LAWTON C. JOHNSON
SUMMIT MIDDLE
SCHOOL

[n order to begin the registration process you need:

1. Documentation of a physical less than 365 days old
completed by a New Jersey doctor (submitted on the forms provided in this
packet).

2. A complete immunization record including:

A. 3 doses of DPT (Diphtheria, Pertussia and Tetnus) or Td
{Tetnus and Diphtheria).

If 5 years have elapsed since thé last Tetnus/Tetnus Diphtheria booster,
Tdap (Tetnus, Diphtheria and Pertussin} is required.

B. 3 doses of (0PV or IPV) Polio Vaccine.

C. 2 doses of (MMR) Measles, Mumps and Rubella Vaccine.

D. 3 doses of Hepa’gitis B Vaccine.

E. 1 does of Meningitis Vaccine.

Mantoux Testing (TB testing} is country specific. Any student transferring in
from any country listed on the back of this page Does Not have to be TB
tested. The Tuberculosis Program of the New ]ersey Department of Health
provides the list of countries annually.
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FROM THE HEALTH OFFICE

The State of New Jersey immunization requirements for entering sixth,
seventh, and eighth grade students mandate three doses of Hepatitis B
vaccine, In addition sixth graders are required to have meningitis and Tdap
immunizations. .- New students may be provisionally admitted with
documentation of the- initial Hepatitis B vaccine and evidence of an
appointment for the next. The series must be completed at the specified
intervals. A separate letter has notified incoming sixth grade students who
attended elementary school in Summit if these records are missing,

Students new to the district must also submit evidence of a physical
completed within the past year by a New Jersey practitioner. Required forms
are available in the guidance office or online at www.summit.k12.nf.us under
Athletics. '

The Middle School Cross Country and Field Hockey teams plan to start
practice the first week of school. Required forms were distributed at the
coaches meetings in June. These forms may be obtained at the Summit High
School Athletic Office, the Main Office at the Middle School or from above
website. Our school doctor must review forms before students are cleared to
participate. Please mail the completed forms to the school nurse by the first
week of August.

A note about serious nut and other allergies:

We have highly allergic children in each grade. Please read labels carefully
when selecting snack foods for advisory programs and other occasions.
~ Children who do eat foods containing peanut and other nut products are
urged to wash their hands thoroughly after touching these foods to avoid
serious ills for an allergic classmate. Thank you for reinforcing this '
information at home.

Scoliosis screening is required every two years unless parents decline in
writing. This screening is done, individually and privately, at the same time as
other routine screenings of height, weight, vision, hearing, and blood pressure.

Ms. Mary Bllen Mebonald
LCJSMS School'Nurse | '




Lawton C. Johnson Summit Middle School * 272 Morris Avenue Summit, New Jersey 07901
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‘ e§e SUMMIT PUBLIC SCHOOLS
7

Mt Damen G. Cooper, Principal
Mr. Nicholas A. Grimshaw, Assistant Principal
Mrs, Carly S. Johnson, Assistant Principal

Dear PazsnthuaIcE_an, -

In order to insure:
'A. that the learning potent{al of each student is not diminished by a remedial phymcal disability,

B. that the student is able to participate in the school program
C. znd that the school commt:mty is protected ﬁom the spread of commumcablc disease

Each student must be exa.mmed upon entryf into the school distriet. The Afinual Athletic Pre-parhupahon
Physical Examination Form (atteched) is the only set of forms that will be accepted to fulfill this requirement.
The examination must be done no more than 365 days prior to entry and must state what, if any, modifications
are required for full participation in the school program. Fach student medical examination must be condncted
by a physician licensed to practice medicine and surgery within the State of New Jersey or by a nurse
practitioner/clinical mrse specialist certified by the New Jersey Board of Nursing working in collzboration with,
a physician licensed o practice medicine and surgery within the State of New Jersey at the provider’s facility
and a full report of the examination documented on the attached form must be presented to the school.

Continuity of care by your pedla:bjcm/pnmmy health cars provider during the development of a child is en
ideal medical practice. It is during your ¢hild’s regulady scheduled health examination that histher needs for-
intervention, immumizetion snd Tuberculin testing may be addressed. The Summit Board of Education and the
State of New Jersey strongly support the importance of obtaining physical exams on the child at least once

during each of the s*tudent’s developmerrtal 5tages

* early childhood {presc};ool_ through grade 3)
* preadolescence (grades 4 through 6) ~
¥ 'adolescenw.(grad¢s 7 throngh 12)

* Tmmunization tnformation: -

Documentation of requmired immumizations ‘is ma.udaied in regulations issued by the New Jersey State
Department of Health. A STnImary | of the immumization information required to enable your child to register for
school follows: . .

