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HALL COUNTY SCHOOL DISTRICT ATHLETIC REGISTRATION

PLEASE PRINT ALL INFORMATION:

NAME OF SCHOOL:

Name of Student: ‘ Grade:

Wame(s) of Parent or Guardian:

Home Phone Number: Emergency Phone Number:

PARENTAL CONSENT FOR ATHLETIC PARTICIPATION

WARNING: Aithough participation in supervised interscholastic athletics may be one of the least
hazardous in which students will engage in or out of school, by its nature participaticn in interscholastic
athletics includes a risk of injury which may range in severity from minor to long term catastrophic.
Although serious injuries are not common in supervised school athletic programs, it is possible only to
minimize, not eliminate, the risk.

Participants have the responsibility to help reduce the risk of injury. Players must obey all safety rules,
report all physical problems to their coaches, follow a proper conditioning program, and inspect
their equipment daily,

By signing this permission form, you acknowledge that you have read and understand this warning.
Parents or students who do not wish to accept the risks described in this warning should not sign
this permission form.

I (we) hereby give consent for ' ‘ to:
(1) Compete in interscholastic athletics at School of the Hall
County Scheol District in Georgia High School Association (GIISA) sports, except those CROSSED
OUT below:
Baseball Cross Country Soccer Track & Field
Basketball - Football Softball Volleyball
Cheerleading Goif Tennis Wrestling

(2} To accompany any school team of which the student is a member on any of its local or out-of-town trips;
(3) And, I hereby verify that the information on both sides of this form is correct and understand that any false
information may result in my son/daughter being declared ineligible.
This acknowledgement of risk and consent to a.l]ow-particip ation shali remain in effect until revoked in writing.

SIGNATURE(S) OF PARENT(S) OR GUARDIAN(S):

DATE:

SIGNATURE OF STUDENT-ATHLETE:

DATE:




INSURANCE INFORMATION

Please INITIAL one of the following statements regarding insurance coverage for your student-athlete for
the school year, then sign below.

____ My student-athlete is adequately and currently covered by accident insurance that will cover
injuries sustained while participating in interscholastic athletics, including, but not limited to varsity and
junior varsity football.

Company providing insurance:

Name of Insured:

Policy Number:

['wish to purchase the Benefit Plan provided by the Hall County School System. (A signed copy of
this Benefit Plan should be stapled to this form.)

As a parent (guardian) of the above-named student-athlete, | understand that unless | have
insurance, or have purchased school insurance, there is no school district insurance which may
cover any injuries, loses, or damages arising out of my child’s participation in the activities
previously indicated.

SIGNATURE(S) OF PARENT(S) OR GUARDIAN(S):

DATE:

DRUG-TESTING ADMINSTRATION ACKNOWLEDGEMENT/CONSENT FORM

The Hall County Board of Education has authorized mandatory random drug tests for all student-athletes who
participate in Georgia High School Association (GHSA) inter-scholastic athletics. Any sports activity that requires
an annual physical as a condition of participation is subject to this procedure.

1. The student-athlete must present to the head coach this signed consent form, which authorizes
the school to administer drug testing and that allows the results of the test to be released to
parents or guardians, administrative officials, and the head coach. (Note: A signed consent
form is a requirement for participation in any GHSA governed inter-scholastic activity that
requires an annual physicai examination for participation. Parents and students do not
have the option of not participating in the drug-screen program.}

2. Random testing will take place at any time during the season with student-athletes chosen
through lottery/random selection. Testing consists of providing a urine sample to those
representatives of the firm administering the test. School personnel will supervise but will not
administer the test. Privacy will be protected. Specimens will be processed for idendity and
secured to ensure against tampering. Test results will be reported to the school through the
proper chain of command. In case of a positive result, the parent or guardian will be notified.

Testing will be done by the Northeast Georgia Forensic/Toxicology Lab under the supervision of the
Toxicology Program Manager.

This acknowledgement of administration and consent to allow participation in the random drug-testing
program shall remain in effect until revoked in writing.

SIGNATURE(S) OF PARENT(S) OR GUARDIAN(S):

DATE:

SIGNATURE OF STUDENT-ATHLETE:

DATE:




PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is o 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 Date of birth
Sex Age Grade Schoa Sport{s)

Medicines and Allergles: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritienal) that you ars currently taking

Do you have any allergles? O Yes DO No Ifyes, please identify specific allergy below.
O Medicines L1 Pollens O Food [ Stinging Insects

Explain "Yes” answers bslow. Gircle questmns you don’t know 1he answers fo.

any reason?

GENERAL DUESTIUNS : ; ‘Yeés | No | | MEDIGAL QUESTIONS U e s e el [
1. Has a dactor ever demed urrestrlcted your parrrmpation in sparts for 26. D; yau CUUQhQWhEEZE or have dlﬁmulty braathmg durmg or
after exercise?

