Cape May County Technical High School
Medical Clearance to Participate in High School Sports and Intramural Sports:
New Jersey Administrative Code N.J.A.C.6A:16-2.2

Instructions for completing the medical clearance forms for sports:

L. Preparticipation Physical Evaluation: HISTORY FORM (Page 2 is required if your child
has any special needs as indicated on form.)

Parent/Guardian AND Student must sign at the indicated areas.

2. Preparticipation Physical Evaluation: Physical Examinatien Form (2 pages)

MAXKE SURE THAT A PHYSICIAN, NURSE PRACTITIONER OR CERTIFIED
PHYSICIAN’S ASSISTANT ENTERS ALL INFORMATION ON THE PHYSICAL
EXAMINATION FORM. DO NOT LEAVE ANY INFORMATION BLANK.

PRINT ATHLETES NAME: D.O.B. / /__ Grade:

0 Attached are my child’s Preparticipation Physical Evaluations:

0 Health History (1 page)
...and if indicated for a child with a disability or other health problem:
0 The Athlete with Special Needs Health History

D Physical Examination Forms (2 pages) —
Be sure the physician, APN or PA stamped/signed both pages:
“Physical Examination Form” and “Clearance Form”
Note: Two signatures are now required on page 2 “Clearance Form”.
(the Physical Exam statement AND the Cardiac Professional Development)

My child and I have completed and signed the following additional forms:

0 Student and Parent Consent Form

0 Sign-Off Form — Consent for Drug Testing, Sudden Cardiac Death in
Young Athletes, Sports Related Concussion - Head Injury Fact Sheet,
and Sports Related Eye Injuries.

Parent/Guardian: Submit this packet to the School Nurse.

If your child does not have health insurance or a medical provider please call the school nurse at 465-2161
ext. 658 to arrange for an appointment with the school physician. The school physician is available once
each sport season so call early if you do not have health insurance. All attached forms must be completed
except for the “Preparticipation Physical Evaluation: Physical Examination Form™.

LZ: MW 7/2015 Instructions for completing sports forms MW: Sport/Instructions if no physical on file



CAPE MAY COUNTY TECHNICAL HIGH SCHOOL ATHLETIC DEPARTMENT
STUDENT AND PARENT CONSENT FORM

PLEASE PRINT
Complete Legal Name:
{First) (Middle) (Last)
Address: Telephone:
Date of Birth / / Place of birth: Grade: Sport trying out for:
STUDENT PARTICIPATION

This application to participate in athletics at Cape May County Technical High School is voluntary on my part and is
made with the understanding that I will abide by all the eligibility rules set up by the New Jersey State Interscholastic
Athletic Association and Cape Atlantic League, and receive prior to play a physical examination.

Signature of Student: Date:

PARENT OR GUARDIAN CONSENT
I hereby give my consent for the above high school student to engage in interscholastic athletics at Cape May County
Technical High School for the above sport during the current school year and to accompany the team as a member on
its out-of-district trips. I understand that my son/daughter will be expected to adhere firmly to all established athletic
policies, and eligibility rules, and receive prior to play, a physical examination.

Signature of Parent or Guardian: Date:
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EMERGENCY INFORMATION AND MEDICAL TREATMENT CONSENT
{To be completed by parent)

In emergency, contact Phone , Or
Phone
I, , the parent or guardian of the above high school student recognize that as

a result of interscholastic athletic participation, medical treatment on an emergency basis may be necessary, and
further recognize that school personnel may be unable to contact me for my consent for emergency medical care.
Therefore, I do hereby consent in advance to such emergency care, including hospital care, as may be deemed
necessary under the then existing circumstance. Please make the following notations on my son’s/daughter's records:

Medication allergies: List Food/insect allergies: List If yes, does

your child require emergency medication? NO YES (Name of medication):

Other relevant medical information (e.g., glasses, contact lenses; prior surgeries, epilepsy; heart murmur, diabetes,
seizure disorder, etc.)

Medication for long-term or chronic illness (indicate physical or mental health condition and medications):

Signature of Parent or Guardian: Date
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Athletic Director Approval: Health Office Approval: Restrictions:
Eye protection (rec specs) due to vision problem: Eye effected: R 1. Both Condition:
Coach: provide athlete with attached agreement (PTNK PAPER) “Athletes with™:  Asthma  Life-Threatening Allergies  Diabetes

Individual Emergency Health Care Plan provided for:  Asthma  Diabetes  Life-Threatening Allergy ~ Other:

Note for Coach: See school nurse for training and questions regarding athlete’s medical condition.
p: 1z sport\PE on file consent 2004, 2008, 2010




PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Noie: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep a copy of this form in the charl)

Date of Exam
MName Date of birth
Sex Age Grade School Sportis)

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

Do you have any allergies? [ Yes B3 No Ifyes, please identify specitic atlergy below.