Dz};ahi:herm7 Per‘msszs and Tetanus Vaccme (DPT and/or Tdap/Td/TT) - The student must havc a minfmum of

3 doses. Ome dose of Tdap is raqmred if no boosters for Tdap are noted and fve years have elapsed from the
last TD dose _ _

Palio Vaccine (OPV and/ ot IE’V) The studertt must have recefved at least 3 doses

'Measles Vaccine - The studcnt must receive two doses of measle:s vaccine, The m administered on or after

the first hlrﬂ:Lday If the stndent had the dis€ase, documented Iaboratory ewdence of measles mmty is

rcqmrﬁd_

Rubella Vaccine - 'Ihe stndent must recgive one dose of rube]la vaccine administered on or after the first
birthday. If the stodent had the d.tscasc documented laborstory evidence of rubella j Immunity is required.




Mumps Vaccine - The student must receive one dose of the mumps vaceine administers on or after the first
birthday. Ifthe student had the disease, documented Iaboratory evidence of mumps immunity is required.

Hepatitis B Vaceine - The student must have received three doses.
Meningcoccal Vaceine - The student must have received one dose.

Mantoux (tuberculin) Testing - Is required as per the specifications established by the Department of Health
and Senior Services. The Manfoux test must be accomplished less than 6 months prior to registration for
school.

Sport infermation:

Each candidate for a scheol athletic squad or team is to be examined within 365 days prior to the first practice
session. The Annual Athlefic Pre-parficipation Physical Examination Form is the only set for forms that will be
accepted to fulfill this requirement. The physical exam must be accomplished by a physician licensed to
practice medicine and surgery within the State of New Jersey or by a nurse practitioner/clinical nurse specialist
certified by the New Jersey Board of Nursing working in collaboration with a physician licensed to practice in
the State of New Jersey. A health history questionnaire will be required for each additional sport. If the athlete
has been injured documented evidence of his/ her ability to return to the sport by his/her doctor, advanced
practice nurse or clinical nurse specialist is necessary.

*A medical home as defined by the N.J. Department of Education is a health care provider (physician or
advanced practice nurse) and that provider’s practice site chosen by the student’s parent/ guardian for the
provision of health care.

Parents of student’s who do not have a medical home can utilize the services of: -
1. Private Practitioner
2. Overlook Hospital Family Practice (908-522-5700)
3. EMO-Betkeley Heights (908-464-6700)
4. The Care Station-Springfield (973-464-2273)

Immunizations may be obtained from:
Private Practitioner
Overlook Hospital Family Practice
EMO
The Care Station
Summit Board of Health (908-277-6464)
Union County Immunization Center-Elizabeth (908-965-2734 or 908-965-3868)

Sk N

*Any parent child who chooses to utilize the Union County Immunization Center must present with:
1. School referral Form,
2. Proof of the chiid’s birth, such as a birth certificate and/or passport,
3. Proof of parental/ gnardian identification,
4, Proof of residency in Union County.
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SUMMIT PUBLIC SCHOOLS

? é Lawton C. Johnson Summit Middle School * 272 Morris Avenue * Summit New Jersey 07901
Telephone: {908) 273-1190 » FAX: (908) 273-8320 * Website: www.summit.kl12.nj.us

AIHIEHCELIGBILITREQUMNTS

Congratulations on making the decision to participate in a.ﬂ:.h:‘clcsr Tobe ehglble to play, you
mmust complete the fo]lomng requirements:

1.

o

You must have a current physical dated within 365 days of the first official practice
session. Part A of the forms must be filled out by a parent or guardian and taken 1o the
physician to be reviewed at the time of the physical. The physician will then complete
Part B. These are NJ State required forms and will be the only forms accepted.

The Pemmission to Participate in Atbleﬁcs/lnmnce L:formatmn sheet must be
completed.

The athlete and the parent/guardian must sign the Consent Form, stating that you have
read the provided information about steroid testing, concussions, and sudden cardiac .
death.

