Student’s Name: Grade:

Circle School Attending in September:
JLHS JMHS GOETZ MCAULIFFE

JACKSON SCHOOL DISTRICT
ATHLETIC DEPARTMENT

PRE-PARTICIPATION
ELIGIBILITY PACKET

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.



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.
Example. If a cardiac related box Is checked “yes” explain what the issue is, the
relationship to the student, and age of onset etc,

L1 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.”

O 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.

b 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 welght, 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 o the nurse in your child’s home schoal.

Sincerely,

Dr. Thomas Sargent, D.C.



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: Date:
Parent/Guardian Cell: Sport:
COVID-19 Questions: Please Circle One
Has your son/daughter been diagnosed with Coronavirus (COVID-19)? YES NO
« [If diagnosed with Coronavirus (COVID-19), was your son/danghter
. YES NO
symptomatic?
o If diagnosed with Coronavirus (COVID-19}, was your son/daughter
o YES NO
hospitalized?
Has any member of the student-athlefe’s household been diagnosed with YES NO

Coronavirus (COVID-19)7

Signature of Parent/Guardian:

To participate in workouts during the summer recess period, the parent/gnardian must complete this form. This
form only needs to be completed one time. This is a recommended tempiate for the COVID-19 Questionnaire.
Districts can determine the best means (electronic or paper) and platform (Survey Monkey, Microsoft Teams,
Google Docs ete.) to administer the questionnaire.



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

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This form is to be fiffed out by the patiend and parent prior o secing the physician. The physician should keera copy of this form in the chart)
Date of Exam

Name Date of birth
Sex Age Grade Schaol Sport{s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal ang nutritional) that vou are currently taking

Do vou have any allergies? O Yes O No fves, piease identify specific allergy below.

1 Medicines 0 Pollens B Food I Stinging Insects
Explain “Yes" answers helow. Ela'cle questmns yau dun’t know the answers to,
GENERM.G!!ESTIGHS s R b T '\@5:: Hn MEDICAL QUESTEONS - T Yes | Moo
1. Has a docter ever denied of restricted vour pastlcwatlon in spurts for 26. Do you cough, wheeze or ha\re dxffcu!ly brearhlag durmg or
any reason? after exercise?
2. Do you have any ongoing medical conditiens? If so, please Identify 27. Have you ever used an inhaler of taken asthma medicine?
nelow: (1 Asthrma 3 Anemia ] Diabetes [J Infections 28. |5 thers anyona In your family who has asthma?
Other: 29. Were you born withiout or are you missing a idney, an eye, a feslicle
3. Have you ever spent the night in the hospital? {males), your spleen, of any other organ?
4. Have you ever had surgery? 30, Do you have grein pain or a painful bulge or hernia in the groin area?
HEARY HEALYH QUESTIONS ABOUT YOU -0 i i i Wes 1 s e~ | 31, Have you had infectiols monondcleosis émano) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise?

33, Have you had a herpes or MASA skin infaction?
6. Have you ever had discomiort, pain, tighthess, or pressurs in your a4
chest during exercise?

. Have you ever had a head injury or concussion?
35, Have you ever had 2 hit or blow to the head that caused confusion,

7. Does your heart ever race or skip beats (ireguiar beats) during exercise? prolonged headache, or memory problems?
8 Eﬁ:ﬁii’;ﬁﬁ;{‘:s;;m you that you have any hearl problems? If so, 36. Do you have a history of sefzure disorder?
O High bload pres;sure O Aheart munmur 37, Do you have headachas with exerclse?
O High cholesterol [ Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms ar
[l ¥awasaki disease Other: legs after belng hit or falfing?
9, Has a doctor ever ordered a test for your heart? {For example, ECG/EXG, 39. Have you ever heen unable to move your arms or legs after being hit
echocardiogram) o falling?
10. Do you get lightheaded ar feal more short of breath than expected 40. Have you ever become H whils exercising in the keal?
during exercisa? 41_ Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do yau of seieens in your family have sickle cell trait or disease?
12. Do you get mare fired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
during exercls_e? . — . . - S— 44. Have you had any eye injuries?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY © 0 o= it Yes - N e

45, Do you weat glasses ar contact lenses?
46, Do vou weaf protective evewear, such as gaggles or a face shield?

