Student’s Name: Grade:

Circle School Attending in September:
JLHS JMHS GOETZ MCAULIFFE

JACKSON SCHOOL DISTRICT
ATHLETIC DEPARTMENT

PRE-PARTICIPATION
ELIGIBILITY PACKET

oV
e

Please review all forms for omissions and
sign where indicated.

Incomplete forms will result in a delay in eligibility.

Please bring all completed forms to the Nurse’s office of the
school your child will attend in September.




INFORMATION ON SCHOOL SPORTS PHYSICALS FOR 2020/2021

o All Student athletes are required to have a current sports physical on file which has been
approved by our school physician. Your child will not be allowed to participate in any tryouts
and/or practices until all forms have been approved.

» Sports physicals must be submitted on a state approved form and completed by a licensed
MBD or DO {See “Athletic Physical and Permission Forms Link). Please submit original signed
forms to the school nurse — we cannot accept physicals or health history updates via email
or fax

e Approved physicals are valid for 365 days from the date of the exam

e [f your physical was not completed within 90 days of the start of the season, a Medical
History Update form must be completed and submitted (See “Medical History Update Form”
Link)

¢ You may check the status of your child’s physical on the parent portal.

To ensure there is ample time to review and process all private physicals, you must submit your
completed physicals to the school nurse at your child’s school no later than:

2020/2021 DUE DATES FOR PRIVATE PHYSICALS:
Fall sports season: August 1, 2020
Winter sports season: October 1, 2020
Spring sports season: February 1, 2021

ANY PHYSICALS HANDED IN AFTER THESE DATES MIAY NOT BE CLEARED IN TIME FOR
TRYOUTS.

All physicals must be approved by the school physician as per N.LA.C. 8A:16-2.2 which requires the school
physician to provide written notification to the parent/legal guardian stating approval or disapproval of the
student’s participation in athletics based on this physical evaluation. This evaluation and the notification
letter become part of the student’s school health record.

Official Start Dates for High School Athletics:

Fall 2020%*
Football and Girls Tennis start on Monday, August 10
Cross Country, Field Hockey, Soccer, Gymnastics and Girls Volleyball start on Monday, August 17th

Winter 2020/2021
Ice Hockey, Bowling and Swimming start Monday, November 8t
Wrestling, Basketball and Indoor Track start Menday, November 30t
{tryouts 11/23-11/25)

Spring 2021
Golf, Lacrosse and Track start Monday, March 8%
Boys Tennis, Baseball, Softball and Boys Volleyball start Friday, March 12%

*%All Fall dates are subject to change due to COVID-19




A Note From Our School Physician

Please use the following checklist to complete the History portion of the Pre-Participation Physical
Evaluation and to ensure you are providing us with the information that is required to clear your
child to participate in sports. Sport physical approvals will be delayed if information is
missing from these forms.

O Ali boxes where "yes" have been checked must have a description in the provided section.
Exampte: If a cardiac related box is checked “yes” explain what the issue is, the
relationship to the student, and age of onset etc.

LI Cardiac History: If your child has ever had a Cardiac History (including as an infant), you
must provide clearance from their cardiologist. The clearance note from the treating
cardiologist must state that your child is “cleared for competitive sports and gym.”

0 Vision: If your child’s vision is worse than 20/40 you will need a recheck. If there is no
improvement on the recheck you must follow up with an optometrist. Please note that
your child should wear their prescribed glasses or contacts during the vision exam.

{1 Sport: Remember to indicate which sport(s) your child would like to try out for. If they
would like to participate in track, please make sure you specify which season, i.e., Cross
Country (Fall), Indoor Track (Winter} or Track & Field (Spring).

Please review all paperwork for omissions before submitting. Common omissions are: blood
pressure, vision, height and weight, physician's signature and/or stamp, parent/guardian’s
signature, student's signature, student’s demographic information. These omissions will delay
the eligibility process.

Once completed, please submit all forms to the nurse in your child’s home school.

Sincerely,

Dr, Thomas Sargent, D.O.




NEW JERSEY STATE INTERSCHOLASTIC ATHLETIC ASSOCIATION
1161 Route 130 North, Robbinsville, NJ 08691-1104

Phone 609-259-2776 ~ Fax 609-259-3047

COVID-19 Questionnaire

Name of Student;

Parent/Guardian Cell:

COVID-19 Questions:

Has your son/daughter been diagnosed with Coronavirus (COVID-19)?

o [f diagnosed with Coronavirus (COVID-19, was your son/daughter
symptomatic?

o Ifdiagnosed with Coronavirus {COVID-19), was your son/daughter
hospitalized?