Finally, a completed and signed Emergency Form must be turned in, as well.

Return all completed forms to the LCTSMS main or nurse’s office or mail them to:

Mary Ellen McDonald

Lawton C. Johnson Summit Middle School
272 Morris Avenue

Summit, NJ 07901

* Ifyour physical cannot be schednled until after the retmrn datp; Please retarn 2ll
other forms, with the exception of Parts A and B, ahead of time.

DO NOT DELAY RETURNING THESE FORMS. THE SCHOOQL PHYSICIAN MUST
REVIEW THEM BEFORE YOU WILL BE CLEARED TO PARTICIPATE!

* We understand that insurance companies will only allow one physical within 365
days. Some companies will waive that policy if you contact them and explain the
" time constrainis. Please make every effort to return your paperwork as soon as
possible.



SUMMIT PUBLICG SCHOOLS

Lawton C. Johnson Summit Middle School * 272 Morris Avenue ® Summit New Jersey 07901
Telephone: {908) 273-1190 ¢ FAX: (908) 273-8320 * Wehsite: www.summit.k12,nj.us

ATHLEH C ELIGIBILTY REQUIRMENTS

Congratulations on making the decision to partmpaie in aﬂﬂeticsf To be eligible to play, you
must complete the following requirements:

1. You must have a current physical dated within 365 days of the first official practice
session. Part A of the forms must be filled out by a parent or guardian and taken to the
physician to be reviewed at the time of the physical. The physician will then complete
Part B, These are NJ State requjred forms and will be the only forms accepted.

2. The Permission to Participate in Athleucs/hsuxancc quormatlon sheet must be
completed.

3. The athlete and the parent/guardian must sign the Consent Form, stating that you have

read the provided information about steroid testing, concussions, and sndden cardiac -

death,

Finally, a completed and signed Emergency Form must be tumed in, as well.

Retumn all completed forms to the LCISMS main or nurse’s office or mail them to:

b

Mary Ellen McDonald
Lawton C. Johnson Summit Middle School

272 Morris Avenue
Summit, NJ 07901

* Hfyour physical cannot be scheduled until after the return dat‘e,l please return 2ll
other forms, with the exception of Parts A and B, ahead of time,

DO NOT DELAY RETURNING THESE FORMS. THE SCHOOL PHYSICIAN MUST
REVIEW THEM BEFORE YOU WILL BE CLEARED TO PARTICIPATE!

* We understand that insurance companies will only allow one physical within 365
days. Some companies will waive that policy if you contact them and explain the
~ fime constraints. Please make every effort to return your paperwork assoomas -
possible.



E PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Note: This form Is to be filled out By the patient and parent prior to secing the physician. The pliysiclan should keap a copy of this ferm in the chart)

Date of Exam
Nama Date of birth
Sax Age Grads School Sparifs)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements {herbal and nufritional) that you are currently taking

Do you have any allergies? O Yes {1 No Iyses, pleasa identify specific allergy below.

3. Have you ever spent the night in the hospitat?

(maies), your apleen, or any other organ?

O Medicines 3 Pollens B Food O Stinging Insects
Explain *Yes" answers below. Circle guestions you dov’t know the answers to,
GENERAL DUESTIONS . - Yos No MEDICAL QUESTIONS Yes Ha
1. Has 2 doctor ever donied or restricted your partisipation i sporis for 26, Do you coush, wheeze, or have difficulty breathing during of
any reason? after evarciee?
2. Do you have any ongoing medicat condltions? i so, please identify 27. Heve you ever used an ishaler or taken asthma medicing?
betow: (I Asthma [ Anemia [ Diabefes [ infections 28, 15 there anyone in your tamily who has asthma?
Other: 249, Wera you bom without or are you missing a kidney, an eye, a fesiicie

§. Have you ever had discomfort, pain, ﬁghtnaas O PTESSUre in your
thest during exprelse?

™~

Does yolr haart BVar rase or skip beats (imeguiat baats) during exsrcisa?

L

Hes a doctor ever told you that you have any heart problems? If so,
check all that apply:

1 High binod pressure O & teart muarmur

O High chalesterol O & heart infacticn

[1 rawasaki disease Othar:

4, Hes a docior ever ordered a test foryour heart? [For example, ECG/EKS,
echocardipgram)

4, Have your ever had surgeny? 308, Do you have groin paln or a painful bulge or hersia in the groin area?
HEART HEALTH QUESTICRS ABDUT Yl Yes Kp 31. Have you had infectious mononuclesis (mono} within the tast month?
5. Hae you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressiys soreg, or othar skin problerns?
AFTER exercise? 33. Have you had a herpes or MRSA skin infestion?