O Medieines [J Poliens 3 Food B stinging Insects
Explain “Yes” answers befow. Gircle questions you don’t know the answers to,
ENERALAUESTIONS 5 7 i i 0 ieg "MEDIGAL QUESTIONS Ai¥es [ hoT]
1. Has a doctor ever denied or restricted your participation in sposts for 26. Do you cough, wheeze, or kave difficulty bma““"!! during or
any reason? after exercise?
2. Do vou have any ongoing medical conditions? If so, please identify 27, Have you ever used an inhaler or taken astima medicing?
below: 3 Asthma [J Anemia [J Diabetes [ Infections 28, 1s there anyore in your family who has asthma?
Other: 26, Were you bom without or are you missing a kidnay, an eve, a testicle
3. Have you ever spent the night ir the haspilal? {males}, your spleer, or any other organ?
4, Have youe ever had surgery? 30. Do you hive grotn pain or a painful Lulge or hernia in the groin area?
HEART.HEALTH OUESTIONS RBOUT. YOI - ' s iveg 1N | 31, Have you had infeclious mononucleosis {mano) within the last monlh?
5. Have you ever passed out or nearly passed out DUH[NG or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
6. ?I?::l‘{!?ﬁz;e;:eariiggmmmm pain, ightness, or pressure in your 34. Have you ever had 2 head injury or concussion?
- 35, Have you ever had a hit or Blow to the head that caused canfission,
7. Does your heart ever race or skip beats (iregular beats) during exerclse? prolonged headache, or memory probiems?
8 E::ci Ztll]cltt?;:f:sglitﬂ-ld you thal you have any heart problems? If so, 36. Do you have a history of seizure disorder?
1 High bload pressure 0 Aheard murmur 37. Da you have headaches with exercise?
[ High cholesterol 1 Aheart infection 38. Have you ever had numbness, fingling, or weakness in your arms of
O Kawasaki disease Other: legs afler baing hit or falling?
9. Has a doctor ever ordered a fest for your heart? (Far example, ECG/EKG, 39, Have you gver been unable t mave your arms or legs after belng ait
echocardiogram) ar falling?
10. Do you get lighteaded or fee! more short of breath than expecled 40. Have you ever become ill whils exercising ir the heal?
during exercise? 41, Do you get frequent muscle cramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle celf lrail or disease?
12. Da you get more tired or short of breath more guickly than your Trignds 43. Have you had any problems with your eyes or vision?

duting exercise?
‘HEART'HEALTH QUESTIONS AROUT YOUR FAMILY

44. Have you had any eye injuries?

45. Do you wear glasses of contact lenses?

13. Has any family member or relative died of keart problems or had an " T
unexpected or unexplained sudden death before age 50 frcluding 46. Do you wear protective EyoweaL such as gogyles o a face shield?
drowning, urexplained car accident, or sudden infant death syndrome)? 47. Do you warry about your weight?

14, Does anyong in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that yau gain or
syndrome, arhylhmogenic right ventricular cardiomyopathy, fong OT lose wieight?
syndmme.{shnﬁ ar r;]yndral::e, Bg{ﬂgdﬂ syndrome, or catecholaminergic 49, Are you o 2 special diet or do you avold certair ypes of foods?

r Eolymorph u v.enlncu[ar 1?(: hynar “:1' e m 50. Have you ever had an ealing disorder?

5 ir:;ra:rg :;Zrl‘rl;gﬁ:{ﬂ;ml ¥ fiave 3 east problem, pacemater, or 51, Do you have any cercems that you woutd fike to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY.2 "
seizures, or near drowning? 52, Have you ever had a mensirual period?

‘BONEAND JOINT.QUESTIONS : s ““Ne“:| | 53, How otd were you when you had your first menstrual period?

17. Have you ever had an injury to a bone muscle. Ilgament or !endun 54, How many periods have you hiad in the last 12 months?

that ¢caused you fo miss a practice or a game?
18. Have yau ever had any broken or fractured bonres or distocated joints?

19. Have yeu ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, of crutches?

Have you ever had a stress fracture?

Have you ever been told that yeu have or have you hiad an x-ray for neck
instatifity or atlantoaxial Instability? {Down syndrome or dwarfism)

22, Do you reqularly use a brace, ortholics, or olher assistive device?

23. Do you have 2 bone, muscle, or joint injury that bothars you?

24, Do any of your joints become painful, swollen, feel warm, er look red?
25. Do you hava any history of juvenile arthrilis or connective tissug disease?

