To be completed for
students participating in
all NSAA activities.

INRIVA

NEBRASKA SCHOOL ACTIVITIES ASSOCIATION (NSAA)
Student and Parent Consent Form

School Year: 20 -20 Member Scheol:
Name of Student:
Date of Birth: Place of Birth:

The undersigned(s} are the Student and the parent(s), guardian(s), or person(s) in charge of the above named Student and are
collectively referred to as "Parent”.

The Parent and Student hereby:
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege;

{2) Understand and agree that {(a) by this Consent Form the NSAA has provided 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 injury can range from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the body's bones, joints,
ligaments, tendons, or muscles, to catastrophic injuries to the head, neck and spinal cerd, and on rare occasions, injuries so severe as to
result in total disability, paralysis and- death; and, (d) even the best coaching, the use of the best protective equipment and strict
observance of rules, injuries are still a possibility;

{(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities rules of the NSAA member school for which the Student is participating;
and,

(4) Consent and agree to (a) the disclosure by the Member School at which the Student is enrolled to the NSAA, and subsequent
disclosure by the NSAA, of information regarding the Student, including the student’s name, address, telephone listing, ¢lectronic
mail address, photograph, date of and place of birth, major fields of study, dates of attendance, grade level, enrollment status (e.g.,
full-time or part-time), participation in officially recognized activities and sports, weight and height of as a member of athletic teams,
degrees, honors and awards received, statistics regarding performance, records or documentation related to eligibility for NSAA
sponsored activities, medical records, and any other information related to the Student’s participation in NSAA sponsored activities;
and, (b) the Student being photographed, videc taped, audio taped, or recorded by any other means while participating in NSAA
activities and contests, consent to and waive any privacy rights with regard to the display of such recordings, and waive any claims of
ownership or other rights with regard to such photographs or recordings or to the broadcast, sale or display of such photographs or
recordings.

I acknowledge that I have read paragraphs (1) through (4) above, understand and agree to the terms thersof, including the warning of
potential risk of injury inherent in participation in athletic activifies.

DATED this day of )

Name of Student [Print Name] Student Signature

(1 am){We are) the Student’s [circle appropriate choice] (Parent) (Guardian). (I}(We) acknowledge that (I)}(We) have read paragraphs
(1) through (4) above, understand and agree to the terms thereof, including the warning of potential risk of injury inherent in
participation in athletic activities, Having read the warning in paragraph (3) above and understanding the potential risk of injury to
my Student, (I)}{we) hereby give (my){our) permission for [insert student name] to practice and compete for the
above named high schoel in activities approved by the NSAA, except those crossed out below:

Baseball Golf Tennis Play Production Basketball Swimming/Diving
Track Football Speech Cross County Soccer Volleyball
Music Football Softball Wrestling Debate Journalism

DATED this day of ,

Parent [Print Name] Parent Signature



B PREPARTICIPATION PHYSICAL EVALUATION 183
HISTORY FORM

(Note: This form Is to be filled out by #ho pailent and parent prior to seeing the phiysizlan. The physician showld keep this form fn the chart)

Date of Exam
Nams Data of birla
Sax Age Grade School Sport{s)

Medicines and Allergles: Please list all of the prescription and over-the-counter medicines and supplemebls {rerbal and nutrilionaly that yow-are currently taking

Do you have any allergles? 01 Yes 3 Mo if yes, please identily specific allergy below.
L} Mediclnes £ Pollens ‘ {1 Food O Stlnging Insects

