LOWER CAPE MAY REGIONAL SCHOOL DISTRICT

New Jersey Department of Education
ANNUAL ATHLETIC PRE-PARTICIPATION PHYSICAL EXAMINATION FORM

Pan A: HEALTH HISTORY QUESTIONNAIRE-Completed by the parenl and student and reviewed by examining provider
Parnt B: PHYSICAL EVALUATION FORM-Completed by examining licensed provider with MO, DO, APN or PA

Pat A: HEALTH HISTORY QUESTIONNAIRE

Today's Date; Date of Last Sports Physical:

Student's Name: - Sex: M F (cirze one) Age: Grade:
Date of Birth: I Schaoal: District: __

Sport(s): ____ . _. _ — _ . Home Phone: {___ _)_
Pravider Name {Medical Home): _ Phone: Fax: N

—_—
EMERGENCY CONTACT INFORMATION

Name of parentfguardian: Relationship to student; o
Phone {work): Phone (home); Phono{celty: _ =
Additional emergency contact ___ Relationship to student:

Phone {work): __ Phone {(home).___ o _ _. Phonefcell):

Directions: Please answer the lollowing questions about the studenfs medical history by circung the correct response, Explain all
“yes" responses on the lines below the questions. Please respond @ all questions.

1. Have you ever had, or do you cunrently have:

a. Restriction from sports for a health related problem? Y /N /Don't Know
b. Aninjury of illness since your last exam? Y/ N/ Don't Know
c. A chromic or ongoing iliness (such as diabetes or asthma)? Y / N/ Don't Know

(1.} Aninhaler or other prescriplion medicine to conirol asthma? Y 7/ N/ Don’t Know
d. Any prescribed or over the counter medications that you take on a regular basis? Y /N / Don't Know
e. Surgery, hospitalizalion or any emergency room visil{s)? Y/ N/ Don't Know
f. Any allerglas to medications? Y ! N/ Don't Know
g. Any allergies to bee stings, pollen, latex or foods? Y / N/ Don't Know

{1.) M yes, check type of reaction:

{1 Rash (J Hives |'] Breathing or other anaphylactic reaction

{2.) Take any medication/Epipen taken {or atlergy symptoms? (List below.) Y/ N/ Don’t Know
h. Any anemias, blood disorders, sickle cell diseasefirait, bleeding tendencies or clotling disorders? Y / N/ Don't Know
i. A blood relative who died before age 507 Y / N/ Don't Know

Explain alt “yes” answers here (incude reievant dates):

List all medications here: ] . o ~ o
[ Medication Name Dosage Frequency
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2. Have you sver had, or do you cumently have, myoithofolawlng head-refated condiions:

a. Concussion or head injury {including “bell ung” or a *ding”)? Y / N/ Don't Know
b. Memory loss? Y /N7 Don't Know
¢. Knocked out? Y / N/ Don't Know
c. A seizure? Y /N / Don’t Know
d. Frequent or severe headaches (With or without exercise)}? Y /N /Don't Know
e. Fuzzy or blurry vision Y { N/ Don't Know
f. Sensitivity 1o light/noise Y /N / Don't Know

Explain all “yes” answers here (include relevant dates):

3. Have you ever had, or do you cumrently have, any of the following Heart-reiated condiona:

a. Restiction from sports for heart problems? Y { N/ Don't Know
b. Chest pain or discomfort? Y /N /Don’t Know
c. Heart mumur? Y / N/ Don’t Know
d. High blood pressure? Y / N/ Don't Know
e. Elevated cholesterol level? Y / N/ Don't Know
i.  Heart infection? Y /N { Don't Know
g. Dizziness or passing out dunng or after exercise without known cause? Y/ N/ Don't Know
h. Has a provider ever ordered a heart test { EKG, echocardiogram, siress test, Holter monitor)? Y /N / Don't Know
i.  Racing o skipped heartbeats? Y / N/ Oon’t Know
). Unexplained difficulty breathing or fatiguo during exercise? Y / N/ Don't Know
k. Any family member (bload rolative}):
{1.) Under ane 50 with a heart condition? ¥ 1N/ Don't Know
(2.) With Maifan Syndrome? Y / N/ Don'l Know
{3.) Died ol a heart problem before age 507 If yes, at what age? _ Y/N/Dor't Know
{4.) Died with no known reason? Y / N/ Don't Know
(5.} Died whilo exercising? if yes, was it during or after? (Circle one.) Y / N/ Don’t Know

