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Ohia High School Athletic Assaclation
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s section s to be carefully campleted by the student and his/her parent{s) or legal guardian{s) betore particip ation in interscholastlic athletics in

nudar to help detect possible risks.

Caplan “YES" inswars in the space provided, Circle
s tons you don't know the answer ta.

qus A doLtor aver Jetied o restincted o pattropahon m 5 tlo
Ponts 1or iy tedsan ? b1t
D0 you have an cngumng medical condiion (ke diabetes or Gntbieng)? -]

al\!e J0uU Cuiiently takine ANy prescuphon or nantprescoption
guet thevounter) maedicines or pils? ]
Do you have dlergies o medicmes, poltens 104, Of SstngIng insects ? ]
Do you think you dre in ood heaith? 3
Have you ever passed out or nearly passed out DURING axercise? ]
Have you dver passad oul or nedrty passed out AF TER axercise? [}
Have you ever had discomfont, pan. or pressure m your chest
NG exercise? .
Qoes your teart race nr kg Leals duning exercise ? ()

H Has 3 doctor ever told yuu that 66 have {check il that apply)
1] Hgh Blood Pressure 1] A heart muemar
'] itigh Chotesteral ] A heartinfecton

mHJS adoctor ever ordered 1 1estior your heant? (for
cxampig, ECG, echocardiogrumy g g
Hias anyone n yous fainily died (or 0o ipparent reason? ]
Does anyone n your tamidy have a heart problem? 3 a
Has any family member or ietative Jied of heart probtems or
ot sudden death betore age 507 .
Does anyona in your farndy have Martan syndrome? O a
Have you ever spent the nighitin 4 hospital? 0o a
Have you ever had surgery? 3 a
Have you ever had an imury, like a spram, muscla or ligament
ar, of tendindis, that caused you to miss a practice or
ame? i pes ircle attected area below o a
Have you had any broken ur tractured bones or dislocated

‘ Joits 2 yes, circle below: (1 3
Have you had 3 bane or jont inury that requied x-13ys, MRi,
LT surgery, aections, rehabiation, physicat therapy. a o
uedce, 3 ¢ast of crutches? if yes, cucle helow:

Upper Hand7

He.ad [Neck [Shoulder Arm__|Elbow [Forearm |Fingers {Chest

Upper [Lower Foot7

back [hack Hip Thigh [Knea ICalf/shin [Ankle  |Toes
Have you ever had a stress fracture? O a
Have you been told that you have of have you had an x-ray
tor attantoaxiat (neck) instabiity? a g
Do you reqularly use a brace or assistive device? [
Has a doator 2ver told you that you have asthma or allergies? 0O a

RS SR TD1
Do you congi, binezg, o nave BIHCGtY DG Juimng s dbsr g2 1 0
{8 there anyone in youe Lamily who has .aothmg ? N
Have you ever ysed an inhaler or faken gdsthima medeina ? 11
Were you hom svithout or e FOU TSI L kdney, L cye g teshcia, or
iny uther ongan’? 1311
i Have you hud wifectious mononucleosis (mona) aithin the 1ast maath? g 1]
800 you have any rashes, pressura sores, or other skin problems ? 1313
B Have you had a herpes skin infectuon? 3 1]
B Have you ever had 3 head injury or cancussion ? 133
fHave you been hitin the head and Been contused or 1ost your memary? {3 1]
¥ Have you ever had a sezure? g

00 you have headaches with exercise? 111
gHave you aver had nambness, inghing, or weakness in yOur Hms or

'eqs after being hit or falling? 313
mHave you ever been unable to move your arnms or legs aiter ey hit or

Tihing? 3173

When ecercising i the hedt, do you ltave severe muscle cramps or

hecome di? 3 1]

mHas 3 doctor tald you that you or sameone in your family has sickle <ell
“ad or sickle celt iseasa? i1 il

fHave you had any problems with your ayes ar vision? 33
B 0o you wear giasses or contact lenses? 3 I
M Do you wear protective eyewear, such as qoggles ar a face sheid? 0JQa
§ Ars you happy with your weight? a a
B Are you trying to gain or lose weight? [
Has anyona recommended you change your weight or eating habits? [
f Do you limut or carefuily control what you eat? (S
Do you have any concerns that you would like 1o discuss with a doctor? [
§ Record the dates of JOuUr most recent immumzations (shots)
Tap MMR Hepatitis B8 _ _
Chicken Pox Memngococeal
FEMALES ONLY
LA Have you ever had a imenstrual period? =2 a
([ BHow old wera you when you had your first menstrual periog?
(Al How many periods hava you had in the tast 12 manths?

