials

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

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

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

T will tell my parents, my coach, or athletic trainer about my injuries and illnesses. Not Applicable
IfT think a teamimate has a concussion, I should tell my coach(es), parents or athletic trainer.  Not Applicable

T will not return to play in a game or practice if a hit to my head or body causes any concussio Not Applicable
related symptomns.

I will/my child will need written permission from a medical professional trained in concussion
management to return to play or practice after a concussion, an athletic trainer then a doctor.

According to the latest data, most concussions 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 I medical evaluation.

I realize that emergency department or urgent care physicians will not provide clearance if the
patient is seen right away afier 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, even death, if retuen to play or
practice occurs before concussion symptoms go away.

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

1 have read and understand the concussion symptoms en the Concussion Information Sheet.

Signature of athlete Date

Signature of Parent or Legal Guardian Date




Consent for Medical Treatment

MUNSON HEALTHCARE

Benzie Central High School-Athletic Training

, , an 18-year old or Parent or legal puardian of

, born , recognize that as a result of athletic
participation, medical treatment on an emergency basis may be necessary, and further
recognize that school personnel may be unable to contact me for my consent for emergency
medical care. The emergency medical care initially, will be provided by a Certified Athletic
Trainer or Board Certified Sports Clinical Specialist in Physical Therapy (5CS). 1 do herly consent

in advance to such emergency care, including hospital care, as deemed necessary under the
then-existing circumstances and to assume the expenses of such care.

Student’s Name: Gender: Grade:_

Emergency Contact 1 Name:

Cell: Worlk: Relation:

Emergency Contact 2 Name:

Cell: Work: Relation:

Date:

Signature of Parent or Guardian or 18 year-old



‘@‘ MUNSON HEALTHCARE oG

AUTHORIZATION TO CONTACT, INTERVIEW, PHOTOGRAPH, RECORD, OR RELEASE
PROTECTED HEALTH INFORMATION FOR PROMOTIONAL/EDUCATIONAL PURPOSES

information about you and your health Is personal, and Munson Healthcare is committed to protecting the privacy of that
information. When we want ta share your Information for the public to see or hear, we must ask you for written
permission {authorizatlon). You can ask to stop an interview or recording session at any time.

Please read this form carefully and ask any questions you have before signing it.

1, {PRINT NAME) autharize Munson Healthcare
and/or its affiliates and service organizations to contact, interview, take audio/photagraphy/video of me, and to use
and/or share information about me for promotional and/or educatienal purposes on hehalf of Munson Healthcare,
including: .
o Advertisements, brochures, electronic cammunications, multimedia productions, publications, social media, web
sites, etc,, directed to staff, physicians, velunteers, patients, visitors, and the general public
o Local or national news media coverage

Infarmation about me to be used and/or shared includes:

My appearance/likeness on recorded or electronic media (e.g. interview notes, audio, photographs, video, etc. }
and Information ahout my diagnosls and treatment gathered though Interviews with me by Munsan Healthcare
staff or the news media

Information, including Protected Health Information, gathered through interviews with health care providers and
others involved In my care {e.g. physicians, nurses, techniclans, staff, etc.)

| understand that sighing or refusing to sign this authorizatlon will not affect the delivery of care in any way.

| understand that this authorization does not include any promise to pay me and that Munson Healthcare will not receive
payment of any kind for the use of Information/material covered by this authorization.

1 understand that information/material covered by thls authorization may be used at any time, with no expiration date.

After signing this authorization, | understand | may change my mind and revoke this authorization in writing, except to the
extent of action already taken based on this autherization, Once informatlon/materlal s used and/or shared as allowed
by this authorization, it Is no longer protected under federal and state privacy laws and may be subject to re-disclosure.