Explain all “yes” answers here (include relevant dates):

4, Have you eves had, ar do you curentty have, any of the following ays, aar, nase, mowth or throat condtions:

a. Vision problems? Y / N/ Don't Know

{1.) Wear contacls, eyeglasses or protective eye wear? (Circle which type.) Y / N/ Don't Know
b. Hearing loss or problems? Y /N / Don'l Know

(1.) Wear hearing aides or implants? Y / N/ Don't Know
c. Nasal fractures or frequent nose bleeds? Y /N/Don't Know
d. Wear braces, retainer or protective mouth gear? Y /N /Don't Know
e. Frequent strep or any other conditions of the throat {e.g. tonsillitis)? Y /N { Don’t Know

Explain all "yes™ answers here (include relevant dates):

5. Have you ever had, or da you cumentty have, any of the following newsomesciiarortopedic conditons

a. Numbness, a “burner”, “stinger” or pinched nerve? Y /N / Don't Know
b. A sprain? Y / N/ Don't Know
c. Asbain? Y / N/ Don’t Know
d. Swelling of pain in muscles, tendons, bones or joints? Y/ N/ Don't Know
e. Dislocated joint(s)? Y / N/ Dont Know
1. Upper or lower back pain? Y / N/ Don't Know
g. Fracture(s}, stress fracture{s), or broken bone(s)? _ Y / N/ Don't Know
h. Do you wear any proteclive braces or equipment? . Y / N/ Don’t Know

Explain all (yes) answers here {include relevant dates):

Part APage2of 3
NIDOE/APPLEF Revised 3/10 Use of this farm is required by N.JA.C. 6A:16-Programs (e Support Studernt Developmens



5. Have you ever had ar do you curently have any of the following general or axarcise related condlfions:
a. Difficulty breathing?

{1.) During exercise? Y { N/ Don’t Know

(2.) After running one mile? Y /N { Don’t Know

{3.} Coughing, wheezing or shortness of breath in weather changes? Y/ N/ Don't Know

(4.) Exercise-induced asthma? Y / N/ Don't Know

i. Controlled with medicalion? (specify .} Y /N/Don"t Khow

ii. Experience dizziness, passing out or fainting? ¥ I N/ Don’t Know

b. Viral infections {e.g. mono, hepalitis, coxsackie virus)? Y / N/ Don't Know

c. Become lired more quickly than others? Y / N/ Don’t Know
d. Any of the following skin conditions:

(1.) CoM sores/herpes, impetigo, MRSA, ringworm, warts? Y N/ Dor't Know

(2.} Sun sensitivity? Y !N/ Dor’t Know

e. Weight gainfoss {of 10 pounds or more)? Y /N / Don't Know

(1.) Do you want ko weigh more or less than you do now? Y / N/ Don't Know

f. Ever had feelings of depression? Y / N/ Dor't Know

g. Heatrelated problems (dehydralion, dizziness, laligue, headache)? Y / N/ Don’t Know

(1.} Heat exhausiion {cool, clatnmy, damp skin}? Y / N/ Don't Know

{2.) Heat stroke (hot, red, dry skin}? Y /N / Don't Know

(3.} Musclo cramps? Y /N / Dont Know

h. Absence or loss of an organ (e g. kidney, eyehall, spleen, leslicle, ovary}? Y / N/ Don't Know

Explain all “yes™ answers here (incdude relevant dates):

7. Females only:
Age of onset of menstuation:_ ) How many menstrual periods in the last twelve (12} months?
How many periods missed in the last iwelve (12} months? -
8. Males only:
Have you had any swelling or pain in your testicles or groin? Y / N/ Don't Know

PARENT/GUARDIAN SIGNATURE

I cenify that the information provided herein is accurate 10 the bestl of my knowledge as of the date of my
signature.