34,

Have you ever biad & head injury or congusslon?

35.

Hatve you ever had 2 hit or biow o the Tead that caused confusion,
peolongad headachs, or memary probigms?

36.

Do you have & history of sekzure disorder?

3.

Do you have headaches with exercise?

38.

Have you ever bad numbness, Bngling, or weakness in ynur BINS or
{aps after belng hit or falling?

34,

Have you avar been unable to move your amms or legs after being hit
ar falling?

syndrome, anhythmogenic right ventricular cardiomyopathy, long T

10. Do you get llghthseaded ar fael more shork of hreath than expactsd 40. Have you ever becoms ilt while exercising in the heat?
durng exercise? 41. Do you get frequent mussle cramps when exerciging?
11, Have you ever had an unexplained stizire? 42, Do you or someone in your family have sicide celf tralt or dlssase?
12, Do you get mors fired or short of breath more quickly than your frigncs 43, Have you had any probiems with your ayes Qrwmn‘?
durlng exercise? : 44. Have you had any eye injurles?
HEART HEA.IJH QUESTIORS ABGUT YOUR FARIIEY Yos Ko 45, Do you wear giasses oF ontact lenses?
b Efa;n:;:;n;? r@ﬁ;ﬁtﬁﬁﬂ:&f&ﬁgﬁ;ﬁg&ﬂ? 46. Do you woar protective eyewsar; such as goggles or a face shigld?
trowning, unexplainad car accident, o suddan infant death syndrome? 47. Do you worty abput your weight?
14, Does anyone Inyour demily have hyperirophic cardiomyopathy, Merfan 48, Are you frying te or has anyore recommended that you gain or

Inse weight?

that caused yau to miss a practice ora game?

18, Hawe you ever had any broken or fractured bonea or dislocated joirts?

14, Have you ever had an Mijury that required x-rays, MBI, CT scan,
njections, therapy, a brace, a cest, or cndchea?

20. Have you ever had & stress fractore?

21. Hava you avar bean told that your hava or trave you had an x-ray for neck
instabifity or atlantoaxial nstablity? {Down syndrome or dwarfiam)

22. Do you reguiary use 2 brace, orthelics, or other assistive dovice?

24, [oyou have a bone, muacle, or joint inury that bothers you?

24. Do any of your joints become painfud, swollen, Feel wair, of look red?

25, Do you have any history of juvenils ahitis or connective fiszus dissass?

syndrome, short OT syndrome, Brugada syndrome, or catecholaminergic 49, Are you on 2 speciel diet or do you aveld certaln types of foods?
polymorphic verticular tachycardta? ——
o - i e — 50, Have you ever had an eating disorder?
' imfﬁ?ﬂo&g%ﬁg;ﬂ ¥ ave a 3yt proviem, PAGEMAKar, or 51. Do you have any concema that ].r{m would ||KB by discies with & doctor?
16. Has anyone in your family had unesplained fainting, unexplalned FEMALES DRLY -
Seizures, of near drowning? 52. Have yau aver hart a menstrual pariod?
BOHE AND JOINT QUESTIONS ] Yes | No 532, How old were you when you had your firgt menstrual perod?
17, Have you sver had an injury 1o & bows, mitscls, ligament, or tendon 54, How many periods have yout had tn the last 12 months?

Explai "yes™ answars hara

[ hereby state that, to the best of my knowledpe, my answers to the above questions are compleie and carrect,

of athipta Slgnaturs of parentfguardh

Cate

U3

D20 Amartan Acadery of Family Physteians, American Arademy of Padhatrics, American Coftege of Sports Madicine, American Medical Socisty for Sports Medlcine, American Drihopaedfe
Society for Sporfs Medicine, and American Osteopathic Academy of Sports Medicine, Permission is granted i raprint for noncommercial, echicational purposss with ackrowisdgment,

Hestui03
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birh

Sex Ags Grade _ School Sport(s)

1. Type of disabifty

2. Date of disabflity

3. Classificaion {if available)

4. Cause of disabllity fhisth, disease, acckisntftrauma, other)

5. List the sports you are interested in playing

6. Do yoi requiarfy use & brace, asststive device, or prosthetic?

7. Do your use any special brace or assistve devica for sports?

8. Do you have any rashes, pressure sores, or any other sidn problems?

9. Do you have @ hearinp [0as7 Do you use 2 hearing ald?

10, Bio you heve & visual impaiment?