13. Has any family member or relative died of heart problems or hag an
unexpected o anexplained sudden death before age 50 (inclizding

drowning, urexplained car accident, or sudden infant death syadrome)? 47. Do you wasry about your weight?

14, Does anyone In your family have hyperirophic cardiomyapathy, Marfan 48. Are yeu: trying to or has anyone recommended that you gain or
syndrome, arhythmaogenig right ventricular cardiomyopathy, long QT lose weight?
syndrame, short T syndreme, Brugada syndrome, or catechalaminergic 49. Are you on a special diet or do you avaid certaln types of foods?

palymorphic ventricular tachycardia?

50, Have you ever had an eating disorder?

15. Does anyone in your family have a heati problam, pacemaker, ar

implanted cefibrilator? 51, Do you have any concerns ihai yau wauld Ilke to dlsnuss \mth A dacinr’
16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONIY - B

selzures, or near drowning? 62, Have you ever had 2 manstruzat penud?
-BONE AND-JOINT QUESTIONS - icidndrnssinn g Yes |V Ne ] | 53, How old were you when you had your first menstroal period?
17. Have you ever had an injury ta a bﬂﬂB musgcle, ligamend, urtendun 54, How many periods have you had in the last 12 months?

that caused you to miss a practice or a game?
18, Have you aver had any broken or fractured bones or dislocated joints?

19, Have you sver had an injury that required x-says, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20, Have you ever had a siress fracture?

21, Have you avar heen toid $hat you have or have you had an x-ray for neck
instability or atlantoaxial instability? {Down syndromes ar dwarfism)

22. Do you regularly use a brace, erthotics, or other assistive device?

23. Do vou have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painfu, swollen, feed warm, or lopk red?
25, Do you hava any histery of juvenile arthritls or connective tissue disease?

Explain “yes” answers here

I herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct,

Signature of alhiels Signature of p Jguard; Date

©2010 American Academy of Family Physicians, American Academy of Pediairics, American College of Sporls Medicing, American Medical Sociely for Sports Medicing, American Orthopaedic
Sociely for Sperts Medicine, and American Osteopathic Academy of Sports Medicine, Permission is granted to reprint for nancommercial, educational purpeses with acknowledgment.
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PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL. HISTORY FORM

Date of Exam
Name Date of hirth
Sex Age Grade School Sport(s)
1. Type of disability
2. Date of disability
3. Classification (if avallable)
4, Cause of disability {birth, disease, accidentfrauma, other)
&. List the sporis you are interesied in playing
R e e B e e T “¥es il Ne
6. Do you reguiarly Use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sporis?
8, Do you have any rashes, pressure sores, or any 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 bowed or bladder function?
12. Do you have bumning or discomfort when grinating?
13, Have you had autonomic dysrefiexia?
14, Have you ever been diagnosed with a heat-related (hypertheirnia) or cold-refated (hypothermia) fiiness?
15, Do you have muscle spasticity?
16, Do you have frequent seizures that ¢annot be controlied by medication?
Explain “yes” answers here
Please indicate if you have ever had any of the foilowing.
Atlantoaxial instability
X-ray svaluatian for atlantoaxial instability
Dislocated joints (more than one}
Easy bleeding
Enfarged spleen
Hepatitis
Osteopenia or osteoporesls
Ditficuléy condroling bowel
Difficully condroling bladder
Numhness or tingling in arms or hands
Numbness or fingling in legs or feet
Weakness in arms o hands
Weakness in legs or feet
Racent change in coardination
Recent change in ability 2o walk
Spina bifida
Latex allergy
Explain “yes” answers here
| hereby state that, 1o the begt of my knowledge, my answers to the above guestions are complete and correet.
ture of athiste Signalure of parent/ ik Dale

©2010 Americar: Academy of Family Physicians, American Academy of Pedialrics, American Collage of Sports Medicina, American Medical Sociely for Sports Medicine, American Orthopaedic
Society far Sporis Medigine, and American 0sfecpathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment,

New Jersey Depariment of Education 2014, Pursuant lo P.L.2013, c.71



NBTE: The preparticiaption physical examination mus! be conducted by a health care provider who 1} is a icensed physician, advanced practice
nurse, or physician assistant; and 2} complsted the Studeni-Athlete Cardiac Assessment Professional Development Module.