Signature, Parent/Guardian or Student Age 18 B Date of Signalu_re:

THIS COMPLETED AND SIGNED HEALTH HISTORY MUST BE REVIEWED BY THE
EXAMINING PROVIDER AT THE TIME OF THE MEDICAL EXAM.
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LOWER CAPE MAY REGIONAL SCHOOL DISTRICT

ATHLETIC PARTICIPATION

PARENT'S CONSENT FOR PARTICIPATION AND
PERMISSION FOR MEDICAL TREATMENT

| HEREBY CONSENT 1o the participation of my child in afier-school athietic events,
contests, practice sessions, scrimmages and aclivilies other than those conducted as a part of
the reguired physical educalion class program for the entire school year (fall, winter and spring).

| further realize that the Board of Educaltion is not respansibie for any injury thal may
occur to my child. Even though in many cases protective equipment is used in competilive
spors, injuries slill oceur (possibly disability, paralysis or even death).

emergency medical or hospital treatment o my child in any case where such trealment is

{ | hereby empower and direct thé_coach. staff and school authorities to authonze
reasonably necessary in the judgment of the coach, staff or school authorities.

[—

understand that during such athletic events, contests, praclice sessions and aclivities,

1
re many occasions when a physician is not nrasent,

o hereby authorize the coach, slaff and school authorities to render first aid to my child if
an gccident or injury takes place under such circumsiances.

| hereby give my permission for copies of this report to be distributed to the School
Nurse, Athletic Trainer and Coach of the student's sport.

Signalure, Parent/Guardian or Sludent Age 18 Dale of Signature

STUDENT ACKNOWIL EDGMENT

1 wish to participale in the athletic programs at Lower Cape May School Districl. |
understand that physical hazards may be encountered by persons taking part in such aclivities
and recognize the possibility of being injured.

| pledge that | will abstain from the use of 1obacco, drugs and/or alcohol, and will adhere
1o all iraining rules as set down by 1he coach, will retum all athletic equipment issued to me and
will make every effort to do satisfactory school work.

| also agree to adhere to all team, school and NJSIAA rules.

Student Signature Date of Signature



)

1161 Route 130, P.O. Box 487, Robbinsville, NJ 08691  609-259-2776 609-259-3047-Fax

NJSIAA STEROID TESTING POLICY
CONSENT TO RANDOM TESTING

In Executive Order 72, issued December 20, 2005, Governor Richard Codey
directed the New Jersey Department of Education to work in conjunction with the
New Jersev State Inerscholastic Athletic Association (NJSIAA} to develop and
implement a program of random ftesting for steroids, of teams and individuals
qualifying for championship games.

Beginning in the Fall, 2006 sports season, any student-athlete who possesses,
distributes, ingests or otherwise uses any of the banned substances on the attached
page, without writien prescription by a fully-licensed physician, as recognized by the
American Medical Association, to treat a medical condition, violates the NJSIAA's
sportsmanship rule, and is subject to NJSIAA penalties, including ineligibility from
competition. The NJSIAA will test certain randomly selected individuals and teams
that qualify for a staie championship toumament or state championship competition
for banned substances. The results of all tests shall be considered confidential and
shall only be disclosed to the student, his or her parents and his or her school. No
student may participate in NJSIAA competition unless the student and the student's
parent/guardian consent to random testing.

