SOUTH DAKOTA HIGH SCHOOL Date Exam Expires:

ACTIVITIES ASSOCIATION Check Appropriate Physical Bxam Term:
PHYSICAL EXAMINATION FORM __Amnual __ Biennial___ Triennial
GRADE ___ _ DATEOF BIRTH
CHECK.ONE: MALE FEMATE (2016-17 School Vear)
1. Blood pressure (sitting) ! Repeat in § minutes, if elevated /
2. Height ,
3. Weight Normal Abnormal COMMENTS
4, Vision 20/ (L) 20/ R) '
5. Head

6. Mouth (dentures, braces?)
7. Eyes (contacts?)
8. Chest/lung
9. Heart
a. Heart sounds
b, Murmurs

¢. pulse (1ad, vs fem.)

d. rhythm
10. Abdomen

&. liver or spleen

b, masses
11. Genitalia {males only)
2. hernias
b. testes
12. Orthopedic
&. ceTvical spine
b. shoulder shrug
¢. deltoid
d. arms/elbow
e. hands
f. hips
g knees
h. ankles
1. Scoliosis

SPORTS PARTICIPATION RECOMMENDED FOR:
— Cleared for ALL (coilision, contact/endurance sports, and other sports) _
Cleared only for contact/endurance sports and other sports
Cleared only for other sports

Definition: [Collision=Football and Wrestling}: [Contacthndurance Sports=Baskethall, Cross Country, Gymnashcs, Soccer,
Tennis, Track, Volleyball, Competitive Cheer and Competitive Dance]; [Other Sports—GolI]

Cleared for ALL, but with recommendations for further evaluation or treatment for
Above clearance to be granted only after :
Clearance cannot be given at this time becanse

NAME OF EXAMINER (PRINT) D.A_.TE ' 20

SIGNATURE OF EXAMINER
NOTE: The folowing lcensed medical personnel are qualified to perform the sxamination snd certrfy the health of the student athlete: Doctor of
Medicine, Dacior of Osteopathy, Doctor of Chiropraciic, icensed Physician Aszistant and licensed Nurse Practitioner.
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B PREFARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Note: This form is to be filed oul by the patient and parent prior to sesing the physician. The physician should keep this form in the chart)

Pate of Exam
Nameg Data of birth
Sex Age Grade School Spirifs)

Medicines and Allargies: Piease list all of the prestription and over-the-counter medicines and supplemants (herbal and nutritiona that you are currently taking

B0 you have any aliengies?
O Medizinas O Poliens

0 Yas I Mo  Ifyes, please identily specific allergy efow,

O Footl O Singlng hsscls

Explalri “‘{as” answers helow. Clicle gusstions you don's know the answers tu

1. Has & doctor aver deniad or restrictad yow paricipation [n sposts for
any reasgn?

2. Doyou have any otgaing medical conditions? If 20, please iderify
balow: (1 Asthma (1 Anemba £33 Dlabetes [ Infections
Dther:

3. Have yous ever spent the night in thi hospital?

26. Do you cu.ugh, wheeze, of have difficully breathing during or
Rfier oiprclse?

7. Have yolt ever used an inhaler or takan asthima medisine?

28. s thers anvone in your family who has asthma?

28. Warg yeu bom wihout or ars yau missing 2 kddney, zn eye, 2 testicls
frngles), your spieen, or any ofier argan?

4 Have yﬂu BYET had surgenr'-'

30. [0 you have groin pain of & painfid bulye or hemia in the grain area?

5 I-[atre you Byar passad autor nearly paased oul DLIHIMG or
AFTER exercise?

6. Have you ever had discorafort, pain, tightnass, or prassuee in your
chest during exercise?

7. Doas your heart ever race or skip keats (rragular beats} during exerise?

8. Has a doctor ever told you that you have any haart problems? If sc,
chack all that apphr
3 High bloog pressure O A haart muwmur
O High cholestero! [ Aheat infactinn -
O Kawacakt dissase Cthar:

0. Has adactor ever omderad & test fot your hean? fFor example, ECH/ERG,
schocardiogramy

10. Do you get lightteaded or fegl more shert of breatn then expected
dueing exerclse?

31. Have you hed Infections moneaucieosis {mono) within the last momth?

32, Do you have any rastes, prassure s0ras, or other skin problems?