[ release and forever discharge Munson Healthcare and Its agents, from any claims and demands in connection with the
use of information/material covered by this authorlzation, including, but not limited to, any clalms for invasion of privacy
or defamation,

SIGNATURE {INDIVIDUAL OR RESPONSIBLE REPRESENTATIVE):

NAME OF RESPONSIBLE REPRESENTATIVE {if applicable}: RELATIONSHIR TO INDIVIDUAL:
ADDRESS: CITY: STATE: Z2p:
PHONE: EMIAIL

SIGNATURE [WITNESS/ORG, REPRESENTATIVE):

NAME (WITNESS/ORG, REPRESENTATIVE) DATE: TIME:

INTERNAL USE: ORGANIZATION: . e eeiwalee i D

TOPIC: O -Kotkaska Memorlal Heaith'center - 'l'J’-‘-"{f.wnsn'n‘H:élyﬁc_nr_b'Gnir?lngHus'plt-a]::'g.' 1 'O Munson Mediest Cente
ul “‘Ma'cit'lnac51m1{='ﬁgé_itl.i"5'iv'slém- o hinsai Heaithears Hase sl - o s “Narih Flight €845
O Munson Healtheare Cagliac Hospital - '@ pumsen Hoalthcare Manistee Hospltat . - CF-- Disego Memaiial il'n'iﬁ}tnl_;'.':;;.’ :
o 03 il lldée Mamartsl Hodgttal .+~ "D . OthorMHcATttate (PleasoSgedt) -

Munson Healtheare Chaifavalk Hosphal - -0




NOTICE AND WAIVER TO ALL VOLUNTARY ACTIVITY PARTICIPANTS

{MINOR}

i agree that (MINOR) has my permission to participate in
activities which will take place at Benzie Central during the 2020-2021 school year, Student and
parent/guardian have read and agree to follow Benzie Central's participation rules.

I agree that participation in the above noted activity is voluntary and | have knowledge of and assume all
risks for the activity to include injuries as well as exposure to communicable diseases, including
CoviDi9,

| certify that | understand current COVIDA9 risks and symptoms and current CBC guidelines. | certify that
MINOR has not had any symptoms of COVID19/coronavirus nor beern exposed to anyone that had such
symptoms or diagnosis in the iast 14 days. | agree to notify Benzie Central of any changes and | will NOT
send MINOR to the activity if any symptoms develop or with notice of an exposure to COVID19 until the
MINOR has been medically cleared.

[ understand that this discharges Benzie Central, ITS EMPLOYEES, and AGENTS from any liability or
claim. Benzie Central, ITS EMPLOYEES, AND AGENTS will not assume responsibility for any injury or
iliness incurred while participating or attending the program or any physically related activity, Certain
risks are inherent during participation in these events. Nor will Benzie Central or its employees or agents
be liable for lost or stolen items while participants are using the facilities or are on the premises. | waive
all claims and release Benzie Central and its EMPLOYEES and AGENTS from any and all injury, illness, or
damage that MINOR or I may suffer as a result of participation or attendance in the activity. | agree to
indemnify and hold Benzie Central, ITS EMPLOYEES, and AGENTS harmless from any claims presented on
MY OWN BEHALF, or claims presented by MINOR or MINOR’s representative.

Signature of Parent or Guardian Date

{ADULT)

| agree to participate in activities which will take place at Benzie Central during the dates 2020-2021
school year. ! have read and agree to follow Benzie Centrals participation rules,

| agree that participation in the above noted activity is voluntary, and | have knowledge of and assume all
risks for the activity to Include injuries as well as exposure to communicable disease, including COVID19,

I certify that | understand current COVID19 risks and symptoms and current CDC guidelines. | certify that
I have not had any symptoms of a COVID19/coronavirus nor been exposed to anyone who has had such
symptoms or diagnosis in the last 14 days. | agree to notify Benzie Central of any changes and | will NOT
participate if any symptoms develop or with notice of an exposure to COVID19 until medically cleared.

| understand that this discharges the Benzie Central, ITS EMPLOYEES, and AGENTS from any liability or
claim. Benzie Central, ITS EMPLOYEES, AND AGENTS will not assume responsibility for any injury or
illness incurred while participating in the program or any physically related activity. Certain risks are
inherent during participation in these events. Nor will Benzie Central or its employees or agents be
fiable for lost or stolen items while participants are using the facillties or are on the premises. | release
and waive all claims against Benzie Central and its EMPLOYEES and AGENTS from any and all injuries or

damages | may suffer as a result of my participation in the activity. | agree to indemnify and hold the
Benzie Central, ITS EMPLOYEES, and AGENTS harmless from any claims.