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

12, Do you have burming or discomfort when urinating?

13. Heve you had autonomic dysrefiexla?

‘14, Have you ever besn diagnosed with & heat-related (hyperthermia) or cold-rejated (hypofhermis) illness?

15. Do you have mitsdls spasticity?

16, Da you have frequant selzures that cannot be contrulled by medication?

Explaln "yes" answers here

Plaase Tndicate W you have ever had any of the folkmwng.

Yes Na

Alfantorxisl instabiity

Keray evaluation for atiantoaxial instabfity

Bislocrited faints {mara than ong)

Easy bleeding

Enlarged spleen

Hepatitis

Osteapenta o osteoporogls

Difficulty contralling bowel

Difficulty controlling Badder

Numbness or tingling in arms or hands

harmbnass or tingling in togs ar feat

Weakness In ams or hands

Waaimess in legs or fest

Recent change in conrdination

| Recent change in ablity to walk

Spirm bifida

Latey aliergy

Explain “yes" answers hare

| heyehy stats that, to the best of my knowledgs, my answers bg the above guestions are complets and comect,

of afhlsia S of Dalg

©2010 American Azadamy of Famfly Physichans, American Acadarmy of Peclialrics, American Cofegs of Sports Medicing, Ameican Madical Seclgty for Sparls Madfcing, Atmeritan Ortopandis
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission s granfed te reprint for noncommercia!, edoealional purposes with acknowedoment,

New Jersey Depariment of Edication 2074; Pursuant io P.L201S, .71



B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN RERMINEBERS

1. Consider additlonal queslons oo mere sensiive issues
* Po you feel stressed out or under a ot of presawe?
* Do you ever fee! sad, hopeless, dapressed, or anxlous?
* Do you feel safe al your hart or residense?
* Have you ever ixied Cinareftes, chewinn tobageo, spuff, or dip?
* Duwing the past 30 days, did you use chewing tobacc, sneff, o dip?
* Do you drink alcohol or use any other drsgs?
* Have you ever taken anabobic sterobds or rsed any ofher performance supplement?
* Have you aver taken wmy supplements to help you pain or lose meight or improve your perfarmance?
* Do you wear a seal helt, use a helmet, ant use condoms?
2. Consider reviewing questions on ¢ardlovascolar symaptoms (questions 5-14).

EXAMINATION :

Haight Weight O Male £ Female

BP li { f } Pyle Vislon B 20/ Law Corrected O Y DIN
REDICAL ) KORMAL . ABNORMAL FINDINGS

Appearance

» Marfan stigmata [ikyphoscoliosls, high-arched palate, pectus excavalum, arachnodactyly,
arm span > haight, hyparzaxiy, royopia, MYF, aortic insufficiency)

Eyes‘sars/nosa/throat

+ Pupiiz equal

» Hearing

Lymph nodes

Heart?

= Murmurs fauscultation standlng, supine, +f- Valsalva)

= Logation of polnt of maximal Imputse (PMD

Puises
= Simuttaneows femmoral and radiak pulses

Limgs

Abdomen

Genitoutinary {males onkg®

Skin .
» H&V, lesions sugrestive of MRSA, tinsa comporis
Nalrologic*

IS CUEDSKELETAL

Hech

Back

Shoulder/arm

Etbow/foreamm

Wristthand/Fngers

Hip/thigh

Knee

Len/ankle

Foot/toes

Functionat

= Buch-walk, single leg hop

onskdar ECG, eclncardiogram, and refermal th carivlony for aboermal cacdlas history or axam,

‘Considar GU oxam if in private setfing. Heving third perty present is recomme nded,
sCanslder copritive evaliration or baseling nearapsyeh|atris testing f a histary of sfgnificant eoneussion.