Explain "“Yog" answnrs tialow, Glrcle nuesuuns you don't know the answers to,

1. Has & doctor ever denled ar restricted vour participation i sporis for i 1h '25 UD you cough, wheez, or have ditficulty bl’ﬁﬁih‘ﬂﬂ daring or

any raason? after axerclse?
2. T}o you have any ongolng medical conditions? If sa, pleage tdentify 27. Have you ever used an Inhaler os taken asthina redicine?
pelov: 1 Asthma [0 Anemin [T Dishetes [ Indections 28. 15 therg.anyone in your family who has astlima?
Olher: 29, Were you bory wilhout or are yourmissing a mr!ney, an-eys, alesticle
3. Hava you aver spent the night in the hospital? - {malos), your splaen, ar any clher.drgan?
A iia\'u you evar had surgnry? . 30. Da you have grain paln ot a palnfubbulge or herni In ihe groin area?
: ! y 31. Have you had infectious monanucleasis (mono) within tbe last menlh?
5, Havio you aver passed out or. nearly passed ok DURING or 32, Do youl have any rashes, PresSUMD sores, o other skin probisms?
AFTER xarcisa? 33. Have: ynu haﬁ a homes or MRSA skdn Infection?
. 6.‘sﬁgg\,(‘icﬁ:ig;e;;argl:l;s?ccmfort paln, tghtness, er gressura In yaur 34, Havay t v a Hazd injury or concussion?
7. Does your haart aver race or skip beals (irregular beatsy during exercize? 5. ?ﬁ,‘;ggggﬁ:ﬁ; [;‘:cdh:fg:%éjénovy:?;;;ﬁg that caused confusion,
8, 2::;:{ ci%nttr?;!a;;‘fﬂ;u‘lrf yau that you have any heast problams? If sa, | F36. DG you have a history of seizura dlscrers
3 High tlood pressura 1 A heart murmur 37. De you have headaches wilh exercisa?
[} High chalestara) [T A heart Infaction 38. Haveyau aver had nsmbness, tinging, ar weakness in your anms or
[ Kawasaki disaase Other. legs aftar baing hitor falling?
9. Has a doctor ever ordered a tast foryour hoart? (For example, ECG/EKS, 39, Hava vou aver beon unable to move your arms or legs after baing hit
achocardiogtam) ot falling?
1C. Do you et Iighineaded or feel more shert of brauth than expacled 40, Have yau aver become I white gxarclging In e heat?
during exercise? 41, Do you gt {rauent musels crampi-witen exerclsing?
11, Hava you ever had gn unaxplained spizure? 42. Do yau ar someans lreyour-family have sickls cell trait or disease?
12. Do you get mors Mrad o shoel-of bruath more guicidy than yeur frisnds ) 43, Haye you had any problerss with your eyes or vision?
L L LO—— 44, Have-you had any oya injuries?

A5. Do yoir woar glassos or cohtact lnses?

.1'3, Has any farniiy mumber or refaljve dlad o! tigart problems ar had an K s — —
unaxp2ctal or Unexpiiand surdon death bafora age 50 @ncluding 46, o you wesr protective oyawear, such 15 gogalos or A face shisld?
drowsing, unexplalned car-accldent, or suddon Infant death syndroma)? 47, Do you worry abeul your walght?

14. Doea anyona i yoir family hava hypertrophic cardiomyopathy, Marfan 48. Ara you Lrying to or ias gnyons fecommanded that you gain or
syndrarme, srrhythmogenic right veatricular cardiomyopathy, long QT foge walght?
syndrome, short T syndroms, Brugada syndrome, or catecholaminargle 29, Are youU on & epooi diel of 06 700 avalG cartaln types of foda?

palymaorplile ventricutar tachycardla?
15. Does anyens in your family have o heart problom, pacemsaker, or
implanted defibrillator?
16. Hag anyone In your family kad unoxplained falnting, unexplained
seizres, er m,ar dzovming?

58, Have you sver had gn edling disorder?

B1, 90 you liava any congams ihat-you would Ilka to discuss wilh & dector?

52. Have you evar had 5 menstrual perled?
53, How old were you when you had your first mongleual perlod?

17, Hava you aver had an Infury 1o a bone; musdls, ligamant, orlendon 54, How many periods ave you had in tha fast 12 months?
that caused you {o miss a praciice or a gama? Explaln "yes® answers haro

18. Bave you ever had any. broken or fraclured bones ar dislocated joints?

19, Hava you ever had an infury that required x-rays, MBI, CT scan,
injections, therapy, @ brace, a cast, or drulehes?