By signing below, we consent to random tesfing in accordance with the
NJSIAA steroid testing policy. We understand that, if the student or the student’s
team qualifies for a state championship tlournament or state championship
competition, the student may be subject to testing for banned substances.

Signature of Student-Athlete Print Student-Athl,efe’s Name Date

Signature of Parent/Guardian Print Parent/Guardian's Name Date

May 1, 2009




The term “related compounds® comprises substances that are included in the class by their pharmacological action and/or chemical
structure. No substance belonging to the prohibited class may be used, regardless of whether it is specificaily listed as an example.

Many nuttitional/dietary supplements comtain NJSIAA banned substances. |n addition, the U. S. Food and Drug Adminlstratian (FDA)
does not strictly regulate the supplement industry; therefore purity and safely of nutitional dietary supplements cannot be guaranteed.
Impure supplements may lead to a positive NJSIAA diug test. The use of supplements is at the student-athlete's own risk.

Student-athletes should contact their physician or athlelic trainer for further information,

The following is a list of banned-drug classes, with examples of banned substances under each class:

{a) Sumulants
amiphenazole
amphetamine
bemignde
benzphelamine
bromantan

caffinel (guerana)
chlorphentermine
cocaine
cropropamide
crathetamide
dielhylpropion
dimethylamphetamine
doxapram
ephedrine

(ephedra, ma huang)
ethamivan
ethytamphelamine
fencamfamine
meclofenoxale
methamphetamine
melhylenedioxymethamphetamine

(MDMA, ecstasy)
methylphenidate
nikethamide
pemoline
pentetrazol
phe miimetrazine
phenmetrazine
phentermine

phenylpropanolamine {ppa)

picrotoxine

pipradol

prolinlane

sirychnine

synephnine
{citrus aurantium, zhi shi, bitter
orange)

and related compounds

{b) Anabolic Agents
anabofic steraids
andrastenediol
androsienedione
bokiencone

clostebol

dehydrochiermethyl-
testosterone
dehydroepiandro-
slerone (DHEA)
dihydrolestosterone (DHT)
dromostanolone
epitrenbolone
fluoxymesterone
gestsinone
meslercione
methandienone
methenclone

melhyllestosterone
nandrolone
norndrostenedlol
nerandrostenedione
norethandrolone
oxandrolone
oxymeesterone
oxymelholone
pregnelone
slanozotol
testosterone
tetrahydrogestrinone
(THG)
trenbolone
and related compounds

other anabolic agents
clenbuterol

(e) Definitions of positive depends on the following:

1 for caffine — if the concentration in urine exceeds 15 micrograms/mi

{c) Diuretics
acetazolamide
bendroflumethiazide
benzhiazide
bumelanide
chlorothiazide

chlorthalidone
ethacrynic acid
flumethiazide
furosemide
hydrochiorothiazide
hydroflumenthiazide
methyclothiazide
metakazone
polythiazide
quinethazone
spironolacitone
triamterene
trichlormethiazide
and related compounds

{d) Peptide Hormones & Analogues:
corticotrophin (ACTH)

human chorionic gonadetrophin (hCG)
leutenizing hormone (LH)

growlh hormone {HGH, somatolrophin}
insulin like growth hormone {(IGF-1)

Alt the respeclive releasing faclors
of the above-mentioned substances
also are banned;

erythropoietin (EPO)

darbypoetin

sermorelin

2 (or testosterone — if administration of testoslerone of use of any other manipufation has the result of increasing the ralio of the total concentration of
lestoslerone lo that of epitestosterone in the urine of greater than 6:1, unlese lhere is evidence thal this ratio is due o @ physiolagical or pathological

candition.






Most recettt Inmunizations and dates administerad:

Medications currently prescsibed, with dose and frequency:
Medication Name Dosage Frequency

Addiional observations;

General Diagnoals; _ _— S — - .

