Central Registration Office Mrs. Charisse Jones

Fe o mae e s —m e n i e e e o

331 Levis Drive ~ Central Registrar

Mount Holly, NJ 08060

NEW STUDENT REGISTRATION
F.W. HOLBEIN MIDDLE SCHOOL
GRADES 5th - 8th

Go to our wehsite www.mtholly.k12.nj.us & click on Central Registration
Page & Pre-Reglster your Student/s

Please camplete and bring with you the attached forms along with the listed doecuments below
+ You will bring completed packet forms with you to your scheduled

appointment
Documents to bring In with yourreglstration packet;

1, Original Birth Certificate

2. Proaof of residency {(Deed or mortgage statement, tax bill, lease {if you rent}
Piease provide 2 documents from the list below:
o utility bllls, Cable, phane, electric ete,
. o Voter registration, licenses, permits, bank statement etc,
o Documents issues by a governmental entity

3. Up to Date Immunization Records

4. Physical Examination Record

5. Transfer Card from last school attended
8. Last Report Card

7. Achievement Test Scores

8, Child Study Team Documents (if applies)

PLEASE NOTE: YOUR CHILD WILL NOT BE FULLY REGISTERED UNTIL YOU
COMPLETE ALL STEPS AS INDICATED ABOVE.

Phone! 609-267- 7108 Fax: 609-702-9082 Email: cjones@mtholly.kl2.nj.us




Student Registration Questionnaire

- School Year

Date:

Student Name:

Please answer the following questions relating to prior/present schooling:

1. Please list the name and address of the most recent school your child attended.

Does your child have an TEP for Special Education? Or a 504 Plan?

Has your child ever been retained in school? If so, what grade level(s)?

Has your child previously attended Mount Holly Township School District?

m:p.um

If applicable, please list any siblings that are enrolled in Mount Holly Township Schools:

For children born in another country outside of the United States, please auswer the following:

IF your child was born outside of the United States, what was his/her first date of entry into the US?
AND what was your child’s first date he/she was enrolled in school in the US?

Please answer the following questions relating to residency:

1. Who has primary custody of your child? (check one)  Both Mom and Dad Mam Dad

Other (please list relationship)

If other, you mnust provide custody docunents
2. Do you own your home?

3. Doyourent?
4, Are you living temporarily with family or friends? If yes, you will need to complete a yesidency

affidavit.

Printed name of Parent or Guardian Signature of Parent or Guardian



Mount Holly Township School District
531 Levis Dyive, Mount Holly, NJ 08060
STUDENT REGISTRATION PACKET

Date
Name of Person Enrolling Student

Relationship to Studant

Pritnary Langtage(s) you Speal

STUDENT RESIDENCE INFORMATION

Student Name (Flrst, Middle, Last)

Street Address/apt i

Clty, Stafe, Zip

How long has student lived at thls address? Year; © Months

Does the student reside in any other residence? Yes D No |:|

* If yes, please list other address, ‘

When does the student reslde there?

IDO you have any prasent Intention of mqulng from this/these address{es)? Yes D No D
if ves, when do you plan to move? .

Where do you plan to mave?

Domicile is the place where a person llves In his or her flxed, permanent home. This home must be the place
to which he or she intends to return when he or she goes away, and from which he or she has no Intention of
moving. A person can have only one “domicile” at a time, aven If he or she may have more than ohe
residence, ' '

| hereby swear that the student Is domiciled within the Mt. Holly Township School District, and | will assume
all personal obligations for the student relatlve to school requlrements.

{ further understand that falslfying residence Information will result in my financial responslbllity for
district expenses up to and Including tuition calculated for each day of the student’s Ineligible attendance
withln the distrlct based on an annual tuition rate determined by the district.

Printed Name Date

Signature



STUDENT REGISTRATION PACKET

STUDENT PERSONAL INFORMATION
Date of Birth

Current Age of Student

Gender

Blrth City

Birth State

Blrth County

Prmary Language Spoken In Student's Home

Ethnicity select If other, please specify
15 this Student in Need of Child Study Team Services?  Yes D No D

Yes If yes, please explaln

Has this student attended school outside of the US,?  Yes D No D

If yes, when did the student first attend a school in the U5,

Has this student ever previously attended school In the Mount Holly Twp, School District?  Yes D No D
If ves, what school? Sclect One

Grades Attended

Years Attended

Has this studer;t ever attended school in any other school Distrlct? Yes D Mo D

If yes, what school?