23. Hava yol had 2 herpesar MREA skin infaction?

34. Have you ever had & head injury or concusslon’?

35. Have you over had 2 hit or blow o the head that caused confustan,
prolunged headache, or memary prodlams?

36. [t you have & history of seizwve disorder?

37. Do you have headaches with exercige?

38. Have yoi: sver had numbness, ngling, or wealness i yoor anms or
Teggs aftar baing hit or flling?

39, Heve you sver bean unsble to move your arms or legs after belng hit
or falling?

4D. Have you ever hecona I whife exercising in the heat?

41, Do you yet frequent mussle cramps when axercising?

1. Have you ever hiac an unexplained sgizure?

Do you oF 30Reene In your family heve sickde cefl kalt or disease?

12. Do you get mors tiver! aF shart of kreath moze quickly than your fnsnﬂs
during exan:[sa?

1 3 Has any famn[y memhar ar relatlve died of hearf prulshems or had an
unexpected or unexplained sudien death before age 50 (nchuding
firtrvning), unidxplainad car agcident, or udtten (nfank (eath syndromey?

Have you had any prolilems with your eyes of vision?

44, Hawe you had any eve infuries?

45, Do you wear Qlagtes of contact kenses?

48. Do you waar protective eyewear, such as goggles or @ face shield?

47, B0 YOI WOITY 200Ut Your walght?

14, Doss enyane In your family have Swperirophic cardiomyopathy, Marfan
syndrom, archythmagenis ight venirichlar cardiemyapathy, (ag OT
syndrome, short OT svndrorne, Brugads syndrome, or catecholaminerglc
polysmarphlc ventricular fachyeardia?

15. Does anyonz In your family have a heart problem. pacerneker, or
Implanted defriliator?

18. Has snyone In your family had unexplained fainting, unexplainad
seIzures. nr near druwrlng’?

17, Have ynu evar had an In]urytn E] huns n-m:la, Itgament orisndon
ikt cansed you to miss n practice or a game?

15. Have you ever had any broken or fracturad bones or dislocatad jints?

19, Have you ever had an injury thet required x-rays, WAL €T scan, -
Injoctions, therapy, a brace, a cast, or crutthes?

20, Have you auer hee | siress frechure?

21, Have you ever been told fvat you have or have yav hed 2n x-ray dor pack
instadlity or afantoaxial instebility? (duwn syndrome or dwarfism)

22, Do you regulerly use a brace, orthatics, or other assiztive devics?

23. Do you hava a bong, muscle, or jolnt injury That buthers you?

24, Do sny of youw jolints becoma painful, swollan, feal warm, ar ook recf?

25. Do you have any hiskory of jivenild artiirifis or cannactive tasue dappse?

48. Are you trying 1o o has anyone recommendad fed yau gain or
losg welght?

49, Are you an a special disfor do you avold carisin fypea of fooda?

50, Have you ever had an sating disarder?

52, Have you ever hakt & menstriml perlod?

51. Do ynu heve any concems that you woudd Kke fo discuss with & docter?

53, How oki ware yor yehen you had yaur tiest rasnstrsal pesiod?

54, How inany pesints have you had In the dast ¥2 months?

Explatn "yes® answers hera

| heraby state that, i the best of my knowletige, my answers to the above questions are complete and correct

Signature of sl

Signature of perentipuardian

Dzte,

Q2070 American Academy of Family Physicians, American Acagemy of Fadiairics, American mm’;s of Sports Matficing, Arsrican Medical Spofafy for Sports Metknin, American Orisepsadic
Socialy for Sports Madicine, and American Ostscgatil Acadery of Sports Medicine. Permission fs granted to reprint for noncommarciel, educalfanal purposes with ackap wisdgment.