Date

Sighature




Parent-Player Pre-Workout Screening Agreement
Benzie Central Schools

To comply with the MHSAA and State of Michigan protocols, we need to verify the health of our student-athletes

prior to their participation in athletic activities. As your student-athlete’s parent and/or guardian, your permission
for them to attend and participate is required.

At each activity where a coach is present there will be a list of participants from Benzie Schools. Coaches will
record each attending participant noting they are in compliance with the MHSAA and State of Michigan guidelines
for health and safety. When the student-athlete checks in with their coach, the coach will verify that the
student-athlete understands and meets the criteria listed below. The coach will also verify the following:

To ensure the safety of our players, staff members and others in attendance, your child may not attend or
participate in any event if the answer is “yes” to any of the following questions.
e Does the player have a fever?
Does the player have a cough?
Does the player have a sore throat?
Does the player have shortness of breath?
Has the player had close contact or cared for someone that has COVID-19?
Is the player's temperature higher than 100.3 degrees?

o 6 o & O

To further ensure that we are promoting the safest possible environment, the following safeguards are in place:

e All coaches or other adults helping players are also screened for signs/symptoms of COVID-19 prior to
each workout session. Screening includes a temperature check.

e An attendance and “no” response for each chiid will be recorded at each event and stored and must be
made available upon request (either by the coaching staff, Benzie Central Schools, andfor the MHSAA).

e Any person with positive symptoms reported will not be allowed to take part in workouts and should
contact his or her primary care provider or other appropriate health care professional.

o Vulnerable individuals should not oversee or participate in any workouts.

*By signing my name below, as the parent or guardian of the student-athlete listed below, | agree that:

e My student-athlete will not attend any activity if the answer to any of the questions listed in the box above
is “yes”.

e My student-athletes attendance will be noted, verified, and also recorded as a "no” to each of the
questions and they may participate in the activity related to the sport(s) identified below.

o | (as the parent/guardian} am the primary person responsible for conducting and documenting the
MHSAA's Pre-Workeout Screening. :

o My student-athlete will be participating in activities where they could be at risk of exposure to an air-born
or skin infection andfor virus. | waive the schools fiability and understand these risks.

Player’s Printed Name Player's signature Date

Parent/guardian Printed Name Parent/quardian signature Date

Please circle the specific sporting activities that vour, student-athlete may attend:

Basketball Football Volleyball Cross Country Track Cheerleading

Soccer Golf Baseball Softball Skiing Bowling

*Note: A player will not be allowed to attend or participate in any activity without having this document signed.




MEDICAL HISTORY: Complated by Parsnt or Guarding or 135 aamold

Student Name: Date of Birth:

Chig ) ; " ey .

muchigan high schoot athlenie assoc iabion Doctor: Doctor's Phone: Date of Exam:
K_‘ / Has a doctor ever denied or restricled your participation n sports for any reason? Do vou cough, wheeze or have difficully breathing during or afler exercise?

Da you have any engeing medical condilions? If so, please tdenlllyh ovs Have you ever uged an inhaler or laken aslhma medicne?
LhAsthima JAnemia 2 Digbeles LJ Infegtions U Othe 15 there anyone in your family who has asthma?

Have vauevar spent the night in the hospital or have you aver had surqory? Were you born wilhout. or missing a kidney. eve,
i [ - P > ;
121y | Do you have groin pain or a panful bulge or herma in the groin

Hf’]\’u vau tver MS%L‘d out or nearly passed oul DURING or AFTER exercise? Hava you had infzclious mononucleosis (mono) wilhin he [ast month?