Has any member of the student-athlete’s household been diagnosed with
Coronavirus (COVID-19)?

Signature of Parent/Guardian:

Date:

Sport:

Please Circle One

YES

YES

YES

YES

NO

NO

NO

NO

To participate in workouts during the sunmumer recess period, the parent/guardian must complete this form, This

form only needs to be completed one time. This is a recommended template for the COVID-19 Questionnaire.
Districts can determine the best means (electronic or paper) and platform (Survey Monkey, Microsoft Teams,

Google Docs etc.) to administer the questionnaire.




ATTENTION PARENT/GUARDIAN: The preparticipation physicat examination (page 3) must be completed by a heatth care provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form is io be filled out by the patient and parent prier fa seeing the phiysician. The physician should keepr copy of this form In the charl.}

Date of Exam
Name Date of Birth
Sex Age Grade School Sport(s)

Medicines and Allergies: Piease tist all of the prescription and over-the-caunter medicines and supplements {herbal and nutritionad) that you are currently taking

Do you have any alfargies? O Yes [ No [fyes, please identify specific allergy below.

O Medicines 3 Pollens [3 Foed O Stinging Insects
Explain “Yes” answers below, Circle quesfions you don't know the answers to,
BENERAL GUESTIONS Yes | Mo MEDIGAL QUESTIONS Yes |- Ho
1. Has a doctor ever denled or sestricted yeur participation in sports for 26. Da you cough, wheeze, or hava difficully Breathing during or
any reason? after exercise?
2. Da you hiave any ongoing medical conditians? If 30, please identify 27. Have you sver used an inhaler or taken asthma medicine?
below: O Asthma 3 Anemia [ Diabetes O Infections 28. |5 there anyone in your family whe has asthma?
Other: 29. Ware you horn withaut or ara you missing a kidney, an eve, a tesficle
3, Have you ever spent the night in the hospital? {males), your spleen, or any ather organ?
4, Have you ever had surgery? 30. Se you have groin pain or a painful bulge or hamia in the groin area?
REART HEALTH QUESTIONS ABOUT YOU Yes | Ho 31. Have you had infectious mananucleosis {mene) within the last month?
5. Have you ever passed ouf of nearly passed out DURING or 32, Bo you have any rashes, pressure sores, ar other skin problems?
AFTER exerclse? 33, Have you hat 2 herpes or MRSA skin infaction?
4. Have you ever had discomfort, pain, ightress, or pressure in your 34, Have you ever had a head niLry er concussion?
chast during exerglse? -
0o beats { rar beats) dur o 35, Have you ever had & hit or blow to the head that caused confusion,
7. Does your heart ever race or skip beats {irregular beats} during exercige? prolonged headache, or memory problems?
8. E::c?{ [élolc&?;te:;; 1t;}lld you that you hiave any heart problems? if $o, 36. Do yau have a history of seizure disarder?
O High blood pres:sure 1 A heart murmur 37. Do you have headaches with exercise?
[ High cholesterol {1 Aheart Infection 38. Kave you ever had numbness, Engiing, or weakness in your arms or
[ Kawasaki disease Other: legs after befng hit or falfing?
. Has a coctor ever ordered a est for your heart? (For example, ECG/EKG, 39, Have you ever been unable 1o move your arms or legs after being hit
echocardiogram} o falling?
10. Do you get lightheaded or feel mora short of breath than expacted 40. Have you ever bacome ill while exercising in the heat?
during exercise? 41, Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained ssfzure? 42, Do you or someons in your family have sickle cell trait or disease?
12. Do you get more tired of ghort of breath more quickly than your fiends 43, Have you had any problems with your eyss or vislon?
during exgroiso? - 44, Have you had any eye injuries?
HEA:T HEM;TH :IIIJESTI:HS ABIB:'T Yd?udﬂ :‘:}Mir’;v " Yes | No 45, Do you wear glasses or ¢ontact lanses?
13. Hag any family member or refative died of heart preblems or had an "
unexpected or unexplalnad sucden death befare age 50 fncluding 46. Do you wear prolechive eye“.-eaf. such as gogoles or a face shleld?
drowning, unexplained car aceiderd, ar sudden infant death syndrome)? 47. Do yau werry about your weight?
14. Does aryone In your family have hyperizophic cardiomycpathy, Marfan 43. Are you trying 1o or has anyone recammended that you gain o
syndroma, arhythmogende right ventricular cardiomyapathy, feng 47 lose weight?
syndroma, short QT syndrome, Brugada syndrame, or catecholaminergic 48, Are you on a special diet er de you avold certaln types of foods?
pelymosphic ventricular tachycardia?
5D & In your famy have a heart prabh p——pe 50. Have you ever had ar ealing disorder?
. U0Bs anyone m , pacemaxer,
Implsanteyli deﬁbryilllatoﬁ proviem, pa 1. Do you: have any consarms that you wold like to dlscuss wnh a dnmnr?
16. Has anyone in your family had unexplalned fainting, unexplained FEMALES ONLY
selzures, of Rear drowning? 52, Have you ever had a mensiruat period?
BONE AND JOINT QUESTIONS Yes. | No 53, How old were you when you had your first menstrual pericd?

