% @ ¥ Prince George’s County Public Schools

»

Parental Permission for Participation in Interscholastic Athletics

Please fill in the appropriate blanks and return this form to the head coach of the sport in which
you wish your son/daughter to participate. Permission to participate is not granted unless this form is
signed by the parent or legal guardian. Permission applies only to the sport specified. A new form shall be
submitted if guardianship or insurance information changes.

My child, , has my permission to participate in the
First Name Last Name
following Prince George’s County athletic program for the school year.
School Sport
o
Parents/Guardian Signatures {Date) Address
Home Phone Work Phone

Request for Student Pre-Participation Physical Evaluation Form

It is extremely important that the school maintain a copy of your child’s pre-participation evaluation form
in the individual school record kept in the school health nurse’s suite. Pre-participation forms are to be
collected by the athletic director. The forms sha/l be kept in a secure file at all times.

Please sign and date if you agree to have your child’s physical evaluation form on file.

Parent or Guardian Signature (Date)

Insurance Information

\

The school does not provide insurance coverage for athletes other than the group catastrophic
policy for county football programs. All participants shall have their own insurance coverage in effect
prior to participation to cover injuries that might arise.

My child has injury insurance coverage under policy #

through

Insurance Company

Parent or Guardian Signature (Date)

In case of an emergency in which your child needs immediate medical treatment, we will send
him/her to the nearest hospital and notify you immediately. The phone numbers you supply are of the
utmost importance and should be updated when a change occurs. Please list your doctor’s name and phone
number so that he may be contacted if necessary:

Name of Doctor Phone Number(s)

PGIN 7540-2205 A



® PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM _

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

Nome: Date of birth:

Date of examination: Sport(s):

Sex assigned at birth {F, M, or intersex): How do you identify your gender? {F, M, or other):

List past and current medical conditions.

Have you ever had surgery? If yss, list all 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, poliens, food, stinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response. )

Notatall  Several days Over half the days  Nearly e;fery day

Feeling nervous, anxious, or-on edge 0 ] 2 3
Not being able to stop or control worrying 0 ! 2 3
Litthe interest or pleasurs in doing things 0 ] 2 3
Feeling down, depressed, or hopeless 0 1 2 3

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

GENERAL QUESTIONS HEART HEALTH QUESTIONS ABOUT YOU
{Explain “Yes” answers ot the end of this form. {CONTINUED})
Circle questions if you don’t know the onswer.) " 9. Do you get light-heoded or kel shorter of breath
1. Do you have any concems that you would fike o than your friends during axercisa?
discuss with your provider?
2 HQSOP": -h wardmiedorreslrichdyour 10. Hoveyoumrhadcsalme?

participotion in sports for any reason?
3. Do you have any ongoing medical issues or
recent illnass?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY
11. Has any family member or relative died of heart

problems or had an unexpected or unexplained
% sudden death before oge 35 years (inchuding
. Have you ever passed out or nearly passed out drowning or unexplained car ¢rash)?
during or after exercise?
5. Have you ever hod discomfort, pain, fighness, 12. Does anyone in your family have a genetic heart

problem such os hypertrophic cardiomyopathy

in chest duri ise?
or pressure in your chest during exerci {HCM], Marfan syndrome, arrhythmogenic right

6. Does your hea‘ﬁ ever race, flutter in your chest, ventricular cardiomyopathy (ARVC), long QT
or skip beats (irregular beats) during exercise? syndrome (LGTS), short QT syndrome (SQTS),

7. Has o doctor ever told you that you have any Brugada syndrome, or catecholaminergic poly-
heart problems? morphic veniricular tachycardia (CPVT)?

8. Has a doctor ever requested a lest for your ” ]
heart? For example, electrocardiography (ECG) 13. Has anyone in your family had o pacemaker or