Explain "Yes” Answers Here' (Attach additional sheets as needed)

{{way bereby state, to the best of my (our) xnowledge, my (our)

Synature:

Ainieta

answers o the above guestions are complete and correct.

Swnature:

Date

Parent or Suardian (if athtate s under 1)

The .tudent has tamily msurance ] Yas ]

Mo, if yas, family insyrance company name and policy number:

IOTE_HISTORY AND ALL CONSENT 7

MOTE CONSENT AND HIPAA RELEASE FORMS THAT MUST BE 3IGNED BY BOTH THE PARENT AND TH
CRMS MUST BE COMPLETED PRIOR TO PHYSICAL EXAMINATION

E STUDENT ARE ON A SEPARATE SHEET.

Hedwed rom Amancan Academy of Famdy Physiciaps, Arrerican Acaderny of Padialnes, Amencan Cotlege of Sports Medicine, Amencan Medical Society fox Sports Medicine, Amencan

Linbnpdedic Society for Spans Medicine, and American Ustavgathie Academy of Spots Medicine,

it

oy
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Physical Examination Forme:

1he section below iy 1o he completed hy physiceut of St after history and cansunt formsg are complated.

|
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Weght 6 Body Fat vononay Pulse 3p /
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i
ision R 20/
i

i love bl Hluastions o More anadive Iveues (! pthoarai)
B T I T By I e
Dy et el a e sy U et T g b e e e dhew
RIS R LY
[V TP R T P ST IR TU L ) RO TR AL AL
[ T O A N I bty anat e upp
Sorag e nint ME b ke ot o st e ant ) tuk o Sicatud?
P T L AT T SR PR SN T L A N R T IRy
PR U T N TR L A TIR I [\ PR R T R LR

b ety Tronet ey condiedenk Stetvaviod ey B aeew oo Hhe atbry r ediy b e SB0F it s LS et feer e e a kst ceolen o by 1

Abnormal findings

CALpearanca 1 )
RS

I aenears/nosadhonat ] [
g Wiy ) 1
T anph nodes 1
et !
|, -4
Surors :

;Wui*s.,s
buigs

i Abdunien

"enddatia gdes only)
-

bodan
MUSCULOSKELETAL
ek

3ack

Shoalder/arm

£ ihowtgreaim

Wesyhandidingers
Fagthigh
Knoe

Lej/unkia

iFoovtoes

“Muitiple-exaiminer set-up only
Hotes.

Cleared without restnction
Cleared, with recommendations far further evaluation or treatment for:

Mot cleared tor All Sports Certamn sports: Reason:
Recommendalions:

Emergency information:
Allergies
Cther information

tHame ot Physioan (print/typeistamp) MD . DO, DC) Date

It tha Physician's Assistant (P A.) or Advanced Nurse Practitionar (A.N.P ) performed the exam, name and address of collaborating physician or physician
group:

Address: Phonea:

Signature of Physician Date
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OHSAA AUTHORIZATION FORM

I ereby guthory e e colease nnd isclosues of Bia personal Beatth odogmahon of L UShdenty,
vi descnbed below, to i o L UsehootTy

fherinfoomation doscnbied below may be toleased 1o 1he Sohool PrRCal or assistant pnocpat, sittenc irector, coacly, thiete troaner,
Ay sical cducation tedcher, School nuirse e other mamber of the School's Adimunistrative S s necessary o ovatuate the Shodent's
gty o participate ny seheol sponscrod aotvities, metuding but not nited to nterscholashe sponts prograins, physical educ.tion
chasses or other classcoom activities,