20. Have you ever had & slress fracture?

21. Hava you ever beenield thal you Nave or have you had an x-fay for neck
Instabiiity or allnntoaxiaf instabliiy? {Down syndrome or dwarfism)

22. Do you-regularly use a brace, erthotics, or olhier assislive davive?

23. Do you have a beng, muscle, or joint Injury that bothers you?

24, De ani of your jalnis become painful, swoilen, feel warm, of look rad?
25, Do you have any history of juvenito arthritis or cunnoslive lissua dliease?

| heraby state that, to the best of my knowledge, my answers fo the above questlons are comptete and correet.

=

Slpnalure of athtate . Signature af pareat/guardian Dale

@200 Amgrivan Avadlory of Farnily Physiclans, Amovican Avadeiny of Pedfatrias, Amusean Cofiags of Sperts Madicing, Ameriean’ Madical-Seciety for Sparis Madicine, Amerizan Orthopaedic
Secicly for Sperts Modicine, and Amudizan Ostgopalhic Academy of Sparts Madiciae. Permiission is geanted to reprinl for nonconwmercial, educational purpeses with acknoviadgment.

1 hereby give permission for the release of the attached student medical history and the reaults of the actunl physieal examination to the school for the purposes of
participation in athleties and activities,
Pavent or Legal Guardian Signature Date




B PREPARTICIPATION PHYSICAL EVALUATION 184
- THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Data of birth
Sex Age Grade School Sporl(s)

. Type of disabifily
, Date of disahility
. Classification {if availabie)

. Cause of disability (hirth, disease, accident/trauma, other)
. List the sports you are Interested In playing
o i T

i
2
3
4
5

5, Doyou reguiarly use a brace, assistive devica, or prosthelic?

7. Do you use any speclal brace or assistiva device for sports?

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

i

. Do you have a hearing loss? Do you vse a hearing ald?

. Do you hava a visual Impalrment?

11, Do yeu use any special devices for bawel or bladder function?

12. Do you have burningor discomfort when urinating?

13. Have you had autonomc dysreflexia?

14, Hava you ever heen diagroscd with-2 heat-related (hyperthermia) or cold-related fhypothermiz) iliness?
15. Do you have muscle spasticlty?

16, Do you have frequent selzures that cannol be contrelied by medication?

Euplaln *yes" answers hore

Please indicata if you have ever had any of the following.

Atlantoaxial instabllity

X-ray evaluation for allantaaxial Instability
Dislocated jolnts (mora than ons)

Easy bieeding

Enfarged spleen

Hepatilis

(slaopenia or ostecporosis

Difficuity controlling bowsl

Difficuity contrelling biadder
Mumbness or tingling in arms or hands
Numbiess or tingling In legs or feet
Waakness in arms or hands

Weakness in legs or faet

fecent changa In coordination

Recent change In abidty to walk

Spina bifida

Latax aliorgy

Explaln “yos” answers hera

| haraby stata that, to the best of my knowledge, my answors %o the above yuestlons ara conplete and sorrect.

Signalusa of alhlale Signature of pacentiguardian ....... Dale

@ 2070 American Academy of Family Physicians, American Academy of Pediatrics, American Callega of Spons Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Saciety for Sperts Medicing, and American Ostgapatiic Academy of Sporls Medicine, Permvission s grandod (v repriul for noncommereial, educalional pusposes Will acknowledgmaili.
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PHYSICAL EXAMINATION FORM