27. Have you ever used an Inhaler ar taken asthina medicina?

2. Do you have any ongolng medical conditions? If so, please identify

below: 1 Asthima  [1 Anemia [J Diabetes [ lnfections 28. Is there anyane in vour family who has asthma?
Uther: 29, Were you born withaut or are you missing a kidney, an ey, a testicle
3. Have you ever spent the night in tha hospltal? ) {males), your spleen, or any other crgan?
4, Have you ever had surgery? 30. Do you have groin pain or a painful bulge or harnia in the groin area?
HEART HEALTH QUESTIONS ABOBTYOU & " - /" "7 "- .| Yes | Ma| |31, Haveyou had infactious menonuclecsis (mana) within the fast manth?
5, Have you evar passed out or nearly passed out DURING or 32, Do you have any rashes, pressure sores, or other skin problems?
AFTER grercise? 33, Have Yol had a herpes or MASA skin infection?
8. Have you ever had discomfort, pain, tighiness, or pressure in your 34. Have you ever had 2 head njury or concussion?

chest during exercisa?

35, Have yau ever had a hit or blow to the head that caused cenfusion,

7. Does your ??eart svar race or skip beats {irreqular beats) during exerciss? prolonged headache, or memary problams?
8. ?ﬁ:ﬁiiﬁﬁ;ﬁ;&?ld youthat you bave any heart problems? If so, 36. Do you have a histary of saizure disorder?
O High blood pressure I Aheart murmur 37. Do you have headaches with exercise?
O High cholesteral [ Aheart infection 38, Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: lags after being hit or falling?

w

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

Has a doctor aver ordered a test for your heart? {Far example, ECG/EKG, 3 ¥t
or falling?

schogardiogram)

o

4

=

Have you sver bacome ilt while exercising in the heat?

10, Ba you get lightheaded or fasl mars short of breath than expectad
during exercise? 41. Do you gat freqUent muscle cramps when exercising?
11, Have you ever had an unexplained sazure? 42. Do you or sameone In yaur family have sickle cell trait or dissase?
12. Do you get more tired or short of breath mare guickly than your friends 43, Have you had any problems with your eyes or vision?
during exereise? _ 1. 44. Have you had any eye njuries?
HEART HEA?TH ?UESTIBNS ABOUT YOUR FAMILY . st Yes | Ne 45. Do you wear glasses or Goiact lensas?
13. E’s:;’%:g‘g Eg;np?:lrngrdr::;tc‘lvezgggtgftl iz;gggﬁgﬁ&mﬁ;ﬂ 48. Do you wear protective eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you warry ahout your welght?
14. Doas anyone in your family hava hypartrophic cardiomyopathy, Marfan 48. Are you trying ta or has anyone racammended that you gain or
syndrome, arhythmogenic right ventricular cardiomyapathy, long QT lose waight?
syndrome, short QT syndrome, Brugada syndrome, ar catecho!ammerglc 49. Are you on a spagial diet or do you avoid cartaln types of foods?

olymarphic vantricular tachycardia?
ROVmop v 50, Have you ever had an eating disorder?

1

@

Does anyone in your family have a heart problem, pacemaker, or
implanted defibrillator?

—

51, Do you hiave any concems that yuu would |LK8 to dtscuss W|th a doc’mr?
FEMALES ONLY . U e

16, Has anyone in your family had unexplained fainting, unexplained .

seizures, or near drowning? 52, Have you ever had a menstrual permd?
BOME AND. JOINT QUESTIONS ' : croni b [T [ Ne® | | 53, How old were yau when you had your first menstrual period?
17. Have you ever had an injury fo a hune muscle, ligameant, nrtendnn 54, How many perfods have you had [ the tast 12 months?

that caused you to miss a practice or a game?
18. Have you avar had any broken ar fracturad hones or dislocaied joints?

Explain “yes” answers here

18, Have you ever had an injury that required x-rays, MRL, CT scan,

injections, therapy, & brace, & cast, or crutches?

20,

=

Have you sver had a stress fracture?

21,

Have you ever been told that you have or have you had an x-ray for neck
Instability or atiantoaxial instability? (Dewn syndrome or dwarfism)

22, Do you regularly use a brace, orthotlcs, or other asslstiva device?

5]

23. Do you havs a hona, muscle, or joint injury that hathars you?
24. Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you hava any history of juvenile arthritis or connective tissus disease?

o

[ herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athlets Slgnature of parentfguardian Date

@ 2010 American Academy of Family Physicians, American Acacemy of Pedlatiics, Amarican Coflage of Sports Medicine, American Medical Soclety for Sports Medicing, American Oritopaedic
Sosigly for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permission Is granfed to reprint for noncommercial, sducational purposes with acknowledgment.
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Date of Exam

PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Namg

Sex Age Grads Schoal

. Type of disability

, Date of disability

. Cause of disabllity {birth, disease, accidentitrauma, other)

3
2
3. Classification (if available)
4
s}

. List the sports you are interested in playing

. Do you requiarly use a brace, assistive device, or prosthetic?