Personat health wotormation ot the Student witich may be released and disclosed mctudes records of physical exammations pedormed
o determing the Sludent's chgibiity 1o pashicipate in school sponsored activities, ncludimg but not kmited 1o 1the Pra-participation
Erwvaluation tonm or other sundar Jdocument roquired by the School pror to detarmiming eligibiity of the Student 1o paticipate in
<hssroom or gther School spansored Activites: records of the evdluation, diagnosis and treatment of npurtes which the Student
scuned whule cngaging i schoot sponsored activiies, mcluding but not limied 10 pracice sessions, NG Jid Compention; and cier
records as necessary 1o determins the Student's physicat titness 1o pasticipate w school sponsored achvities,

fhe personal heatth infonmation Jdescribed 1bove may be released or disclosed to the Schoot by the Student’s personal physiman or
Phy SiIcians; a1 physician or other hedith care professionat retyned by the Schoot to pertorm physical examinations to determune the
Student's eligibibity 1o participate n certam schoot iponsored activities or ta provide treatment o students injured while participating in
aich activiies, whethar or not such physicians or other health care professionals are paid for their services ur volunteer their ime fo the
Sehool; or any other EMT, hospital, physician or other heatth care professional who evaluates, diagnoses or treats an njury or other
cunditionincurred by the student while participating in school sponsored actvities.

Iioederstand that the School has raquested this authorization to release or disclose the personal health informalion desenbed above o
make certan Jdecisions about the Student's heaith and abihity to participate in certain school sponsored and classroom activities, and
that the School is a not 3 heaith care provider o health plan coverad by federal HIPAA privacy regulations, and the information
descrbed below may be redisclosed and may not continue to be protected by the federatl HIPAA privacy regulations. | also uniderstand
hat the School s covered under the federal requlations that govern the privacy of educational records, and that the personal health
mtormation disclosed under this authonzation may be protected by those regulations.

I 150 understand that heaith care providers and health plans may not condition the provision of treatment or payment on the signing of
his authonzation; however, the Student's participation in certain school sponsored activities may be conditioned on the signing of this
ithonzaton.

Iinderstand that | may revoke this authorization in writing at any time, 2xcept to the extent that action has been taken by a health care
provider in refiance on this authonzation, by sending a witten revocation to the school principal (or designee) whose name and address
wpears below.

Mame of Principal:

School Address:

This authonzation will expire when the student 1s no longer enrotled as a student at the school.

NQTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR
LEGAL GUARDIAN TO BE VALID. IF THE STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS
AUTHORIZATION PERSONALLY.

<3

Student's Signature Birth date of Student, including year

Mame of Student's personal rapresentative, if applicable
I am the Sludent's {check oney; __Parent Legal Guardian (documentation must be provided)