JEIDD

Revised 07-16
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SOUTH DAKOTA HIGH SCHOOL ACTIVITIES ASSOCIATION
ANNUAL PARENT OR GUARDIAN PERMIT

I hereby give my consent for GRADE
Name (Please Print) 2016-17 Schoo! Year

who was born at

City, Town, County, State

on to compete in SDHSAA approved athletics for High School
Date of Birth

during the 2016-2017 school year.

I/'We give our permission for our son/daughter to participate in organized high school athletics, realizing that such activity
involves the potential for injury which is inherent in all sports.

Date .20 Signed
Parent or Legal Guardian

THIS FORM MUST BE COMPLETED ANNUALLY AND MUST BE AVAILABLE FOR INSPECTION AT THE SCHOOL.

INITIAL PRE-PARTICIPATION MST@RY

SEE REVERSE SIDE FOR
HEALTH HISTORY QUESTIONNAIRE

Revised 07-16 . PHYS-1B



CONSENT FOR RELEASE OF MEDICAL INFORMATION FORM (HIPAA)

Students Name ' Date of Birth

1. I autherize the use or disclosure of the above named individual’s health information
including the Initial and Interim Pre-Participation History and Physical Exam information
pertaining to a student’s ability to participate in South Dakota High School Activities
Association sponsored activities, Such disclosure may be made by any Health Care
Provider generating or maintaining such information.

2. The information identified above may be used by or disclosed to the school nurse, athletic
trainer, coaches, medical providers and other school personnel involved in the care of this
student. )

3. This information for which I am authorizing disclosure will be used for the purpose of
determming the student’s eligibility to participate in extracurricular activities, any
limitations on such participation and any treatment needs of the student.

4. lunderstand that I have a right to revoke this authorization at any time. Iunderstand that if I
revoke this guthorization, I must do so in writing and present my written revocation to the
school administration. [understand that the revocation will not apply to information that has
already been released in response to this authorization. [understand that the revocation will
not apply to my insurance company when the law provides my insurer with the right to
contest a claim under my policy.

5. This anthorization will expire on July 1, 2017.

6. 1 understand that once the above information is disclosed, it may be redisclosed by the
recipient and the information may not be protected by federal privacy laws or regulations.

7. 1 understand authorizing the use or disclosure of the information identified above is
voluntary. However, a student’s eligibility to participate in extracurricular activities
depends on such authorization. Ineed not sign this form to ensure healthcare treatment.

Signature of Parent Date

This form must be completed annually and must be available for inspection at the school

Revised 07-16 "PHYS -#5



SOUTH DAKOTA HIGH SCHOOL ACTIVITIES ASSOCIATION
ANNUAL PARENT AND STUDENT CONSENT FORM

School Year: 2016-2017 Name of High School:
Name of Student:
Date of Birth: Place of Birth:

The Parent and Student hereby:

1. Understand and agree that participation in SDHSAA sponsored activities is voluntary on the
part of the student and is considered a privilege.

2. Understand and agree that (a) by this Consent Form the SDHSAA has provided notification
to the parent and student of the existence of potential dangers associated with athletic
participation; (b) participation in any athletic activity may involve injury of some type; (c)
the severity of such injuries can range from minor cuts, bruises, sprains, and muscle strains
to more serious injuries such as injuries to the body’s bones, joints, ligaments, tendons, or
muscles. Catastrophic injuries to the head, neck and spinal cord and concussions may also
occur. On rare occasions, injuries so severe as to result in total disability, paralysis and
death; and (d) even with the best coaching, use of the best protectwe equipment, and strict
observance of rules, injuries are still a possibility.

3. Consent and agree to participation of the student in SDHSAA activities subject to all
SDHSAA bylaws and rules interpretations for participation in SDHSAA sponsored
activities, and the activities rules of the SDHSA_A member school for which the student is
participating; and

4, Consent and agree that personally identifiable directory information may be disclosed about
the student as a result of his/her participation in SDHSAA sponsored activities. Such
directory information may include, but is not limited to, the student’s photograph, name,
grade level, height, weight, and participation in officially recognized activities and sports. If
I do not wish to have any or all such information disclosed, I must notfy the above
mentioned high school, in writing, of our refusal to allew disclosure of any or all such
information priov to the studenr’s participation in sponsored activities.