Have vou ever had (h:.r.omlml pain, tlnhln(es‘,. oF pressure in your ehesl during exercise? Do you have any rashes, pressura sores or olher skin problems?

Doen your In cnl GVET 1ATE 01 c,ku) delh {lrrcqulal heats

junng exercnm’? Have you had a herpes or MRSA skin infection?

Has 3 d)rlnr oV

told you that you have any heart pmhlem

7 Lhoc nII Ihat apply Do you have headaches or get Irequent muscle cramps when exercising’?

High blsael prassure L) Heart murmur - L Meart mfection U High cholesterol Have you ever hecome: ill while exercising in the heal?

D0 VAl Gr someons i ol iy WAV sie I (il F

wasakl disease (3 Olher;

rorckared a testfor your heat? (example. ECG/EKG, ec
mare short of brealh than nx[)eclu(l during exercise? Do you wear glasses or contacl lenses?
Do you wear proteclive eyewear such as goggles or a face shigld?

Have you had any problems with your eyew.; Or VISION or ANy eye injunes?

Do you el Irthh"ad o or

Immunization History: Are you missing any rer: ommended vaccines?

Do you have any allergies?

nunlw |n youe Lmnly had unmpldlnl‘u \sr\lmq, unexplained seizures or near drowning? Have you aver had a head injury or conc uaslon)

Does anyone in your f,,m.ly have a he emaker or implanted defibrillater? | Do you have any concemns lhal you wouki like to <hscueswuh a doclor?

art pmhlcm pac

ember or relave <'|cd of hearl |uohlrrmq or had an ungxpacled or unexplained sudden | Have you ever received a biow to the huad that caused confusion. pralonged headache or
)(l incliding drn\mmq, unexplained car aceident or sutldon lnfnnldmlh syndromo) mommy problems?

Anvone n vour family have: hypertrophic cardiomyopalhy, Marfan '.yndmmo Auhyllnnoqmm, Have you ever had numbness. tingling, weakness or '”t’h'h'Y lo mova your arms or legs
righl venlacular cardiomyopalhy, long QT syndrome, short OT syndrome. Brugada syndrome or afler being hit or falling?
mlechnl.munorqlt polymorphic ventricular lachycardin? —

Have you ever had an eating disorder?

* Fiave you 2ver nad 20 inury 10 4 bane, muscle. lgamen or lendon Ihal caused you to s a pracice or a game? | Do you worry aboul your weight?
: ‘iaw vou e I'my hrokon or irarlured bones, distocated joinls or stress fracture? Are you trying 0 or has anyane recommenc — thal yo nor lose weight?
Have you aver hac an lmurwllnlrcqmrnd xerays, MR CT scan. ingetons, iherapy, a brace, a cast or crulchos? Ara you on a special diet ar do you avoid certain types of foods?

Do you mgulmly use abrace. ()rlhollm or other assistive devica?

Q Do you have a bane, muscle or joinl mjury thal bothers you? | Have you aver had a menslrual perod?
; D' any of yaue jants become pamful swollen, feel warm or look red? How old were you when you had your firsl menstrual period?

Do you have any history of ;uveml« arthrilis or connactive lissue disease?

How many periads have you had in the last 2 months?
GURRENTYEARIPHYSICAL = GIVEN OGRDRAETERADRI:

50F THE PREVIOUS'SCHOOL YEAR

~ RETURN DIRECTLY TO PATIENT

nght ' . s BP: : Vision: R 20/ L 20/ e ,,N

I MUSCULOSKELETAL NORMAL | ABNORMAL

' Apnearance. darfan sligmala (kyphescoliosis. high-arched palale. peclus excavalum. arachnodaclyly, Neck
¢ arm span > height, hyperlaxity, myopia, MVP, aoric insufficiency)
| EyesiEarsiNosesThroat. Pupils Equal Hearing [ Rack