Grades Attended

Years Attended



STUDENT REGISTRATION PACKET

STUDENT SIBLING(S) Please list all Name

Name ({Flrst, Mlddle, Last)
Address {Number, Street, City, State, ZIp)

Date of Blrth

Name (First, Middle, Last)
Address (Number, Street, City, State, Zip)

Date of Birth

Name (Firsp Middle, Last}
Address {Number, Street, Clty, State, ZIp)

Date of Blrth

Name (First, Mlddle, Last)
Address {Number, Street, City, State, ZIp)

Date of Blrt_h

Name {First, Middle, Last).
Address (Number, Street, City, State, Zip)

Date of Birth



STUDENT REGISTRATION PACKET

MOTHER OF STUDENT

Name {First, Middie, Last)

Address/Apt. i

Clty, State, Zlp
Emall Address
Home Phone {5 this the preferred number?  Yes D No L__l
‘Cell Phone Is this the preferred number?  Yes D No D

Date of Birth
-Place of Birth

If deceased, what year?

ra e e melm— = or e mea s - S PSR e e et e e e st

FATHER OF STUDENT

Name (Flrst, Midd!e, Last)
Address/Apt. #
City, State, ZIp

Emall Address

Home Phone "5 this the preferred number?  Yes D No E]
Cell Phone Is this the preferred number?  Yes D No D
Date of Blrth | -
Place of Birth

If deceased, what year?



STUDENT REGISTRATION PACKET

LEGA| GUARDIAN OF STUDENT, {if apyljcable}
Nama (First, Middle, Last)

Address/Apt,

Clty, State, Zlp

Email Address

Home Phone _ Is this the preferred number?  Yes D No EI

Cell Phone Is this the preferred number?  Yes D No I:] -
| Date of Blrth -

Place of Blrth

i deceased, what year?

i e s L pe— — T A et beA e ent aran b ab mkrangn g et o e b b s SS R SR

PARENTS/LEGAL GUARDIANS/OTHER PERSON HAVING CUSTODY AND CONTROL OF STUDENT INFORMATION

th has legal custody of the student? Select One

- If other, please explaln

Does the student reslde with an adult other than the parent?  Yes D Ne l:l

!f yes, please explain

Does that person have legal control of the student, elther thraugh a custody order or legal guardianship?

Yes |:| No D

(Al legal guardians are required to provide original court credentials from a United States Court with the or}'glnal court
seal and slgnature of a judge.}



STUDENT REGISTRATION PACKET

EMERGENCY CONTACT #1 {Not parent)

Name
Address
Home Phone
Cell Phane

Relatlonship to Student

EMERGENCY CONTACT #2 {Not parent)

Name
Address
Home Phone
Cel! Phone

Relattonship to Student

EMERGENGY CONTACT #3 {Not parent}

Name

Address

Home Phone

Cell Phone
Relatlonship to Student

EMERGENCY CONTACT #4 (Not parent)

Name
Adilress
Home Phone
Cell F;hnne

Relationshlp to Student

Send iall
Send Call Out
Allow Portal Aceess

Send Mall
Send Call Cut

Allow Portal Access

Send Mall
Send Cali Out
Allow Portal Access

Send Mall
Send Call Out
Allow Portal Access

YesD No D
Yes[ ] No[]
Yes["] Mo}

Yes[] Nol]
Yes[ ] No[]
Yes[ ] No[ ]

Ye_s% No[]

Yes Ne[]
Yes[ | No[}

Yes[ ] No[T]
ves[ ] No[ )
Yes[_] No[]



MNEW JERSEY DATA COLLECTION INFORMATION
Do you have health insurance Yes |:| No l:]

Ilyas, please list Insurance provider:

IF no, NI FamilyCare provides free or low cost health Insurance for uninsured children and certain Jow Income parents,

For more Informatlon, visit wiww,n|famllycare.org to apply online or calf 1-800-701-0710,

You may release my name and address to the NJFamllyCare Program to contact me about health insurance Yes D

All Informatlon  provided on these pages |s tru and correct to the best of my knowledge, There Is no deliberate
omisslon, concealment, or falsificatlon of relevant facts.