BE PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSIGCIAN REMINDERS

1. Gonslder additienal guestions on more sensitive kssues
* Da you teel stressed out or under a lat of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
* Da you feel saie at your home or residence?
* Have you ever tried cigarettes, chewing tobacoo, shutf, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Da you drink alcohal or use any other drugs?
* HKave you ever laken anabolls sterobds or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat beit, use 2 helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5—14).
Helight Weight M Male 1 Female
BP ! { ! ) Puise Vision R 20/ L 20/ Corected XY O N
BMEDIGAL 7 T s S e T s NORMAL e - ABNORMAL FINDINGS -~
Appearance
» Marfan stigmata {kyphoscoiiesis, high-arched paate, pectus excavatum, arachnodaciyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)
Eyes/earsiose/throat
« Pupils equal
» Hearing
Lymph nodes
Heart?
= Murmurs (ausculiation standing, supine, +/- Valsalva)
« | ogation of point of maximal impulse (PMI)

Pulses
» Simultaneous fernoral and sadial pulses

Lungs

Abdomen

Genltourinary {malss onlylb

Skin

+ HSY, jesions sugnestive of MRSA, tinea comoris
Neurolegice

MUSCHLOSKELETAL i T i D i i e S : B I I L U A R
Neck

Back
Shoulder/arm
Elbow/forearm
Wrist/hand/fingars
Hip/thigh

Knee

Leglankle
Fooifoes

Functionat
+ Duck-walk, single leg hop

Consldar £CG, echotardiogram, and refarral 1o cardiofogy far abnormal cardiac history or exam.
bConsider 6l exam if in private setting. Having third patty prasent is recommended.

“Gonsider cognitive svakation or haseline newropsychiatric testing if 2 history of significant concussion,
O Cleared for all sports without restrictien

O Cleared for all sports withou restrictien with recommendations for further evaluatien or treatment for

71 Mot cleared
[ Pending further evaluation
O For any sposls
O For cerlain sports
Reason

Recommandations

| have examined the above-named student and completed the preparticipation physical evaluatian. The athlele does nol presest apparent elinical contraindications to practice and
parficipate in the sport{s} as cullined ahove. A copy of the physical exam is on record In my office and can be made available ta the schoaol af the request of the parenis. If canditions
arise after the athlete has been eleared for particlpatior, a physician may rescind ike clearance unti the problem is resolved and the potential consequenses are completely explained
ia the athlete {and parants/guardians).

Name of physician, advanced practice nurse {APN}, physician assistant {PA) (print/type) Date of exam

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Soclely for Sports Medicing, and American Dsieopathic Academy of Sporls Medicine, Permission is granted to reprint for noncommercial, educational purposes with acknowiedgment.,
HEBS03

8-2681/0410
New Jersey Department of Educalion 2014; Purstiant te P.L.2013, ¢.71




PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex M OF Age Dade of birth

13 Cleared for all sports without restriction

3 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

F1 Not cleared
[} Pending further evaluation
1 For any sports
O For certain sporis

Reason

Recommendations

EMERGENGCY INFORMATION
Aliergies

Other information

HLP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
{Date}
Approved Not Approved
Signature:

{ have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the spori(s) as eutlined above. A copy of the physical exam is on record in my office
and can be made available to the schaol at the request of the parents. i conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance untif the problem is resoived and the potential consequences are completely expiained to the athlete
{and parents/guardians).

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

Address Phone

Signature of physician, APN, PA

Completed Gardiac Assessment Professional Bevelopment Module

Date Signalure

© 2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Society for Spotts Medicine, American Orthopaadic
Sociely for Sports Medicine, and American Osteopaihic Academy of Sporis Medicine, Pertission is granted to reprint for nonsommercial, aducational purposes with acknowledgmant,
New Jersey Depariment of Education 2014; Pursuart to P.L2013, c.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 schoal 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.