O Gleared for alk sportz without restriction
[ Gleared for elf sports without restriction with recommendations for further avaluation o treatment far

1 Mot cleared
[ Pending further evaluation
T Forany sports
O For certain sports
Reason
Recommendations

| have examined {he above-named siudent and compleled the preparticipation physizal evalualion, The athleta dees ook present apparant elinical confraindicatiens fa praclice and
parficipata In 1he spert(s) as outlined akove. A copy of the physlcal exam Is on record in my office and can be made avallable o te schood at the request of the parents. K conditions
arise atter Ihe athiele has been cleared for participatior, 2 physician may rescind the clesrance until the probtem is resolved and the palential consequences are comgletely explained
to the athlele (and parentsfguardians).
MName of physician, advanced practice nurse (APN), physician assistent (PA} (print/type) Date
. hddress Phone
Signature of physiciat, APN, PA .

@207 American Avademy of Family Fhysiclans, Americen Academy of Fediainics, American Coflage of Sports Megicine, American Medical Soclely for Sports Mediche, American Oritopaedic
Suciaty for Spors Medicing, and American Detgapathic Academy of Sperts Medicine. Fermizsion f5 granted to repriet for roncormmearcil, educational puipases witf acknowladimment.

HEDG0E 420810410
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age______ _ Dateofbirth

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

O Not cleared
1 Pending fusthar evaluation
[ Forany sports
O For certain sperts

Peason

Recommendaiions

EMERGENCY INFORMATION
Allergies

Other information

| have examined the above-named stadent and compieted the preparticipation physical evaluation. The athiete does not present apparent
clinical confraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my oifice
and can be made available to the school at the request of the parents. [f conditions arise after the athlete has heen clearad for participation,
the physician may rescind the clezrance untif the problem is resolved and the potential consequences are compietely explained to the athlete
{and parents/guardians).

Narme of physiciar, advanced practice nurss (APN), physician assistant (PA). Dats
Mddress Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date: Signature

@201 American Academy of Family Pliysicfans, American Academy of Padialrics, American Collape of Sports Medicing, American Medical Sooiely for Sports Medicie, American Orinopaedic
Society for Sports Medicine, and American Osteapatine Acadamy of Speris Medivine, Permission fs gramted Lo reprint for noncommertial, edircational purposes with acknowledgrment.
Mew dersay Deprariment of Etkcation 2004, Purstant o P.L20TS, e.71



SUMMIT MIDDLE SCHOOL
CONSENT FORM

This form MUST be returned with either Part A and B of
the Annual Athletic Pre-Participation Physical
Examination Form or the Health History Update form and
the Permission To Participate/Insurance form.

I have read the information provided to me regarding:

NJSIAA concussion policy
NJSIAA Sudden Cardiac Death in Athletes

Date: / /____Grade: Sport:

PRINT STUDENT NAME §IGNATURE OF STUDENT

PRINT PARENT/GUARDIAN SIGNATURE OF PARENT/GUARDIAN



SUMMIT PUBLIC SCHOOLS
PERMISSION TO PARTICIPATE IN ATHLETICS

INSURANCE INFORMATION
(TO BE FILLED OUT EACH SEASON BY PARENT OR GUARDIAN)

STUDENT NAME:
(PLEASE PRINT)
SPORT: GRADE:
DATE OF BIRTH / / PLACE OF BIRTH:
- (city/state/country)
DATE FIRST ENTERED LCJSMS: ___ (month/year)

INSURANCE INFORMATION

The Summit Board of Education provides insurance coverage for all participauts in the iuterscholastic athletic program
while engaging in practice sessions, games, and trave} to and from events on school provided transportation. The type of
coverage is a full excers plan covering any medical expenses incurred by the athlete within the limits of the policy. Fuil
excess provides that all claims must be submitted first to the family policy carmier, including a major medical plan. The
" school policy will cover the balance of the costs within the limits of coverage. If an athlete has no other medical insurance
in effect, the school policy becomes the primary coverage and will pay al! medical cost within the limits of the policy.
The school policy payment of the difference is the responsibility of the athlete’s parents. The form can be obtained
throngh the athletic training office as long as the injury has been reported within 90 days of the date of the accident.

INFORMED CONSENT

I/We realize that participation in the _ program involves the
potential for injury, which is inherent in all sports. On rare occasions these injuries can be so
severe as to result in total disability, paralysis or even death. I hereby authorize the school
athletic trainer and/or school approved physician to evaluate and treat any injury accordingly.