Printed Name Data

Slgnatura

Sworn and subscribed to me on

this day of , 20

Slgnatuye of Notary Public
Affix Stamp Here

NOD



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS

Central Regishration Office
331 Levis Drive, Mount Hally, NJ 08060

Mrs, Charisse Jones, Central Registrar Tal; (609} 267- 7108

Date:

To:

Fax:

,,;

Phone?

The following student has registered Into the Mount Holly Township Public Scheol District,

STUDENT’'S NAME GRADE DATE OF BIRTH

Please forward all academic and health records, standardized test scores as saon as possible to:

John Bralnerd School Gertrude C. Folwell School F‘IW‘ :riolbein :\!Iiddile
100 Wollner Drive Mount 455 Jacksonville Road rS\‘,: 1oot 33?1 Le:us (%r{);f(:l
Holly, NJ 08060 Phone: ' Mount Holly, N} 08060 Phoun- ﬁ?::sv'zm 7200
1609} 267. 3600 Phone: {609) 267- 0071 F"‘:{?'ﬁ{ 09) )70 A
Fax: (609) 702-0569 Fax: (609) 267-0062 c]oni:s.@f)mthoil K2.0).u8
cJones@mtholly.k12,n).us clones@mtholly.k12.nj.us y-deal.

All Special £ducation Records Mailed to:
CST Offlce
331 Levis Drive
Mount Holly, t4) 08060
. Phone: (609) 267-7108
Fax: (609} 702-9082
tlasala@mtholly.k12.n).us

l, , do hereby request the release of all schoo! records to Mount Holly Township
Public Schools, I hereby attest that | have legal authority to request the release of these vecords.

Signature of Parent f Guardian . Date

Printed Name of Parent / Guardian : Relationship to Student




MOUNT HOLLY TOWNSHIP SCHOOLS
MOUNT HOLLY, NEW JERSEY

CENTRAL REGISTRATION AFFIDAVIT

Re:
Student's Name

{ , have been informed by the Mount Holly Township
School District Central Registration Office lhat T can only register students in this district if Tam
the parent and/or legal guardian of the above student,

Signing this form implies that Thave stated to Registration Officiais that I am the current pavent
and/or legal guardian of and that [ am aware that I am
being allowed to yegister under that assumption, and that this registration can and will be
terminated if this fact is found to be untiue at any time, and that if there is a change of
guardianship, [mustreport it to this office immediately.

[ am aware that any person who makes a false statement or permits false statements to be made
conceriling residence for the purpose of allowing non-resident students to attend Mount Holly
Township Schools, commiis a disorderly persons offense pursuant fo N.I, 18A138-1,

_ I hereby authorize the Mount Holly Township School District to investigate and canfinm any and
all statemenis by me in this affidavit. .

Signature of Aduit Registering Studeni) Dale

Sworn to and subscribed Before me this day of , 20,

{Slgnature of Notary)




Medicaid Annual Notification
Regarding Parental Consant

Backgrnund: The State of New Jersey has parliclpated In & Federal program, Speclal Education
Medlcaid Inftiative (SEMI), since 1994, The program asslsts school districts by providing partlat

[elmburSement for medically-related services Hsted on a student's Individualized Educational Program
IEP). .

The SEMI program Is under the auspices of the New Jersey Department of the Treasury lhroth its

collaboration with the New Jersey Department of Education and New Jersey Division of Medicald
Assistance and Health Services,

In 2013, the regulations regarding Medicald parental consent for school-based services changed, Now
the ragulations requlre that, prlor to accessing a child's public benefits or insurance for the first time,

and annually thereafter, school districts must provide parents/guardlans wiitten notlflcation and obtaln
a one-time parental consent. -

Is thare a cost to you? :
No, IEP services are provided to students while at schoo! at no cost fo the parent/guardian.

Wil SEMI claiming impact your family’s Medlcald benefits?

The SEMI program does not [mpact a family's Medicald services, funds, or coverage. limits. New
Jersey operates the school-based services program differently than the family's Medloald program.
The SEMI program doas not affact your family's Medicald bensfits In any way.

What type of services does the School-Basad Services pragram cover?