3
7. Do you use any spacial brace or assistive device for sports?
8. Boyou hava any rashes, prassure sores, or any other sikin problsms?

9. Do vou have a hearing loss? Da you use a hearing aid?

10. B you have a visual impairment?

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

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 {hypothermia) illness?

15, Do you have muscle spasticity?

16. Da you have frequent selzuies that cannat be contrelled by madication?

Explain “yes” answers here

Please indicate if you have ever had any af the following.

" Yes'

Aflantoaxial instability

X-ray evaluation for aflantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged splaen

Hepatitis

Osteapenta or osteoporasis

Difficulty cantrolling bowel

Liftlculty controlling bladder

Numbness or tingling In arms ar hands

Numbness or tingling in legs ar feet

Weakness in arms or hands

Weakness in lags or feet

Recent change in coordination

Recent change in ability to walk

Spina hifida

Latex allergy

Explzir “yes” answers here

1 hereby state that, to the best of my knowledge, my answers to the ahove questions are complete and correst.

Signature of athlete Signature of parent/guardian

Date

©@2010 American Academy of Family Physicians, American Academy of Fedialrics, American Coilege of Sports Medicine, American Medical Society for Sporis Medicine, American Orthopaedic

Soclely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission s granted fo reprint for nonsomimerclal, sducational puiposes with acknowledoment,




PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSIGIAN REMINDERS

1. Consider additional questions en more sensitive issues
« Do you feel stressed out or under a lot of pressure?
« [ta you ever feel sad, hapeless, depressad, or anxious?
s Do you feel safe at your home or rasidence?
» Have you ever tried cigarettes, chewing tobaceo, snuff, or dip?
» During the past 30 days, did you use chawing tobacco, snuff, or dip?
s Do you drink alcehol ar use any ether drugs?
+ Have you ever taken anabolic steroids or used any other perfermance stpplement?
* Have you ever taken any supplements to help you gain or Jose weight or improve your performance?
+ Do you wear & seat belt, use a helmat, and use condoma?
2. Consider reviewing questions on cardicvascular symptoms (guestions 514}

EXAMINATION e - : R R
Height Waight O Male O Female

BP / { ! ) Pulse Vigion R 20/ L 20/ Carrected OY O N
MEDICAL " © . ; o ) : : NORMAL Do ABMNORNMAE FINDINGS - - 7
Appearance

* Marfan stigmata {kyphoscaliosis, high-archad palate, pectus excavatum, arachnodactyly,
arm span > height, hypertaxity, myepla, MVP, aoitic insufficiency)

Eyes/ears/nosefthroat

» Pupils equal B

» Hearing

Lymph nodes

Heart?
« Murmurs (auscultation standing, suping, +/- Valsalva)
« Lagation of point of maximal impulse (PMI)

Fulses
= Simuttaneous femoral and radial pulses

Lungs

Andemen

Ganitourinary (malas onlyl
Skin

= HSY lasions suggestive of MASA, tinea carporis
Neurologic®
MUSGULOSKELETAL '
Nagk

Back

Shouldei/arm
Elhow/forearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankle

Foat/toes

Functional
» Duck-walk, single leg hop

“Consider ECG, echocardiogram, and refeeral to cardiology for abnommal cardiac history or exam,
*Cansider GU exam if in private setfing, Having third pariy present is recommended.
“Gonslder cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion.

[T Cleared for all sports without rastriction _
O Cleared for all sports without rastristion with recommendations for further evaluation or treatment for

O Nat cleared
O Pending further evaluation
0 For any sports
O For certain sports

Reasan

Recommendations

I have examined the ahove-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 ahove, A copy of the physical exam is on record in my office and can be made available o the schoal at the request of the parents. If condi-
tions arise after the athlate has been clearad for participation, the physician may rescind the clearance until the problem 1s resolved and the patential consequences are completely
explained 1o the athlete (and parenis/guardians).

" Name of physician {print/type) Date
Address Phane
Signature of physician MD or DO

©.2070 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Society for Sports Medicing, American Orthopaedic
Socialy for Sports Medicine, and American Osteopathic Acadsmy of Sports Medicing. Permission is gramtad to reprint for noncommercial, educational purposes with acknowledgment,
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

[3 Cleared for all sports without restriction

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

[ Not cleared
O Pending further evaluation
£ For any sports
0 For certain sports

Reasan

Recommendations

| have examined the abeve-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications ta practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my aoffice
and can be made available to the schaol at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athiete
{and parents/guardians).

Name of physician {print/type} Date
Address Phone

Slgnature of physician , MD ar DO

EMERGENCY INFORMATION

Allergies

Other information

© 2070 American Asademy of Family PRysicians, American Academy of Padiatrics, American Coltage of Sporis Medicing, American Madical Secisty for Sports Madicing, American Orthopaedic
Sovigty for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprini for noncemmercial, educational purposes with acknowledgment,