17. Have you ever had an injury to a bone, muscfe, ligament, or {endon
that caused you t¢ miss a practice or a game?

14, Have you sver had any broken or fractured bones or dislocated joints?

19, Have you ever had an injury that required x-rays, MRI, €T scan,
injections, therapy, a brace, a ¢as!, or crutches?

24, Have you ever had & siress fracture?

21. Have you ever been iold that you kave or have you had an X-ray for neck
fnstahility or atlantoaxial instability? {Down syndrome or dwarfism)

22, Do yout regularly use a brace, erthotics, ac other assistive device?

23. De you have a bone, muscte, o Jeint injury thaf bolkers you?

24. Do any of your joints become painfuf, swollen, feal warm, or look red?

25. Do you have any history of juvenile arthiitis or conaaciive tissue disease?

54.

Row many periods hiave you had in ihe fast 12 moalhs?

Explain “yes” answers here

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

Signatwze of athlete Signature of p:

y P
Saciely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint .for nencommercial, educalional puipases with acknowiedgment.
HEgSE3
New Jersey Department of Education 2614; Pursuant to P.L.2013, ¢.71
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B PREPARTICIPATION PHYSICAL EVALUATION ALL PARENTS MUST FILL OUT
THE ATHLETE WITH SPECIAL NEEDS: ANDSIGNTHIS SECTION.
SUPPLEMENTAL HISTORY FORM (even if all answers are "No")

Date of Exam
Name Date of birth

Sex Ags Grada School Sporl(s)

. Type of disabllity

, Date of disability

. Classifization (if avaBable}

. Gause of disabifity (pirth, disease, accident/trauma, othes}
. List the sports you 4re interesied in playing

G| | | R | e

Yes Ho

6. Do you regularly use & brace, assistive device, or prosthetic?
7, Do you use any special brace or assislive davice for sports?
8, Do you hava any rashes, pressure sores, or any other skin problems?
9. D you have a hearing jess? De you use a hearing ald?
10. Do you have a visual impaiment?
11. Do you uge any special devices for bowe! or bladder function?
12. Be you have burning or discomfort when arinating?
13. Have you had autonomic dysreflexia?
14. Hava you ever been dlagnosed with a heat-related (hyperthermia) o cold-related (hypothermia) ifiness?
15. De you have muscle spasticity?
16. Do you have frequent seizures that cannct be controlled by medication?

Explain “yes" answers here

Please indicate if you have ever had any of the following.
L " Yes .~ Neo

Alantoaial instabllity

X-ray evaluation for atfantoaxial instability
Dislocated joints {mare than ene)

Easy bleeding

Enlarged spleen

Hepatitis

Osteapenia or osteoporosis

Difficulty conteolling bowel

Difficuity controliing bladder
Numbness or tingling in arms or hands
Numbness o tingling In legs or fest
Weakness In arms or hands

Weakness In egs or feet

Recent change in coardination

Recent changs in abllity to walk

Spina bifida

Latex allergy

Explain "yes” answers here

| hereby state that, to the best of my knowledge, my answers o the above questions are complete and cormect.

Sigaature of athlete of pi ‘guard Dats

©2010 American Academy of Family Physicians, American Avademy of Pedlatrics, American Coliege of Sporls Medicing, American Medfcal Soclely for Sports Medicing, Amarican Orthopasdic
Soclety for Sports Medicine, and American Osteopatiic Academy of Sports Medicine, Parmissicn Is granted Yo reprin for nencommercial, educational pirposes with acknowledgment.

New Jerssy Dapariment of Education 2014; Pursuant to F.L.20713, ¢.71




NOTE: The preparticiaption physical examination must be conducted by & health care provider who 1) Is a licensed physician, advanced practician
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of hirth

Name
PHYSIGCIAN REMINDERS

1. Gonsider additicnal questions on more sensllive Issues
* Do you feel stressed out or under a lot of pressure?
* Doyou ever feel sad, hopeless, depressed, or anxlous?
* Do you feef safe at your home of residence?
* Have you ever tried cigarettes, chewing fobacce, snuff, or dip?
* During the past 30 days, did you use ehewing tobacce, snuff, or dip?
* Do you drink alcohol or use any sther drugs?
* Have you ever taken angholic sterelds or used any olher performance supplement?
* Have you ever taken any supplements to 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 symptoms {questions 5-14).