+ Evaluations » Psychological Counsellng
+ Speech Therapy » Audlology '

* Oceupatlenal Therapy * Nursing .

* Physical Therapy » Speclallzed Transportation

What type of information about your chilfd wifl be shared?

in arder to submit claims for SEMI reimbursement, the following types of racords may be required: flrst
name, last namo, middle name, address, date of birth, student [D, Medicald ID, disabliity, service
dates and the type of services dellvered, -

Who wili see this information?

information about your chiid's speclal educalion program may be shared with the New Jersey Division

of Medicald Asslstance and Health Services and ls afflliates, including the Department of the Treasury
and the Department of Education for the purpose of verifying Medicald eligibility and submitting claims.

What if you change your mind?

You have the right fo withdraw consent to aliow for Medicaid bllling at any time. If you would like to
revoke consent, please contact the school in which your chifd-is enrolled In wilting. |

Wil your consent or refusal to consent affect your child'sservices?
No. Your school disirict Is still required to provide services to your chlld pursuant to his or ber IEP,
regardless of your Medlcald efigibllity status or your willingness to consent for SEM| billing.

What if you have questions? ‘

Please call your school districf's Special Education depattment with questions or concerns, o to
obtaln a copy of the parental consent form. :



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS

Special Services Office
331 Levis Dtive, Mount Holly, NJ 08060

"Fel: (509) 267-7108
ext, 7H05, 7118
Pax: (609) 267-6460

Special Education Medicaid Initiative (SEM!) Parental Consent Form

Our school district Is particlpating In the Speclal Education Medlcald Initiative (SEMI) program that
allows school distilets to biil Medicald for services that are provided 1o students.,

in accordance with-the Family Educaiional Rlghts and Privacy Act, 34 CFR §98.30 and Section 617 of

the IDEA Part B, consant requlrements In 34 CFR §300.822 requlre a one-time consent before -
accessing public benefits.

This consent establishes that your child's persanally [dentiflable Informatton, such as student records
or Information about services provided to your chiid, Includlng svalualions and services as specified in
my child's Individualized Education Program (IEP) (occupational therapy, physical therapy, speech’
therapy, psychologlcal counseling, audiology, nursing and speclalized transportation,} may be
disclosed to-Medicald and the Departmsnt of the Treasury for the purpose of receiving Medicaid
reimbursement at the school distrlct.

As parentiguardian of the child named below, | give permission to disclose Informatlon as desorlbed
above and | understand and agree that Medicaid may access my chlld's or my public beneflts or publie
Insurance lo pay for special education or related sarvices under Part 300 (services under the IDEA).

1 understand that the school distrlct is stlil required to provide services to my child pursuant to his or

her SEP, regardless of my Medicald eligibilily stalus or willlngness to consent for SEM! billing.

" funderstand that billing for these services by the district does not impact my ability to access these

sarvices for my child outside of the school setting, nor will any cost be incurred by my farnily including
co-pays, deductibles, loss of eflgibllity or impact on lifetime benefits,

Child's Name:

Child's Date of Birth: f {

Parent/Guardian:

Date; / g)

i give consent fo blll for SEMI;  Yes [J  Ne [

This consent can be revoked at any time by contactlng your child's Case Manager, or the
administrator at your chlld's school, in willing.



Mount Huolly Township Schools

Home Language Suxvey*
Pavent/Guardisn Language Questionnaire

Name Of Sludent;

Agto!
[first) fmiddle] {last}

Data of School Entrance

Person comploling the survey: [ ] Mother [ }Father. [ ]Grandparent
) { 1Guardlan [ ] Other

Direclions: Check or wiite In the corect response for each of Ihe followlng questions about your child,
1. Whal Ianguaga did the child laarn when hefshe flrst began 1o tall?
Engllsh

Other [specify]

2. What language does the family spesk at home mosi of the lime?

English Other [specliy]

3. What language does tha parent [guardian] speal to the child most of the time?
English Other [speclfy]

4, What language does the child speak to histher parani [guardian} most of the time?