Lvmph nodes | Shoulder/Am

Heart: Murnues Guscullalion standing, supine, +- Valsalva) Location of point of maximal mpulse (PM) | ElhowlForr-;a{m

Pulses. Simullanaous femaral and radial pulsos | W""o'-'Hiln(”f"n!wfﬁ
L Lungs | HipeThigh

Abdomen | Knule
_Gentournary (males only) l:eg./:\nkln
| Skim: HSV: Lesions suggestve of MRSA, linea corporis li()r)(; TUGS |
| Neuralogic; Functional Duck Walk |

RECOMMENDATIONS
I certify that | have examined the

BASERALL ~ BASKETHALL ~ BOWLING - COMI-
LACROSSE ~ SKING — SOCCER « SOFTBALL ~ SWIMMING/DIVING —~ TE NNIS ~ TRACK & F*

s T crossed out below,
above student and recommand him/her as being able to compete in supervised athletic activities NO
. 1TIVE CHEER —~ CROSS COUNTRY - FOOTBALL ~ GOLF ~ GYMNASTICS - ICE HOCKEY
~ VOLLEYBALL - WRESTLING

Name of Examiner (printilype): PaIg:
-k One) PA NP
Signature of Examiner: (Check One): MD DO A

S0 RNPASE e GUNRDENN o 15 AR O LD

syl R M ORMEN TR oML

O Student: Gracle: Doctor: Phone: ( )
IN EMERGENCY (1) Home #: ( ) Cell #t: ( )
IN EMERGENCY (2): flome ##: ( ) Cell #: ( )

Current Medications:

Drug Reactions:

FORMA Al.0017

Allergies



PRE-PARTICIPATION PHYSICAL - CONSENT - INSURANCE
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There are FOUR (4) signatures on this page C@i ~ to be completed by student, parent/guardian and/or 18-year-old

mic mgan Hg:h b
Alifelie wwrinith

A CURRENT-YEAR PHYSICAL IS ONE GIVEN ON OR AFTER APRIL 15 OF THE PREVIOUS SCHOOL YEARO

Student Name:

LAST FIRST MIDOLE INTHIAL
Student Address:

STREET ciry 2P
Genderr 11 M QO F Age. Date of Birth: Place of Birth (City/Stale):

Schoot: Circle GradeD 6 EI? |:|8|:|9lj10|:|1 1I:|1 2

Father/Guardian Name:

Phone (home): (work): (cell):

Mother/Gaardian Name:

Phone (home): (work): (cell):

Email Address: Parenl/Guardian/18-Ycar-@|d:

STUDENT PARTICIPATION 20 PARENT or GUARDIA o5 1 5-/EAF.OLD CONSENT

The information submitted heren is truthful to the best of my knowledge. By my/my child’s signature below. l/we acknowledge that l/we have received
concussion educational information that meets Michigan Department of Health and Human Services and MHSAA requirements. O

Further. in consideration of my/my child's participation in MHSAA-sponsored athietics, liwe do hereby agree, understand. appreciate, and acknowledge:

that participation in such athletics is purely voluntary; that such activities involve physical exertion and contact and that there is inherent risk of

personal injury associated with participation in such activities, which risk llwe assume; and lhal l/we agree to, and hereby waive any and all claims, suits. losses.
actions. or causes of action against the MHSAA, its members, officers, representatives. committee members. employees, agents. attorneys. insurers. volunteers, and
affiliates basad on any injury to me. my child. or any person, whether because of inherent risk, accident, negligence. or otherwise. during or arising in any way from my/my
child's participation in an MHSAA-sponsored sport.

liwe understand that | am/we are expecled lo adhere finnly to all established athletic policies of my school district and the MHSAA. Iiwe hereby give my consent for the
above student to engage in interscholastic athletics and for the disclosure lo the MHSAA of information otherwise prolected by FERPA and HIPAA for the purpose of
determining eligibility for interscholastic athletics. My child has my permission to accompany the leam as a member on its out-of-town trips.