Explain “yes" answers here

2
21,

=

1 herehy state that, to the best of my knowiedye, my answers to the above questions are complete and correct.

Signalure of athlele Signalure of \fguardF Date

©2010 American Academy of Family Fiwsicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Seciely for Sports Medicine, American Grthopaedic
Socisly for Sports Medicine, and American Osteopatftic Academy of Spoits Medicine. Permission is granied fo reprint for noncommercia), educational purposes wilh acknowledgment.

HEO503 926810410
New Jersey Department of Educalion 2014; Pursvant to P.L.2013, &.71



PREPARTICIPATION PHYSICAL EVALUATION

THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

Date of Exam

Neme

Date of birth

Sex Age Grade Schael

Sportts)

. Type of disability

. Date of disability

. Classificalion (if available)

. Cause of disabilty {birth, disease, accidentArauma, other)

| dx | sa | Ay | =

. List the sports you are interested in playing

. Do you regularly use a brace, assistive device, or prosthetic?

B
7. Do you use any special brace or assistive device for sporis?
8. 0o you have any rashes, pressure sares, or any other skin preblems?

9, Bo you have 3 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 biadder function?

12. Do you have burning or discomfort when urinating?

13. Have yous had autonoric dysrefiexia?

14. Have you ever been diagnosed with a heat-related yperthermia) or cold-refated (hypothermia) iiness?

15. Do you have muscle spasticity?

16. Da you have frequent seizures that cannot be contrelied by medication?

Explain “yes" answers hera

Please indicate if you have ever had any of the fellowing.

LEERYest

Atlantoaxial instability

X-tay evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporesis

Difficulty cantrolling bowes

Difficulty controlling bladder

Numbness or fingling in ams or hands

Numbness or tingting in lags or feet

Weakness in arms of hands

Weakness in legs or feel

Recent ¢change in coordination

Recent change in ability to walk

Spina bitida

Latex allergy

Explain “yes” answers hero

1 hereby state that, 1o the best of my knowledge, my answers e the above questions are complete and correct.

Signature of athlele Signature af

Datg

©2010 American Academy of Family Physicians, American Academy of Pediatrics, Ameriah College of Sports Medicing, American Medical Seciely for Sperts Medicine, American Orthopaedic
Sogiefy for Sports Medicing, and American Osteopaliic Academy of Sperts Medicing. Permission s granted io reprint for ioncemmercial, educational purposes with acknowledgment.
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PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Namme Date of birth
PHYSIGIAN REIGINDERS

1. Conskder additional nuestions en more sensitive issues
* Bo you feel stressed out or under a Iot of pressure?
* o you ever feel sad, hopeless, depressed, or anxious?
* Do you teel safe at yaur home or residence?
* Have you ever tried cigarettes, chewing tabacco, snuff, or ip?
* During the past 30 days, did you use chewing tobacca, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic stersids or used any other perfesmance supplement?
* Have you ever taken any supplements to help you gain or fose watght or improve your periormance?
* Do you wear a seat beti, use a helmet, and use condoms?
2. consider reviewing questfons o cardiovascular symptoms {guestions §=14),

EXAMINATION :
Height

BP
MEDICAL -
Appearance

» Marfan sligmala {kvphoscoliosis, high-arched palate, peclus excavatum, arachrodaciyly,
arm span = height, hyperlaxity, myopia, MVE, acrtic insuificiency)

Eyes/sars/nose/throat
= Pupifs pqual

« Hearing

Lymph nodes

Heart®
» Murmurs {auscultation standing, supine, +/- Valsalva)
= [ ocation of point of maximal impulse (PMI)

Pulses
» Simultaneous femeral and radial pulses

Lungs

Abdomen

Genitourinary {males only)

Skin

« H5V lesions suggestive of MRSA, tinea corporis
Neurologle®
'MUSCULOSKELETAL
Neck

Back

Shoulder/anm
Elbow/forearm
Wrist/hancHingers
Hip/thigh

Knee

Leg/ankle

Fooisioes

Functioral
» Duck-walk, single leg hop

O Male 0O Female
Vision R 20/ L 20/ Comected DY DO N
: e RORMAL e ] U ABNORMAL FINDINGS 0 70

*Consider ECG, echocardingram, 2nd referral to cardiology for abnormal cardiac history or gxam,
bGonsider GY exam if in privaie setting. Having Whrd party present is secommended.