Engllsh Other [speclfy]

6. Whal iashguage doas ihe child speak 1o her/her brothars and sisters mosl of the time?

Engilsh Other [spachiy]

6. What language does the ohilid speak lo hisfher friends most of the tme?
English Other [spacify]

7. Inwhich language do you wish to receive school communicatlon?

English Other [spacliy]

Signature; ' Date;
[person completing the survey]

New Jersoy Depariment of Educallon



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS-MOUNT HOLLY, NJ

Student’s NMame

DOB:

Home Address:

HEALTH OFFICE INFORMATION FORM

Grade:

Parent/Guardian's Name;

Student’s Dendist:

Dentisi’s Phone:

Date of Inst Dental Exany:

Student’s Physician:

Date of lagl physical:

If illness, please explain;

Physician’s Phone:

Purpose; BRoutlno Dﬂlness

Date of last Vision Bxam:

Is student currently under a physician's eave?  Yes

NUD

T the pugt, has your child had any health problems in the following areas?

Asthmu;

Allergies (Specify):

Hives/Bee sting reactions:

| Epi-Pen: DYES DNO |
Epi-Fen: Q YES D_NO

__Arthritls

___Asthma

. Cancer
___Concussion/Head injury
___Constipation/Diarrhea
. Cystic Fibrosis

___ Dlabetes

_ Far Tubes Inserted
____Eczema/Dermatltis
___Epllepsy/selzures
____Faintlng

___ Fractures

___Headaches, frequent
____Hearlpg Ald/other device
__Hearing Problem

__ Heart Disease
___Hemophilla
___Hepatitls

__ Kidney Disorders
—_Meningitls
___Mononucleosis
__Neurologlcal Disorders
__ Orthopedic Problems’
__ Slekle Celt

'___Vision Problem

___ Skin Problems

___ Sleep Problems

__Sore Throat Freguent

__ Speech Issues
___Stomachaches, Frequent
___Surgery/Hospitalizatlon
__ Tonslllectomy

___ Glasses Contacts
___Color Blindness

Plense list delalls ny needed if checking any of the above:

Plense list any illnesses within the ast 12 months;

SIGNATURE OF PARENTIGUARDIAN:

Dale;

Wiltton consenl required pursuant fo 20 U.S.C. § 1232 g{b)(1) and 34 C.F.R, 89,30{b),

Pago 1 of 2




MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS
MEDICAL PERMISSION FOR HEALTH SERVICES

HEALTH OFFICE INFORMATION FORM (Paga 2)

Student’s Last Name | Figst Name

Docs this child have any health insurance including NJ Family Care/Medicaid, Medicare, private or other?

I:INn: My child does not have health insurance. You may release my name and address to the NJ Family Care
Program fo contact me abont healil insurance, NI FuinilyCare provides [ree or low cost heaith insurance for uninsured

children and cestain low income parents, For, move informatien call 300-701-0710 or visit WWW.njfamilycare.ocg to
~y anline,

Ves: My child has health insurance (Please indicate insurance company below)

Name of child’s health ingurance company:

f understand that relevant information regarding my child’s health may be shared with appropriate school
personnel and sther health cnye providers necessary.

In case of emergency, illness ar accident the school is authorized to proceed as indicated on the District’s
Envollment/Emergency Procedure Form

[ hersby pive permission for my child to veceive the following modical-attention as part of the sehaol health prograny:

1. Height, weight, and bloed pressure sereening anvualfy.
2. Vision/hearing scrcening avery other year, .
3 Tunderstand that each studeat must have a physical examination ypon entry into the Mount Holly

Township School District, This examination must be done no move than 365 days prior to entry and must
state what, if any, modifications are required for full participation in the school program, [f a physical has
not been done 365 days prior to entiy to schaol, one must be done within 90 days of registvation.
4, 1 understand the importance of obtaining subsequent examinations al least once during each of the

student’s developiment stages Hrough my home physician:

Barly childhoad {pre-school through grade 3)

Pre-adolescence (grades 4 throngh 6)

Adolescence {grades 7 through 12)

S I undorstand that scoliosis screening will be done by the school nurse on all students ages 10 to 18 bi-
annually, Scoliosis is a lateral curve of the spine, most commonly found during the adolescent-growth
period. . '

6. { have received information regarding the NJ Family Care Progsam for stadents who are iknowingly

without medical covernge.