EXAMINATION

Height Welght O Male 0O Femals

8P ! { / ) Pulse Vislon B 20/ L 20/ Corected OOY O N

MEDIGAL NORMAL ABNOAMAL FINDINGS

Appearance

« Marfan stigmata (kyphoscollosls, high-arched palate, pectus excavatum, arachnadactyly,
arm span > hefght, hyperlaxity, myopia, MVP, aortic insuféiciency)

Eyes/ears/nose/throat

= Pupils equal

¢ Hearing

Lymph nodes

Heart?
* Murmurs {auscultation standing, supine, +/~ Valsalva)
» Location of point of maximal impulse (PMI}

Pulses
* Simultansous femorad and radial pulses

Lungs

Abdornen

Genitourinary {males only)®
Skin

* HSV, Iesions suggestive of MRSA, tinea corporis
Neurologic®
MUSCULOSKELETAL

Neck

Back

Shouldes/arm

Elbhow/orearm
Wist/hand/lingers

Hip/thigh

Knee

Leg/ankle

Foolitogs

Functional

» Duck-walk, sinale fea hop

1Consider ECG, schocardiogram, and refemal to cardlelogy for ebnormat cardiae history or exam.
3Consider GU exam if In private setiing. Havirg third party present is recammeanded.
*Consider cognitive Hon or baseling neur hiatris tesling if 4 history of significant concussion.

O Cleared for ali sports without restriction
O Cleared for all sports withaut restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports
O For certain sports
Reason

Recommendations

| have examined the ahave-named studant and complated the preparlicipaticn physical evalualion. The alhiele does not present apparent clinical contraindications te practice and
pardicipate in the sporl{s) as autlined above. A copy of the physical exam is on record in my office and can be made available to the scheol at the request of the parents. if eanditions
atise after (e athlede has been cleared for participation, a physician may rescind the elearance untif e problem is resolved and lhe polential consequences are complalely explained

1o the athiete {and parents/guardians),

Name of physician, advanced practice nurse (APN), physician assistant (PA) {print/type) Date
Address Phone
Signature of physician, APN, PA

Today's Date: Date of Exam:

©2010 American Academy of Family Physiclans, American Acadlery of Pedialrics, American Coliege of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Soclety for Sports Medlcine, and American Gstecpathic Academy of Sports Medicine. Permiission Is granted to reprint for roncormmerclal, educalional purposes with acknowledgment.

HE0503
New Jersey Depariment of Education 2014; Pursuant fo P.L.2013, ¢.71
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B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

01 Cleared for alt sports without restriction

[} Cleared for all sports withaut restriction with recommendations for further evaluation or treatment for

O Not cleared
8 Pending further evaluation
[ For any sports

[ For certain sports

Reasan

Recommendations

EMERGENCY INFORMATION
Allergies

Other information

HCGP OFFIGE STAMP SCHOOL PHYSIGIAN:
Reviewed on
{Pate)
Approved Not Approved
Signature:

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications fo praclice and participate in the spori(s} as outlined above. A copy of the physical exam is on record in my office
and can be made available 1o the school at the request of the parents. if conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the preblem is resoived and the potential consequences are completely explained to the athiete
(and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phane

Sigrature of physician, APN, PA
Gompleted Cardiac Assessment Professional Development Module

Date Signature

©@2010 American Acadamy of Family Physiclans, American Academy sf Pediatrics, Amarican Coltege of Sporis Madicine, American Medical Seciely for Sports Medicine, Atnerican Orthopaedic
Saclely for Sports Medicing, and American Osteopathic Academy of Sporis Medicine, Permission is granted to reprint for noncommerclal, educational purposes with acknowiedgment,
New Jersey Department of Education 2014; Pumsuant to P.L2G13, ¢.71




In order for a student to participate in the Jackson
School District Athletic Program, all parents and
students must acknowledge that they have
reviewed and understand various policies,
procedures and required authorizations.

These Athletic Participation Consent Forms
will be available online on the Jackson School
District Parent Portal after your physical is
received by the athletic office.

(We receive your physical, and when it is entered into

the system, we release the forms to you on the portal.

You will see an invitation to fill out the form when you
sign on to the portal.)

Similar to the “Back to School” portal signoffs in
September, these forms are filled out by signing
into the Parent Portal:
https://parents.jacksonsd.org
(a link is also available on all school sites).

Please be sure to fill them out as soon as they
are available to you on the portal, so there is no
delay in your child being able to participate in the
sports program.