Signature of Student's personal representative, ipplicable Date

A copy of this signed form has been provided to the student or his/her personal representative
THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS UNTIL THIS FORM HAS BEEN
SIGNED AND RETURNED TO THE SCHOOL
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2011-2012 Ohio High School Athletic Assaciation Eligibility and Authaorization Statement
hes dociment s to be signed by the paghapant irom an OHSAA mennber school and by the porticpant': parent
U0 have road, anderstand and acknowledge recmpt of the OHSAA brochure entitted Vour Athletic Eligibiity
winch cantiins a sununary of the eligibiity rules ot the Ghio High School Athletic Assocition. Fanderstand that
ycopy of the OHSAA Hamndbook s on filg aith the pnnaipal and athletic adimpnstrator and that inay roview it
i ds catirety Do choosa, Al OHSAA bylaws and reqgulations from the Hoandbook ire also posted on the
OHSAA web site b sevw o g,
O anderstind that an OHSAA memtar school imast adiere 1o ol aies and requtations that pertan 1o the
mterscholastic athletics programs that the school sponsors, but that focal riles inay be more stringent than
OHSAA nules,
2L understand that participation in mterscholastic athletics s pavidege not 3 night.
Student Code of Responsibility
‘2 As astudent athlete, | anderstand 1nd accept the following responsibiitins:
2wl respect the nghts and behefs of others and will treat others wilh courtesy and cansideration
‘2wl be tutly responsitle for my own actions and the consequences of my actions
'Ll raspect the property ot others
2 Uil respect and obey tha rules of my school and faws of my commumty, state and country
2 1 will show respect to those who are responsible for enforcing the rules of my school and the laws of
my community, state and country
‘.l understand that a student whose character or conduct violates the school's Athletic Cade or Schoaol
Caode of Responsibility is not in good standing and is meligible for a peniod of ime as deterrminad by
the principal
‘'Informed Consent — By its nature, participation in interscholastic athletics includes nisk of injury and
transmussion of infectious disease such as HIV and Hepatitis B. Although serious injurtes are not common and the
nsk of HIV transmission is almost nonexistent in supervised school athletic programs, it is :1mpassible to eliminate
qlh risk. Participants have a responsibility to help reduce that nisk. Participants must obey all safety rules, report all
physical and hygtene problems to their coaches, follow a proper conditioning program, and inspect their own
caquipment daily,. PARENTS, GUARDIANS OR STUDENTS WHO MAY NOT WISH TO ACCEPT RISK
DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN
AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN’S SIGNATURE.
‘' | understand that in the case of injury or iliness requiring transportation to a health care facility, that a
reasonable attempt will be made to contact the parent or quardian in the case of the student-athlete being a minor,
but that, if necessary, the student-athlete will be transported via ambulance to the nearest hospital.
'*To enable the OHSAA to determine whether the herein named student is eligible to participate in interscholastic
athletics in an OHSAA member school | consent to the release to the OHSAA any and all portions of school record
files, beginning with seventh grade, of the herein named student, specifically including, without limiting the
generality of the foregoing, birth and age records, name and residence address of parent(s)or guardian(s),
residence address of the student, academic work completed, grades received and attendance data.
‘2’| consent to the OHSAA's use of the herein named student's name, likeness, and athletic-related information in
reports of contests, promotional literature of the Association and other materials and releases related to
interscholastic athletics.
' understand that «f | drop a class, take course work through Post Secondary Enroliment Option, Credit Flexibility
or other educational options, this action could affect compliance with OHSAA academic standards and my eligibility.
2! | understand all concussions are potentially serious and may result in complications including prolonged brain
Jamage and death \f not recognized and managed properly. Further | understand that if my student is removed from
a competition due to a suspected concussion, he ar she will be unable to return to competition that day without the
written authorization from a physician (M.D. or D.O.) or an athletic trainer which indicates that the student has not
been concussed. Further, | acknowledge that discussion took place and materials were provided to me on this
topic by my school.
‘2! By signing this we acknowiedge that we have read the above information and that we consent to the herein

named student’s participation.
Must Be Signed Before Physical Examination

Student's Signature Birth date ¢;rade in Schoot Date

Parent’s or Guardian’'s Signature Date

Rev 511
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JARBERTCN CITY TCHOOLS

SCHOOL JISTRICT '
STLOENT HAg [ —

HURE S

FLEMONG

';Q'«ll AiTEMUED
PURPOSE: Ty erable parenis ind ‘Juudians 10 Juthonze 1he provision of rmerqency treatment 'nr chidren who hecoma Al or Nured
strle under ichool uthanty, «hen parents of quardians c.annot £ re.ached.

PART I CR I YUST 3E COMPLETED
PART I TO GRANT CCNSENT

'n tha event reasonable Jitempts ta contact ing gt { hone number) o

Cther parent or quardian it 'vhone number) have Seen unsuccessful, | hereby jve my consent lor

(1) he administraton of any reatment Jeemed recessary bty Or ‘preferred physician) or

or. wreferred dentist) or n he event the designated preferred pricutioner i not available. by snotter

icensed physician or dentist ind (2) the transter of he crid o o ‘oreferred hospital) or
any hospial reasonably 1ccessible.