If your child will need (o take medication in school (i.c. Tylenol, Adderall, inhalers, cle.) please contact the nurse's office
for the medication permission form. Students are not permitted to carry medication with them,

In wmost cases of exlreme emergency the student will be (aken to Virtua Hospital/Mount Holly via the emorgency squad,

I understand that the relevant informalion regarding my child’s health may be shared with appropriate school porsonnel
and other health care providers as necessary,

SIGNATURE OF PARENT/GUARDIAN: Dale;

Pagjo 2ol 2



This form should be maintained by the healthcare provider completing the physical exam (medical home), It should not be shared with
schools, The medical eligibility form is the only form that should be submitted to a school, The physical exam must be completed by a
healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the Student-Athlete
Cardiac Assessment Professional Development module hosted by the New Jersey Department of Education,

B PREPARTICIPATION PHYSICAL EVALUATION {Interim Guidance)
HISTORY FORM

Note: Complete and sign this form {with your parenis if younger than 18) before your appointment.

Name: Date of birth;
Date of examination: Sporl{s):
Sex assigned ot birth {F, M, or intersex): How do you identify your gender? (F, M, non-binary, or another gender):

Have you had COVID-192 {check onel: Y ON

Have you been immunized for COVID-192 [check one): OY ON Il yes, have you had: 00 One shot 1 Two shots
0 Three shots 0 Booster date(s}

List past and current medical conditions.

Have you ever had surgery? Ifyes, list ali past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional}.

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Yersion 4 {PHG-4)
Over the lust 2 weeks, how offen have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able fo stop or control worrying 0 ] 2 3
Little interest or pleasure in doing things 0 ] 2 3
Feeling down, depressed, or hopeless 0 ] 2 3

[A sum of 23 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes. )

 GENERAL GUESTION

xploin "Ys" answers a the end of i - (CONTINUED] e
: guestions if you don't kngiw the answer.. - 9. Do you get light-headed or feel shorler of brealh
1. Do you have any concerns thal you would like to than your Friends during exercise?

discuss with your provider?

- - 10. Heve you ever had a seizure?
2. Has a provider ever denied or restricted your _

parlicipation in sports for any reason?

3. Deyov have any ongoing medical issues or recent 11. Has any family member or relative died of
illness2 heart problems or had an unexpecied or

unexplained sudden death before age 35

= years (including drowning or unexpldained car
4‘ HQVB )’OU ever pussed oui or nearly pCISSBCI out Crush]?

during or affer exercise?

12. Does anyone in your family have o genetic
heart preblem such as hypertrophic cardio-
myopathy {HCM), Marfan syndrome, arrhyth-

6. Does your heart ever race, flutier in your chest, mogenic right venirieular cardiomyopathy

or skip beats {irregular beats} during exercise? {ARVC), long QT syndrome (LQTS), short QT
syndrome (SQTS), Brugada syndrome, or
catecholaminergic polymarphic ventricular
lachycardia (CPYT)?

5. Have you ever had discomforl, pain, fightness,
or pressure in your chest during exercise?

7. Has a declor ever jold you that you hove any
heart prob|em5?

8. Has a doclor ever requesled a test for your

hear? For example, e|eclroc0rdiograph)f {ECG} 13. Has anyone in your fami|y had o pclcernul(er
or echocardiography. or an implanted defibrillator before age 35%




 BONE AND JOINT QUESTIONS -

" MEDICAL QUESTIONS (CONTINUED)

14. Have you ever had a stress fracture or an injury to a 25. Do you worry about your weight?
bone, mi:uscle, ||gun:|ent, joint, or lendon that caused 26. Are you trying fo or has anyone recommended that
you o miss o praclice or game? you gain or lose weight?

15. Do you have a bone, muscle, ligament, or joint 27. Areyou on a special diet or do you avoid cerlain
injury that bothers you? types of foods or food groups? '

MEDICAL GUESTIONS.

28. Have you ever had an eating disorder?

. Do you cough, wheeze, or have difficulty breathing MENSTRUALQUESH
during or after exercise? 29. Have you ever had a menstrual period?
17. Are you missing a kidney, an eye, a festicle, your 30. How old were you when you had your first menstrual
spleen, or any other organ? period?
18. Do you have groin or testicle pain or a painful bulge 31. When was your most recent menstrual period?
or hernia in the groin area? 32. How many periods have you had in the past 12
19. Do you have any recurring skin rashes or months?
rashes that come and go, including herpes or e
methicillin-resistant Staphylococeus aureus (MRSAJ Explain “Yes” answers here.

