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This form should be_completed by parent or guardian prior to the physical examination and taken to the
physician for review when the physical examination is given.

STUDENT INFORMATION:
NAME:
Last First Middie Nickname Grade
ADDRESS:
CITY: STATE: ZIP:

1INTEND TO PLAY THE FOLOWING SPORT(S):

1 certify that all the information is correct, and | agree to abide by the eligibility rules and reguiations of my school and the
North Carolina High School Athietic Association.

Student's Signature: Date:
PARENT/GUARDIAN INFORMATION:
NAME: RELATIONSHIP:
TELEPHONE NUMBERS:

Home Work Ceit
EMERGENCY CONTACT:

Home Work Cell
CHILD'S PHYSICIAN:

Name/Address Phone Number

CHILD'S SOCIAL SECURITY NUMBER: DATE OF BIRTH:

Please explain any “yes” answers to questions 1-15 in the space provided.

YES NO
___ 1. Have you every had any of the following?
broken bones weak joints — ankles, knees
spinal injury seizures or epilepsy
concussion operation

shoulder / neck pain such as a “bumer” or “stinger”

injury or illness that excluded athietic participation previously

_ . heat or muscle cramps

___ 2. Cardiovascular history:

A Have you ever fainted or passed out?

B. Have you ever had chest pain or discomfort with exercise?

C. Have you ever had fo stop running or exercising because of chest pain or shortness of breath?
0. Have you ever hiad excessive, unexpected or unexplained shortness of breath associated
with exercise?

E. Have you ever had excessive, unexpected or unexplained fatigue associated with exercise?
F. Have you ever been found to have a heart murmur?



.
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G. Have you ever had high blood pressure, (hypertension)?

H. Has any family member died prematurely (before age 50) sudden / otherwise?

1. 15 there any family history of significant disabiity due to cardiovascular disease in a close relative less
than 50 years of age?

J. Do you have any specific knowledge of the occurrence of specific cardiovascular conditions

such as hypertrophic cardiomyopathy, dilated cardiomyopathy, long QT syndrome, Marfan Syndrome, or
clinically important arrhythmias?

K. Do you get tired more quickly than your friends during exercise?

. Have you ever been knocked out?

4. Have you ever been hospitalized?

. A Have you ever had significant aflergies to: bee stings, foods, medicine, other things?

B. Do you have prescription for use of: Adrenaline, Inhaler, other allergy medicines?
C. Do you have asthma?

. Do you take any medicine/supplements regularly?
. Have you had any illnesses lasting a week or more such as mononucleosis, efc.?

Have you had any blood disorders, including sickle cell trait, anemia, etc.?

. Are you diabefic?
. Do you wear contact lenses, eyeglasses or dental appliance?

__11. Do you have missing or non-functioning organs, i.e. testes, eye, kidney, etc.?
___12. Are you aware of any skin conditions or changes in the appearance of your skin?

. Menstrual History: Have you begun menses? if yes, how regular are your cycles?

Have you ever missed 3 or more periods in a row?

___14. Have you experienced a significant change in weight {gain or loss of 10 Ibs. or more) in the

last year?

. Do you have any other significant health problems?

___16. Hepatitis B Immunization Series?

. DATE OF LAST TETANUS IMMUNIZATION?

EXPLAIN "YES” ANSWERS BELOW:

As parent or legal guardian of | hereby give my consent for him/her to practice and play in the
sports listed above. | agree to the need for a screening physical examination and certify that the medical history is accurate to th
ebest of my knowlwdge. | hereby assume financial responsibility for my child in the event of injury or accident while participating
in interscholastic sports.

Parent/Guardian Signature: Date:
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ATHLETE'S NAME DATE OF BIRTH

HEIGHT WEIGHT BLOOD PRESSURE I PULSE

VISION Right 20/ Left 20/ Corrected: Yes No SCHOOL

NORMAL ABNORMAL FINDINGS
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The following conditions are automatically considered disqualifying until medical and parental
releases are obtained:

Acute infections, obvious growth retardation, diabetes, jaundice, severe visual and auditory
impairment, pulmonary insufficiency, organic heart disease or hypertension, enlarged liver or
spleen, hernia, musculoskeletal deformity with a functional loss, history of convutsions or
concussions, absence of one kidney, eye or testicle. This list is not intended to include all
disqualifying conditions.

| certify that 1 have examined the above named student and that such examination reveals
conditions/ no conditions that would prevent this student from participating in the

interscholastic sports listed.

if the student is disqualified, list the reasons:

Physician’s signature License # Date

Address Phone #
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STUDENT-ATHLETE SCHOOL

SPORT (S) DATE

The Durham Public Schools system makes every effort to prevent injuries, but injuries do
occur in athletics. By signing below, | understand 1) the rules and procedures of the sports listed
above and am aware of the risks involved in playing them and 2} the necessity of using the
praper technigues and protective equipment (when needed).

| recognize that there are inherent risks in all athletic events (head and spinal cord
injuries, fractures, internal injuries, etc.) and hereby give my permission for my son/daughter to
participate in any and all interscholastic events sponsored by Durham Public Schools.

Permission is hereby granted to Durham Public Schools and its authorized representative
to initiate treatment and rehabilitation of injuries and authorize any needed major medical or
minor surgical treatment, x-ray, examination, and immunization of the above named participant by
appropriate medical personnel. In the event of serious illness, the need for major surgery, or
significant accidental injury, t understand that every attempt will be made by the attending
physician to contact me in the most expeditious manner possible. If said physician is unable to
communicate with me, the treatment necessary for the best interest of the above name individual
may be given.

| hereby release the Durham Public Schools system, localfindividual school personnel,
and the individual members of each athietic department including, but not fimited to, its coaches,
certified athletic trainers, student athletic trainers, athletic training student aides, administrators,
attending physicians, and ali other connected with school athletic activities, from any and all
damages for injuries sustained by my son/daughter while participating in any sports activity
associated with Durham Public Schools and do hereby agree to hold harmless any and all the
above from any and all damages which they may suffer as a result of injuries sustained by my
son/daughter while participating as above stated.

Are you presently taking any medications, supplements, or pills? Yes No

if yes, please list:

Does student named above have any allergies? Yes No
(medicines, bee stings, hay fever, etc.)

if yes, please list:

Phone #. Primary Secondary. Cell

Emergency Contact: Name

Primary # Secondary #

SIGNATURE: (Parent/Guardian): Date:




.