NN S
r@ ] Signature of STUDENT: Date:

LN
> Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:
[(2 )-7 Signature o or o ate
(INSURARNCLE STATENERNT
Our son/daughter will comply with the specific insurance regulations of the school district.

The student-athlete has health insurance:  YES ad NO

If YES. Family Insurance Co: Insurance 1D #:

Additionally, | hereby state that. to the best of my knowledge, my answers to the medical history questions (see reverse) are complete and correct.

Lf 3) + Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:
UEDCAL T THEATNE T COSEINE CUMPLETED 2 PAFENT ur GUSHLILL or $8-/ EXFP-OLY O
I , an 18-year-old, or the parent or guardian of . recognize that as a result of

athletic participation, medical treatment on an emergency bhasis may be necessary, and further recognize that school personnel may be unabie to contact me for my consent for emergency medical
care. | do hereay consent in advance lo such emergency care. including hospital care, as may be deemed necessary under the then-existing circumstances and lo assume the expenses of such care.

L i
[(4)” " Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:



This Sports Health Questionnaire may only be used for students who teceived a valid sports physical during the 2019-20 school year
({one completed on or after April 15, 2019). A school may require a student to have a valid physical exam.

2020-21 MHSAA SPORTS HEALTH QUESTIONNAIRE [M“%W I~/ ‘
Date / / - '
Name Age____ Birth Date / /
Grade __ School Sport(s)
Address
Phone Date of Last Sports Qualifying Physical Exam / /

Check Yes or No for each question.
Since your last complete Sports Qualifying Physical Exam with your physician, HAVE YOU HAD ANY OF THE FOLLOWING?

Has a doctor ever restricted or denied your participation in sports for any reason without clearing you to return to sports?

-

Do you have a heart condition or has a doctor ever told you that you had an abnormal heart test (e.g., ECG, echocardiogram)?

In the last year, have you ever passed out or nearly passed out during or after exercise?

In the fast year, have you had discomfort, pain, tightness, or pressure In your chest during exercise?

In the last year, did your heart race, flutterin your chest or skip beats (irregular beats) during exercise?

In the last year, did you get light-headed or feel more short of breath than expected during exercise?

in the last year, have you had an unexplained seizure?

In the last year, has anyone in your immediate famlly died suddenly and unexpectedly for no apparent reason?

© @2 N o o o~ e N

In the last year, has any family member or relative died of heart problems or had an unexpected or unexplained sudden death before
age 35 (including an unexplained drowning or an unexplained car accident)?

10. In the last year, has anyone in your immediate family had instances of unexplained fainting, seizures, or near drowning?

11. In the last year, has anyone In your immediate family been diagnosed with a genetic heart problem such as hypertrophic cardlo-
myopathy (HCM), Marfan Syndrome,.arrhythmogenic right ventricular cardiomyopathy (ARVC), long or short QT Syndrome, Brugada
Syndrome, or catecholaminerglc polymorphic ventricular tachycardia (CPVT)?

12. In the last year, has anyone in your immediate family before age 35 had a heart problem, pacemaker, or implanted defibrillator?

13. In the last year, have you had a head injury or concusslon that still has symptoms like continuing headaches, concentration problem
or memary problems?

14. In the last year, has a doctor restricted or denied your participation In sport dua to a serlous Injury or medical condition without
clearing you to return to sports?

Parents or Legal Guardians: Please note below any health concerns, medications, or allergies that may be iImportant for the coaches
and/or athletic director to know (attach additional notes If space below does not allow for complete comments).
Schools may require a student to have a valid physical exam at their discretion,

I do not know of any existing physical or additional health reasons that would preclude participation in sports.
| certify that the answers to the above questions are true and accurate and | approve participation in athletic activities.