20. Have you had a cancussion or head injury that
Ctlused COnfUSiOn, Lo ] pro'ongecl hEadUCI’IE, or
memory problems?

21. Have you aver had numbness, had tingling, had
weakness in your arms or legs, or been unable lo
move your arms or legs after being hit or falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family
have sickle cell trait or disease?

24. Have you ever had or do you have any prob|em5
with your eyes or vision?

| hereby state that, to the best of my knowledge, my answers to the questions on this form are complete
and correct.

Signature of athlete:

Signature of parent or guardicn:

Date:

© 2023 Americon Academy of Family Physicians, American Academy of Pediairics, American College of Sports Medicine, American Medical Society for Sporis Medicine,
American Crihopoedic Saciety for Sports Medicine, and American Osleopathic Academy of Sports Medicine, Permission is granted to reprint for noncommercial, educa-
fional purposes with acknowledgment,



"This form should be maintained by the healthcare provider completing the physical exam {medical home). It should not be shared
with schools, The medical eligibility formn is the only form that should be submitied to a school, The physical exam must be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the
Student - Athlete Cardiac Assessment Professional Development module Hosted by the New Jersey Department of Education.

B PREPARTICIPATION PHYSICAL EVALUATlON {Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additionul questions on more-sansitive issues,

Do you feel siressed out or under a lot of pressure?

Do you ever feel sad, hopeless, depressed, or anxious?

Do you feel safe at your home or residence?

Have you ever tried cigareties, e-cigareties, chewing tobacco, snuff, or dip?

During the past 30 days, did you use chewing fobaceo, snuff, or dip?

Do you drink alcohol or use any other drugs?

Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
Have you ever laken any supplements 1o help you gain or lose weight or improve your perfermance?
Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symploms {Q4-Q1 3 of History Form).

& % & & & & & 8 B

Hg: Weight:

BP: / { /7 1 Pulse: Vision: R 20/
- €0 ACCINE
Previously received COVID-19 vaceine: OY DN
Administered COVID-19 vaccine at thisvisit 1Y OMN  Wyes: £ First dose O Second dose [ Third dose £ Booster datels)

L/ Correcled' oy o

Appearance

*+ Marfan stigmeda (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral volve prolapse [MVYP], and aortic insufficiency}

Eyes, ears, nose, and throat

+  Pupils equel

* Hearing

Lymph nodes

Heart
»  Murmurs [ausculiation standing, auscullation supine, and * Valsalva maneuver)

Lungs
Abdomen

Skin
* Harpes simplex virys {HSV1, lesions suggestive of methicillin-resistant Staphylococcus aureus {MRSA), or
tinea corporis

Back
Shaulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and loes

Functional
* Double-leg squat test, single-leg squat lest, and box drop or step drop fest

* Consider electrocardiography [ECG), echocardiography, referral to a cardiologist for abnormal cardiae history or examination findings, or o combi-
nation of thase.

Narne of health care professional {print or type}; Date:

Address: Phone:

Signature of health care professional: , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pedialrics, American College of Sporis Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osleopathic Academy of Sporis Medicine. Permission is graniad lo reprint for noncommerciol, educational purposes with
acknowledgment.



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form is the only form that should be submitted to
school, It should be kept on file with the student’s school health record.

Studens Athlete’s Name Date of Birth

Date of Exam

o Medically eligible forall sports without restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sports

o Not medically eligible pending further evaluation
o Notmedically eligible for any sports

Recommendations;

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of
the physical examination findings- are 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 physician may rescind the medical eligibility until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

Signature of physician, APN, PA Office stamp foptionaly

Address:

Name of healthcare professional {print)

[ certify | have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of
Education.

Signature of healthcare provider

Shared Health Tnformation

Allergies

Medications:

Other mformation:

Emergency Contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American Coflege of Sports Medicine, American Medical Society jor Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sporls Medicine. Permission is granted lo reprimt for noncommereial, educational
purposes with acknowledgment.

*This form has been modified to meel the statttes set forth by New Jersey.