Name Date of birth

FHYSICIAN REMINDERS
1. Consider addilional questions on more sensitiva issuss
» Do you feel stressed oul or under a lot of pressure?
+ Do you aver feel sad, hopeless, depressad, or anxious?
+ Do you feel safa at your hama or residence?
+ Have you ever irled cigareites, chawing tobacce, smf, or dip?
* During the past 30 days, did you use chewing tobacce, snuff, or dip?
* [Jo you drink alcohol or use any other drugs?
« Hava you ever taken anabolic sleroids ar used any other performance supplement?
+ Have you ever taken any supplements to help you gain or lose weight or improve your performanca?
« [Ja you wear a seal ball, use a helmet, and use condems?
2. Conaider revitning questions on cardiovascular sympioms (quastions 5--14),

CEXARINATION : i : : o
Height Welght 1 Male 3 Female
BP li ! ) Pulse Vislon R 20/ L 20/ Corrected OOJY ON
MEDID ] ABNORMAL FINDINGS
Appearanca

¢ Marfan stigmata (kyphoscoliosls, high-arched palate, pectus excavatum, arachnodactyly,
arm span > helght, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/lhroat

* Puplls equal

« Hearng

Lymph notles

Heart?

s Murmurs (auscultation standing, supine, +/- Valsalya)

+ Location of polnt of maximal impulse (PM)

Pulses

+ Simultansous femeral and radial pldses

Lungs

Atdomen

Genltourinary {males anlyl

Skin

« HSY, lesions suggastive of MRSA, Yinea corporis

Neurologle®

IUSEULOSRELETAY
Neck

Back

Shoulder/arm

Elbaw/Torearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankla

Foot/toes

Functional
* Duck-walk, single ieg hop

Constder ECG, achocartiogram, and ralerral ta cardiology for abnormal cardiac history or exam.
*Consider GU exam If in privala selting. Having Ihird parly present is recommendsd.

<Gonslder cognllive evaluation or baseling neurapsychilalrc testing if a history of significant congussion.
3 Glearad for all sports without restriction

O Clearad for all sports without restriction wih recommendations for further eveluation or treatment for

O Net dlearad
1 Pending further evaluation
O For any sporls
3 For cerlain sports

Reasan

Recommandatlons

i have examined the above-named student and cesmpleled the preparticipation physical evelustion, The athiete dops not present apparent clinical contralndications to practice and
parficipate in the sport(s) as outiined above, A copy of the physical exam Is on record Iy ray office and can e madue avallabie to the schoc? ad the request of the parents, If congi-
{lons arlse atter the atlilete has boen cleared for participation, the physician may rescini $:e clearance until the probfem Is resolved and the poteatial consequences are complataly
explained to the athlete {and parents/guardians),

Name ef physician {print/typs) Date

Address Phone

Signature af physician e MD or B0

©2010 Amedican Academy of Family Physicians, Amerlean Academy of Pediatrics, Amadcan Gollege of Sports Madicive, Aterican Medical Society for Sporis Medicing, American Orthopagdic
Socinfy for Sports Madiving, and American Osteopaiic Acavemy of Sperls Madiving, Permission is grantad to reprinl for tioncommarsial, educational purposes with acknowledgnisnt.
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CLEARANCE FORM

Name Sex OM JF Age Date of birth

O Clearad for all sports without restriction

£ Cleared for all sports without restriction witlh recommendalions for further evaluation or ireatment for

[ Notcleared
[0 Pending further evaiuation
O for any sports

[0 For certain sports

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athiete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of tha physical exam is on record in my office

ation,
the physician may rescind the clearance unti! the problem is rasolved and the potential consequences are completely explained to the athlete
(and parents/guardians}.

Narng of physician (print/iype} Date
Address Phone

Signature of physician : ,MDarD0

EMERGENCY INFORMATION
Allergies

Other fnformation

© 2010 American Academy of Family Piysicians, Nmerican Academy of Peaialrics, Amevican Galleqe of Sports Medivine, American Medical Soviety for Sports Medicing, American Orthopaadic
Sociely for Sports Medicine, and American Osteapathic Avadenty of Sparts Medicine. Parmission is grantad fu reprind for noncommsrcial, edocalional purpeses with ackepwladgment,