Ganeral Recommendations:

THE HISTORY PREPARED BY THE PARENT/STUDENT MUST BE REVIEWED BY
THE EXAMINING PROVIDER AT THE TIME OF THE PHYSICAL EXAMINATION.
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| CLEARANCES: This section is completed by the examining healthcare provider.
After examining the student and reviewing the medical history the student is:

Ll A Cleared for participation in all sports without restriclions.

L B. Not deared for participation in any sport unlil evaluation/treatment of:

L1 C Cleared for limited partlcipation in the following types of sports only. Please see below for sport
classifications. CHECK ALL THAT APPLY
____ CONTACT/COLLISION __ NON-CONTACT/STRENUOUS
__ UMITED CONTACT ____ NON-CONTACTMNON-STRENUOUS

Limitations due to: __

NOTES TO THE EXAMINING PROVIDER

Conditions recuiring dasrance befors sporta partidnation ndude, but em ot limited to the following:

Anaphylaxis; Atanloaxial instability, Bleeding disorder; Hypertension; Congenital heart disease; Dysrhythmia, Mitral valve prolapse;
Heart murmur; Cerebral palsy; Oiabetes mellitus; Eating disorders; Heat iliness history; One-kidney athletes; Hepatomegaly,
Splenomegaly; Malignancy; Seizure Disorder; Marfan's Syndrome; History of repeated concussion; Organ transplant recipient; Cystic
fibroais; Sickle cell disease; and/or One-eyed athletes or athleles with vision greater than 20/40 in one eye.

SAMPLES OF CLASSIFICATION OF SPORTS BY CONTACT
Contact/Collislon Limited Contact Non-Conisct
Strenuous Non-strenuous
Basketbalt Baseball Discus Bowling
Diving Cheerleading Javelin Golf
Field Hockey Fencing Shot put
Football High Jump Rowing
ice Hockey Pole vault Running/Cross Country
. Lacrosse Gymnastics Strength Training
Soccer Skiing Swimming
Wrestling Softball Tennis
Volleyball Track
Effects of physiologlc maneirvers on hean sounds Physical Stgmata of Marfan's Syndrome
Standing Increases murmur of HCM Kyphosis
Decreases murmur of AS, MR High arched palate
MVP click occurs earlier in systole Peclus excavalum
Arachnodaciyly
Squatting Increases mumur of AS, MR, Al Amm span > height 1.05:1 or greater
Decreases murmur of MCH Milral Valve Prolapse
MVP click delayed Aortic Insutficiency
Myopia
Valsalva Increases mumur of HCM Lenticutar dislocation

Decreases murmur of AS, MR
MVP click occurs earlier in syslole

HCM: Hypertrophic Cardio Myopathy
AS: Aortic Slenosis

Al: Aortic Insufficiency

MR:  Mitral Regugitalion

MvP: Mitral Valve Prolapse
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HISTORY REVIEWED AND STUDENT EXAMINED BY: Physician’s/Provider’s Stamp:

[t Primary Care Provider

O School Physlclan Provider

OLicense Type:
OMDMDO
0APN
OPA

PHYSICIAN'S/PROVIDER’S SIGNATURE:

Today's Date: Date of Exam:

] RESERVED FOR SCHOOL DISTRICT USE ]

NOTE: M.JA.C. 6A16-Z.Zrequires the school physician to provide written notification 1o the parent/iegal guardian stating
approval or disapproval of the student’s participation in athlelics based on this physical evaluation. This evaluation and
the notification lelter become part of the studenl’s school health record.

History and Physical Reviewed By: Date:

Thie of Reviewer (please check one): O School Nurse 00 School Physlcian

Medical EAgibillty Notification Semt to Paremt/Guardlan by School Physician

Date
{1 Letter of notfication is atlached.

OR
Parent notification indicates that:
O Participation Appraved without (imitations.
O Partidpation Approved with limitetions pending evaluation.
O Participation NOT Approved

Reason(s) for Disapproval:
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