I acknowledge that [ have read paragraphs one (1) through four (4) above, understand and agree to

the terms thereof, including the warning of potential risk of injury inherent in participating in
activities, :

DATED thig day of , 20

Name of Student {Print Name) Student Signature

I am the student’s parent/guardian. I acknowledge that I have read paragraphs (1) through (4)
above, nnderstand and agree to the terms thereof, including the warning of potential risk of injury
inherent in participation in  athletic activities. I hereby give my permission for
" (student’s name) to practice aJ:ld compete for the above named
high school in activities approved by the SDHSAA,

DATED this day of , 20

Parent/Guardian (Print Name) Parent/Guardian Signature

THIS FORM MUST BE COMPLETED ANNUALLY AND MUST BE AVAILABLE FOR
INSPECTION AT THE SCHOOL

Revised 07-16 ‘ | - PHYS -# 4



CONCUSSION FACT SHEET FOR PARENTS

Whai is & concussion?

A concussion is a brain injury. Concussions are cansed by a bump, blow, or jolt to the head or body. Even or
what seems to be a mild bump or blow to the head can be serious.

What are the signs and symptoms?

You can’t see 2 concussion, Signs and symptoms of concussion can show up right after the injury or may not
appear or be noticed until days after the injury. If your teen reports, one or more symptoms of concussion
listed below, or if you notice the symptoms yourself, keep your teen out of play and seek medical attention

right away.

Signs Observed By Parents or Guardians

Symptoma Reporied by Athlete

¢ Appears dared or stunned

¢ Iscenfused about assignment or position
e Forgets an instruction

e |sunsure of game, score, or opponent

o Moves clumsily

¢ Answers questions slowly

e Loses consciousness (even briefly)

¢  Shows moad, behavior, or persanality

Headache or “pressure” in head
Nausea or vomiting

Balance problems or dizziness

Double or blurry vision

Sensitivity to light or noise

Feeling sluggish, hazy, foggy, or grogay
Concentration or memory probiems
Confusion

changes e Justnot “feeling right” or is “feeling down”
o Can’trecall events prior to hit or fall
s ‘Can’t recall events after hit or fall

How can you help your teen prevent a concussion?
Every spoxt is different, but there are steps your teens can take to protect themselves from concussion and other
injuries.
e Make sure they wear the right protective equipment Tor their activity. It should fit properly, be well
maintained, and be worn consistently and correctly.
s  Ensure that thay follow their coaches’ rules for safety and the rules of the sport
e  Encourage them to practice good sportsmanship at all times,

What should you do if you think your teen has ¢ concussion?
1. Keep your teen out of play. if your teen has a concussion, her/his brain needs time to heal, Don't et
‘your teen return to play the day of the injury and until a health care professional, experienced in
evaluating for concussion, says your teen is symptom-free and it's OK to return to play. A repeat
“concussion that occurs before the brain recovers from the first ~ usually within a short period of time
{hours, days, or weeks) — can slow recovery or increase the likelihoed of having long-term problems. In
rare cases, repeat concussions can result in edema (brain swelling), permanent brain damage, and even
death. :
2. Seek medical attention right away. A health care professional experienced in evaluating for concussion
wili be able to decide how serious the concussion is and when it is safe for your teen to return to sports,
3. Teach your teen that #'s not smart to play with a concussion. Rest is key after a roncussion.
Sometimes athietes wrongly believe that it shows strength and courage to play injured. Discourage
others from pressuring injured athletes to play. Don't let your teen convince you that s/he’s “just fine”.
4. Tell all of your teen’s coaches and the student’s school nurse about ANY concussion. Coaches, school
nurses, and other school staff should know if vour teen has ever had a concussion, Your teen may need
to fimit activities while s/he is recovering from a concussion. Things such as studying, driving, working on
a computer, playing video games, of exercisi_ng fmay CAuse CONCUSSKN symptoms to reappear or get
werse. Talk to your health care professional, as well as your teen's coaches, schoo! nurse, and teachers.
If needed, they can help adjust your teen’s school activities during her/his recovery. - '