DECLARATION -
I/We have read all the information herecin and grant permission for my/our son/daughter to
participate. -

PARENT /GUARDIAN SIGNATURE DATE

PARENT/GUARDIAN PRINTED NAME

5/2004



ATHLETIC EMERGENCY FORM

Grade: School Year: Sport:
Narhe: Birth Date:

Last
Address:

Street Town Zip

Home Phone
Mother’s Phone: Cell:
Father’s Phone: Cell:

* In case of Emergency and a parent cannot be Iocated please notify:

Name/Relationship Phone Number
Insurance Company: HMO? Yes: No:
Need Referral? Yes:
Primary Care Physician: Phone:
Orthopedic Group/Physician: Phone:
Athlete Has/Needs
Allergies: Uses Epipen:
Glasses/Contacts: Orthodontic Braces: Supportive Braces |

Uses Inhaler? Yes:

Other conditions:

In case of injury, I request that I be notified as soon as possible:

Parent/Guardian:

Date:




NJSIAA PARENT/GUARDIAN

CONCUSSION POLICY ACKNOWLEDGMENT FORM

In order to help protect the student athletes of New Jersey, the NJSIAA has

mandated that all athletes, parents/guardians and coaches follow the NJSIAA

Concussion Policy. A concussion is a brain injury and all brain injuries are serious..

They may be causad by a bump, blow, or jolt to the head, or by a blow 1o ancther part

of the body with the force transmiited to the head. They can range from mild to severe

and can disrupt the way the brain normally works. Even though most concussions are

mild, alf concussions are potentially serious and may result In complications
including prolonged braln damage and death if not recognized and managed propetly.
In other words, even a “ding” or a bump on the head can he serious.

You can't see a concussion and most sports concussions occur without loss of consclousness.
Signs and symptoms of concussion may show up right after the injury or can take hours

or days to fully appear. If your child/player reports any symptoms of concussion, or if

you notice the symptoms or signs of concussion yourself, seek medical attention right away.

Symptoms may include one or more of the following:
1. Headache.

2, Nausea/vomiting.

. Balance problems or dizziness,

. Double vision or changes in vision.

. Sensitivity to light or sound/noise.

. Feeling of sluggishness or fogginess.

Difficulty with concentraiton, short-term memory, andfor confusion.
. Irritability or agitation.

9. Depression or anxiety.

10. Sleep disturbance,

W NOU AW

Sighs ohserved by teammates, parents and coaches include:

1. Appears dazed, stunned, or disoriented.

2. Forgets plays or demonstrates short-term memory difficulties (e.g. is unsure of the
game, score, or opponent)

3. Exhibits difficultles with balance or coordination.

4. Answers questions slowly or inaccurately.

5. Loses consciousness.

8. Demonstrates behavior or persenality changes.

7. Is unable to recall events prlor to or after the hit.

What can happen if my chlid/player keeps on playing with a concussion or

returns too soon?
Athletes with the signs and symptoms of concussion should be removed from



play immediatsly. Continuing to play with the signs and symptoms of a concussion leaves the
young athlete especially vulinerabla to greater injury. There Is an increased risk of

significant damage from a concussion for a period of time after that concussion occurs,
particularly if the athlete suffers another concussion before completely recovering from

the first one. This can lead to prolonged recovery, or even to severs brain

swelling (second impact syndrome) with devastating and even fatal consequences. ltis

well known that adolescent or teenage athletes will often under report symptoms

of injuries. And concussicns are ne different. As a result, education of administrators,
coachas, parents and students is the key for student-athleie’s safety.

if you think your chiid/player has suffered a concussion:

Any athlete even suspscted of suffering a concussion should be removed from

the game or practice immediately. No athlete may returmn fo activity after an apparent
head injury or concussion, regardless of how mild it seems or how quickly symptoms
clear. Close observation of the athlete should continue for asveral hours, An athlete
who is suspected of sustaining a concussion or head injury in a practice or game shall be
removed from compstition at that time and may not return to play until the athlete

is evaluated by a medical docior or doctor of Osteopathy, trained in the evaluation and
management of concussion and received written clearance to return to play from that

- health care provider. You shouid alsc inform you child’s Coach, Athletic Trainer (ATC),
and/or Athletic Director, if you think that your child/player may have a concussion.
And when it doubt, the athlete sits out.

For current and up-to-date information on concussions you can go to:
hitp/fwww.cde.goviConsussiohinYouthSports/
www.hihslearn.com '