or schocordiography. on implonted defibrillotor before oge 352




BONE AND JOINT QUESTIONS Yes No  MEDICAL QUESTIONS {CONTINUED) Yes No
14, Have you ever had o stress fracture or an injury 25. Do you worry cbout your weight?
to a bone, "”’d?' iigarnenll, foint, o tendon that 26. Are you Irying fo or has anyone recommended
causad you ko miss a praclice or game? . that you gin or lose weight?
15. P?ywhcwobom,mxh,'igmmr,wioini 27. Are you on o special diet or do you avoid
injury that bothers you? certain fypes of foods or food grovps?
MEDICAL QUESTIONS Yes No 28 Have you ever had an eafing disorder?
16. E;y:‘u c°';9h.' wheez;e or have difficully FEMALES ONLY Yes  No
. a urmg 0:(0 . e? - 29. Have you ever had o mensirual period?
7 (ﬁl::;‘ Mﬁlnﬁ;rterMO*mer, : Pas::ie - 30. How old were you when you had your first
'h:: o h:h o - menstrual period?
18, Do you groin or testicle pain or a painful 1
bulge or hernia in the groin area? 3. Wbenwasyou.rmslrecenrmst‘ruipérmd.z
19. Do you have ony recurring skin rashes or 32 x:*hn:;ny periods have you hod in fhe past |
rashes that come and go, including herpes or -
m‘:}g"‘m'm' Stophylococeus oureus Explain “Yes” answers here.
20. Have you hod a concussion or head injury that
coused confusion, a prolonged headache, or
memory problems?
21. Have you ever had numbness, had fingling, had
weakness in your arms or legs, or been unable
to move your orms or legs after being hit or
falling?
22. Have you ever become ill while exercising in the
heat?
23. Doyouordoessoﬂmmmywlumlyhm
sickle coll frait or dissase?
24. Have you ever had or do you have any prob-
lems 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 guardian:

Date:

© 2019 Amearicon Academy of Family Physicians, American Acodamy of Pediairics, AnwncanCoHegecfSpomModmm, Amarican Medical Socisty for Sports Medicine,
Amaricon Orthopasdic Society for Sports Madicine, and Americon Ostsopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tionad purposes with acknowledgmant.




B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nome: Date of birth:

PHYSICIAN REMINDERS
1. Consider odditional questions on maore-sansitive issves.
Do you feel siressed out or under a lot of pressure?
Do you ever feel sad, hopelass, depressed, or anxious?
Do you feel safe ot your home or residence?
Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
During the past 30 days, did you use chewing lobacco, snuff, or dip?
Do you drink alcohol or use any other drugs?
Have you ever taken anabolic steroids or used any other perfarmance-enhancing supplement?
Have you ever loken any supplements fo help you gain or lose weight or improve your performance?
Do you wear a seat bell, use a helmet, and use condoms?
2. Consider reviewing gueskions on cardiovasculor symptoms (Q4-Q13 of Hislory Form).

Height: ' Waight: -

BP: / { / | Puse Vision: R 20/ L 20/ Corrected: OY ON

MEDICAL NORMAL  ABNORMAL FINDINGS

Appearance '

*  Markan stigmaka {kyphoscoliosis, high-arched palote, pectus excavatum, arachnodactyly, hypedaxity,
myopia, mitral vale prolapse [MVP], ond cortic insulficiency)

Eyes, ears, nose, and throat ‘

*  Pupils equal

. Heonng

Lymph nodles

Hearr

*  Murmurs [auscultation standing, ausculiation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

+  Herpes simplex virus (H5V), lasions suggestive of methicillin-resistant Stophylococcus aureus (MRSA), or
tinea corporis

Neurologicol

O A ORMA ABNODRMA D

& & = & & ¢ » 2 @

Neck

Back

Shoulder and arm

Ebow ond forearm

Wrist, hand, and fingers

Hip and thigh

Knee

Lag ond ankle

Foot ond foes

Functional .

* Double-leg squal test, single-leg sguat test, and box drop or step drop test
* Consider electrocardiography (ECG}, echocardiography, referral lo a cardiologist for abnormal cardiac history or examination findings, or o combi-
nation of hose.

Name of health care professional (print or type): Drhe:
Address: Phone:
Signature of hedlth care professional: MD, DO, NP, or PA

© 2019 Amarican Acodsmy of Family Physicions, Amaricon Acodemy of Pediofrics, Americon Collage of Sports Madicina, American Medicol Socisly for Sports Medicina,
American Orthopoedic Secisty kor Sports Medicine, ond American Ostsopathic Acodemy of Sparts Medicine. Permission is granted to reprint for noncommercial, educa-

***pPhysician please stamp this sheet.



M PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth:

1. Type of disability:

2. Dote of disability-

3. Classification (if available):

4. Couse ol disability {birth, disease, injury, or other):

5.  List the sports you ore playing:

6. Do you regularly use o brace, on assistive device, or @ prosthetic device for daily activities?

7. Do you use any special broce or assistive davice for sports?

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

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

10. Do you have a visual impairment?

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

12. Do you have buming or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Hove you ever been diognosed as having a heat-relcmd (hyperthermio) or cokd-related (hypothermia) illness?