ParenUGuardian‘s Name (Please print) ' Date ,20

Parent/Guardian’s Signature Date , 20

THIS FORM MUST BE SIGNED ANNUALLY AND MUST BE AVAILABLE FOR
INSPECTION AT THE SCHOOL

Revised 07-16 PHYS -#8



CONCUSSION FACT SHEET FOR ATHLETES

What is a concussion?
A concussion is a brain injury that:

= Is caused by a bump, blow, or jolt to the head or body

o Can change the way your brain normally works

e  Can occur during practices or games in any sport or recreational activity

o  Can happen even if you haven’t been knocked out

e  Can be serious even if you've just been “dinged” or “had you'r bell rung” i
All concussions are serious. A concussion can affect your ability to do schoolwork and other activities (such ag playing

video games, working on a computer, studying, driving, or exercising). Most people with 2 concnssion get better, but it
is important to give your brain time to heal.

What ave the symptoms of a concussion?
You can't see a concussion, but you might notice one or more of the symptoms listed below or that you “don’t feel
right” soon after, a few days after, or even weeks after the injury.
s  Headache or “pressure” in head
o Nausea or vomiting
¢ Balance problems or dizziness
e Double or blurry vision
e Bothered by light or noise
o  Feeling sluggish, hazy, fogay, or groggy
e Difficulty paying atiention
a  Memory prablems
e Confusion

What should I do if I think I have a concussion?

¢ Tell your coaches and your parents. Never ignore a bump or blow to the head even if you feel fine. Also, tell
your coach right away if you think you have a concussion or if one of your teammates might have a
concussion,

e  Get a medical chack-up. A doctor or other healih care professmna] can tell if you have a concussion and
when it is OK to return to play.

«  Give yourself time to get better. If you have a concussion, your brain needs time to heal, While your brain is
still bealing, you are much more likely to have another eoncussion. Repeat concussions can increase the time
it takes for you te recover and may cause more damage to your brain. [t is important to rest and not return
to play until you get the OK from your health care professional that you are symptom-free.

How can I prevent a concussion?
Every sport is different, but there are steps you can take to protect yonrself.
e Use the proper sports equipment, mcludmg personal protective equipment, In order for eguipment to
protect you, it must be;
- Theright equipment for the game, position, or activity
- Worn correctly and the correct size and fit
- Used every time you play or practice
¢  Follow you coach’s rules for safety and the rules of the sport
e  Practice good sportsmanship at all times

It’s better to miss one g'am'e than the whole season.

Stdent’s Name (please print) _ Date:
Student’s Signature: ' : Date:
Parent/Guardian’s Signature: Daie:

THIS FORM MUST BE SIGNED ANNUALLY AND MUST BE AVAILABLE FOR
INSPECTION AT THE SCHOOL

Revised 07-16 : PHYS-#7



This is the form that the South Daketa High School Activities Association recommends to
those member schools that feel it is important ¢o get consent from parents and/or legal
guardians for medical treatment when away from home on road trips for various activities.

This form should be kept on file at the school and another copy should travel with each team
on which the athlete competes.

CONSENT FOR MEDICAL TREATMENT

[ am the PLEASE CIRCLE ONE Mother Father Legal Guardian of

, who participates in co-curricular activities for

High School. 1 hereby consenf to any medical

services that may be required while said child is under the supervision of an employee of the

School District while on a school-sponsored activity and hereby
appoint said employee to act on behalf in securing necessary medical services from any duly
licensed medical provider, -

Dated this day of , 20

- Parent(s)/Legal Guardian Signature:

CONSENT OF CHILD

I, ' , have read the above Consent For Medical Treatment

Form signed by my (PLEASE CIRCLE ONE) Mother Father Legal Guardian and join with
(PLEASE CIRCLE ONE) him her inthe consent.

 Dated this _ day of .20

student's Signature:

Revised 87-16 : PHYS -#3