Parant or Guardian or 18-Year-Old Signature Student Signature Date

FOR ATHLETIC DIRECTOR USE: A YES answer to any of the above questions requires a physicai exam from a MD, DO, NP, PA prior to participation.
INFORMATION IS COMPLETE STUDENT REQUIRES FOLLOW.UP

Reference: Preparticipation Physical Evaluation (Fifth Edition): AAFP, AAP, ACSM, AMSSM, AOSSM, AOASM; AAP, 2019

----------------------------- (DETACH HERE I NEEDED TO ACCOMPANY STUDENTATHLETE) - = = = = = v c - oo c e e e cmmmme e e e o

B 'R’.T“'iu;mg‘z»:y TR 45{‘4‘“5“ TR R
eUARLIAN BB Y E ARG D)

Stueent: Grade: Phone: { )
IN EMERGENCY (1) Home #: ( ) Cell#: 3
IN EMERGENCY {2): Home #: ( 3 Cell #: { )
Drug Reactions: Current Medications:

Allergies:




MHSAA SPORTS HEALTH QUESTIONNAIRE - CONSENT ~ INSURANCE
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..-.:hl‘.iﬁm ‘l'i)::x.:::'u:v‘:; There are FOUR (4) signatures on this page @ . to be completed by student, parent/guardian and/or 18-year-old
‘
Student Name:
Tast first ~ middleinitial
Student Address:
street city zip
Gender: L M F Age:___Date of Birth: Place of Birth (City/State):
School: Grade:_
Father/Guardian Name:
Phone (home): (work): (cell):
Mother/Guardian Name:
Phone (home): (work): (cell):
Email Address: Parent/Guardian/18-Year-Qld:

SERTIV IS S I ¥ 19) PETPS B Lo

o Fal s -

Theinformationsubmitted hereinis truthful to the best of my knowledge . By my/my child's signature below, lfwe acknowledge that l/we have received
concussion educational information that meets Michigan Department of Health and Human Services and MHSAA requirements,

Further, in consideration of my/my child's participation in MHSAA-sponscred athletics, Hwe do hereby agree, understand. appreciate, and acknowledge:

that participation in such athletics is purely voluntary; that such activities involve physical exertion and cantact and that there is inherent risk of
personalinjury associated with participationin such activities, which riskl/we assume; and thati/we agree to. and hereby waive anyand all claims, suits. losses,
actions, orcauses of action againstthe MHSAA, its members, officers, representatives, committee members, emplioyees, agents, attorneys, insurers, velunteers, and
affiliates based onany injury tome, my child, orany person, whether because of inherentrisk, accident, negligence, or otherwise, during or arising in any way from myimy
child’s participation in an MIHSAA-sponsored sport.

Jiwe understand that | am/we are expected to adhere firmiy to all established athietic policies of myschool districtand the MHSAA. l/we hereby give my consentfor the

above student to engage in interscholastic athletics and for the disclosure to the MHSAA of information otherwise protected by FERPA and HIPAA for the purpase of
determining eligibility for interscholastic athtetics. My child has my permission to accompany the team as a member on its out-of-lawn trips,

@
@

* Signatdure of STUDENT: Date:

" Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

i TR EEN

Our son/daughter will comply with the specific insurance regulations of the school district.

The sludent-athlete has health insurance: __ YES NO

I YES, Family Insurance Co: Insurance ID #:

Additianally,  hereby state that, to the best of my knowledge, my answers to the medical heaith questions (see reverse) are complete and correct.

Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

[ PR EDET R LI R R N T R R

i, . an 18-year-old, or the parent or guardian of . recognize that as a result of

athletic participation, medical treatment on an emergency basis may be necessary, and furlher recegnize that school personnel may be unable to contact me for my cansent for emergency medical
care. } do hereby consent in advance to such emergency care, including hospital care. as may be deemed necessary under the then-existing circumstances and to assume the expenses of such care,

@

7 Signature of PARENT or GUARDIAN or 18.YEAR-OLD: Date:
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