15. Do you have muscla sposticity?

16. Do you have frequent seizures that connot be controfled by medicaticn?

Explain “Yes” answers here.

Pleasa indicate whether you have ever had any of the following conditions:

Atlantoaxial insiobility

Radiographic {x-ray} evaluction for aflanteaxial instability

Dislocaked joints (more thon ona)

Easy bleeding

Enlorged spleen

Hepatitis

Osleopenia or osleoporasis

Difficulty controlling bowel

Difficubty controlling bladder

Numbness or lingling in arms or hands

Numbness o fingling in legs or feet
Weakness in orms or hands )

Waakness in legs or feet

Recant change in coordination -

Recent chonge in ability ko walk

Spina bifida

|LLatex altargy

Explain “Yes” answars here.

§ hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Sim“d._.l.l o

Signoture of parent or guardian:
Dote:

© 2019 Americon Acodemy of Family Physicions, Americon Acadamy of Peckalrics, Americen Collaga of Sports Madicine, Amaricon Medicl Society kor Sports Madicine, Amaricon
Orhopoedic Society for Sports Madicine, urx:'AmmcnnOueopdncAcoo’anyofSporﬁMedGam Pecmission is gronted 1o reprint for noncommarcid, scducational purpasas with
ocknowdedgment.



B PREPARTICIPATION PHYSICAL EVALUATION ***Physician please stamp this sheet.
MEDICAL ELIGIBILITY FORM

Name: Bate of birth:

0 Medically eligible for all sports without restriction

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

0 Medically eligible for certain sports

[ Not medicalfy eligible pending further evaluation
O Not medically eligible for any sporis

Recemmendations:

I have examined the siudent named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to proctice and can participate in the sportls) 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).

Name of health care professional {print or typel: Date:
Address: Phone:
Signature of health care professional: . MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION
Allergies:

Medications:

Other information:

Emergency confocts:

© 2019 American Academy of Family Physicions, American Academy of Pedialrics, American Coflege of Sports Medicine, American Medical Sccialy for Sports Medicine,
Amarican Orthapaedic Sociely for Sparfs Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educo-
tionet purposes with acknowledgment.



PRE-PARTICIPATION COVID-19
Supplemental Questions for Student’s Physical

This form should be completed by the student’s physician at the time of a physical.

Student History

1. Has your child or adolescent been diagnosed with COVID-19?
Yes No

2. Was your child or adolescent hospitalized as a result for complications of COVID-19?
Yes No

3. Has your Child been diagnosed with Multi-inflammatory Syndrome in Children?
Yes No

4. Has your child or adolescent had direct known exposure to someone diagnosed with

COVID-19?
Yes No

Please address any "yes" answers to the above questions here:




COVID-19 Awareness
Parent/Student-Athlete Participation Acknowledgement Statements

I , the parent/guardian of - ;
acknowledge that | have received information on all of the following:

What you should know about COVID-19 to protect yourself and others

[ ]
¢ Share facts about COVID-19
» Multisystem Inflammatory Syndrome in Children (MIS-C)
¢ COVID-19 Frequently Asked Questions from the Maryland State Health Department.
https://coronavirus.maryland.gov/#FAQ
I ] , the parent/guardian of , will

follow the requirements for in-person attendance at any extracurricular athletic and activity
event. |

o I will not send my child to extracurricutar athletic and activities if they are exhibiting any
signs/symptoms of COVID 19 or have been exposed to someone with COVID 19 (or
presumed to have COVID 19) in the past 14 days.

» [ will review symptoms with my child and monitor my child's symptoms every day that
my child attends in-person activities/events,

» I my child becomes ill during any in-person activity/event, I will ensure they are picked
up promptly. [ will follow-up with an authorized health care provider/health department
and comply with recommended quarantine or isolation as directed. If my child is ill, I
understand that a release to return to in-person activity from an authorized health care
provider will be required.

Signs and Symptoms of COVID-19:

Fever (100.4°F or greater) or chills e Headache
Cough o New loss of taste or smell
Shortness of breath or difficulty s Sore throat
breathing « Congestion or runny nose
¢ Fatigue ¢ Nausea or vomiting
s Diarrhea

Muscle or body aches
Students must be free of fever without the use of fever reducing medications.

Parent/Guardian Parent/Guardian
Print Name Signature and Date

Student Athlete : Student Athlete
Print Name Signature and Date