Gongider cognitive evafuation or haseline neuropsychiatric lesting if a histary of significant concussion.
O Gleared fer all sports without restristion

3 &leared for all sports without restriction with zecommendations for further evaluation ar ireatment for

0 Hat cleared
[} Pending further evaluation
O For any sperts
O Far cerlain sports
fleason

Recommendations

| have examined {he above-named sluden? and completed the preparticipation physical evaluation. The athtete does not preseat apparent clinical centraindications to practice ard
narticipate in the sport{s) as outlined above. A copy of the physical exam is on record in my office and can be made available {o the schoal at the request of the parents. If conditions
arise after the athleie has been cleared for parlicipation, a physician may rescind the clearance until the problem is resolved and the potential consaquences are completely explained
to the alifete {and parents/guardians).

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

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, Ametican Medical Soclefy for Sports Medicine, American Orthopaedic
Society for Sporls Medicine, and American Ostecpalhic Academy of Sports Medicine. Permissian is granted lo reprint for noncommercial, ecucational purposes with acknowledgment.
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New Jersey Depariment of Education 2014; Pursuant to P.L.2G13, ¢.71



PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for all sparts without restriction

£1 Cleared for ail sports without restriction with recommendations for further evaluation or treatment for

T Not cleared
O Pending further evatuation
O For any sports

O For eertain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

i 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 outiined ahove. A copy of the physical exam s 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 clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

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

Address Phane

Signature of physician, APN, PA

Completed Gardiac Assessment Professional Development Module

Date. Signature,

©2010American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orihopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purgoses with acknowledgment.
New Jersey Depariment of Education 2014; Pursuant fo P.L.2013, ¢.71



Cape May County Technical High School
This page must be signed by student athlete and parent/gnardian prior to participation in school
athletic or intramural programs.

Student-Athlete Name (PRINT):

Parent/Guardian Name (PRINT):

New Jersey State Interscholastic Athletic Association (NJSIAA)
STEROID TESTING POLICY AND CONSENT TO RANDOM TESTING

Any student-athlete who possesses, distributes, ingests or otherwise uses any of the banned
substances listed on the attached page, without written 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 state championship tournament 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 testing in accordance with the NJSIAA steroid testing
policy. We understand that if the student or the student’s team qualifies for a state championship
tournament or state championship competition, the student may be subject to testing for banned
substances.

[
Signature of parent/guardian Date

[
Signature of Student-Athlete Date

~ Information regarding: Sudden Cardiac Death, Concussion, and Eye Injury
I/We acknowledge that we reviewed the following information (available on school website).

Sudden Cardiac Death in Young Athletes - hittp://www.capemaytech.com/CardiacPamphlet.pdf
Sports Related Concussion and Head Injury - http://www.capemaytech.com/ConcussionHeadInjuryFactSheet.pdf
Sports Related Eye Injury - http://www.capemaytech.com/sportsrelatedeveinjury.pdf

Signature of parent/guardian:

| do not have access to the internet and request paper copies of the above information. Send me paper
copies of the above information home with my son/daughter.

Parent/Guardian:

O {Check box only if you need paper copies of the above pamphlets.)
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School Nurse: If box is checked provide the printed handouts to the student-athlete. Date printed: / /

Attachment: NJSIAA Banned-Drug Classes 2006 - 2007

Sports/Steroid Consent and health information form 2018



State of Nefr Jergey

DEPARTMENT OF EDUCATION

HEALTH HISTORY UPDATE QUESTIONNAIRE

Name of School Cape May County Technical High School

To participate on a school-sponsored interscholastic or inframural athletic team or squad, each student whose
physical examination was completed more than 90 days prior to the first day of official practice shall provide a
health history update questionnaire completed and signed by the student’s parent or guardian.

Student Age Grade

Date of Last Physical Exaniination Sport

Since the last pre-participation physical examination, has your son/daughter:

1.

6. Has there been a recent history of fatigue and unusual tiredness? Yes No,

Date: Signature of parent/guardian

. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yes No

. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes No

. Fainted or “blacked out?” Yes No

. Experienced chest pains, shortness of breath or “racing heart?” Yes No

. Been hospitalized or had to go to the emergency room? Yes No

Been medically advised not to participate in a sport? Yes No
If yes, describe in detail

If yes, explain in detail

If yes, describe in detail

If yes, was this during or immediately after exercise?

If yes, explain

If yes, explain in detail

. Since the last physical examination, has there been a sudden death in the family or has any member of the family
under age 50 had a heart attack or “heart trouble?” Yes
. Started or stopped taking any over-the-counter or prescribed medications? Yes No

If yes, name of medication(s)

PLEASE RETURN COMPLETED FORM TO THE SCHOOL NURSE’S OFFICE E14-00284