This authonzation oes not cover MIjor surgery unless the nedical upinions of 'wo othar licensed physicians ar Jentists. ceacumng in the

necessdy for such surgery, i cbtained pnor to he cerfarmance of such surmery.
Facts conceming tha chid's redic al history .ncluding allergies. .~ adications Ceing taken, and any physical impairments tg which 3

physician shouid he .ilerted:

PARENT OR GUARDIAN SIGNATLAE

"JURESS

DO NOT COMPLETE PART IlIF YOU COMPLETED PART |
JART Il REFUSAL TO CONSENT

I'do not give my cansent for emerqency medical teatmer - -, -9 ‘7 :ne svent of dIness ar injury requining emergency reatment. |

vich tha crhmnt withantios tr bk mes vnbian A tae

CATE PARENT TR GUARCIAN SICNAT,RE

‘\LCRESS

T4 oA aa



Dug o Faimssing g et oo ud poquired 16 15K e more - letaled surergency Conmanon 1o ks contidantual e n oo huilding.
Mg s for jour Judents iafety o tha event b i rergency of ness i leasa completa eueryihing hat gentnuns o goar Lty
i thig piformation chamjes duing the tchool yer pleasa notfy tha ific 18 soon s possible.

Noes tha student ve wih Sol ratrl parants?

If divorced of “epanited, #ho Nas custody ot this student?

‘Nho Joes tha tudent e sih? I

Mame of Mother o N __ i'ome Phore
Mheraemployed Mok vhone
Mame ot Stepmotber Homa Phona
~Shere errployed o ) . NotkPhore -
Name of Fathee inmae Phora
Nhere employed _ Nork Phone .
Mamae of Sleplather Homa Phorg o
Nhereemployed Nork Phone R

Plaasa list 'wo (2) persons other than parents that cun be ~ontacted n the avent that none of the above ncted persans <an te reached.
THIS IS EXTREMELY IMPORTANT

Name Relationship Fhone

Please list 3ny uther :rformation that you feel might nelp e schoohin the event of an emergency concerning your chid




BARBERTON CITY SCHOOLS

BARBERTON, OHIO

DRUG TESTING POLICY
GENERAL AUTHORIZA T1ION FORM

l understand that my performance as a participant in am extra-curricular activity and the
reputation of the Barbertona City Nchools are dependent, in part, uvn my conduct as an
individual. | hereby agree to accept and abide by the policies, vtandards, rules, aund
regulations set forth by the Barberton City Schools Board of Education and the Barberton
Hligh School Athletic Department.

I authorize the Barherton City Schaol’s \thletic Department to conduct a urinalysis for
drugs aad a screening for alcohol abuse. | authorize the Barberton City School District to
conduct random tests during the current sports season. | further authorize the release of
nformation too the Barberton City School District (all designated administrative
personnel) and to the parents and/or guardian of the student.

This shall be deemed consent pursuant to the Family Educational Rights And Privacy Act
and HIPAA regulations for the release of ail information to the parties named above.

Student Signature Date

Parent Signature Date



1)

2)

“BARBERTON HIGH SCHOOL”
“ATHLETIC INSURANCE WAIVER”

ALL STUDENTS PARTICIPATING IN ATHLETICS MUST BE
COVERED BY INSURANCE IN CASE OF INJURY. STUDENTS
NITHOUT INSURANCE COVERAGE WILL NOT BE PERMITTED
TO PARTICIPATE. INSURANCE CQVERAGE MUST BE IN_

E |

AESPECTIVE SPORT,

“PLEASE NQTE OPTIONS”

‘Na the parents/quardians release

the Barberton city Schools from any and ail financlal
responsibilites as a result of any and all Injuries
incurred by our sornvdaugther as a direct resuit of his/her
participation In Interscholastic athletics.

‘Na certify that such Injuries which might be sustained
by our son/daugther as a resuit of participation in
interacholastic athletics, are covered by family medical
insurancae.

Signature of Perent Name of Provider

Slgnature of Student Oate

We certify that our son/daugther has school insurance that
covers Interscholastic sports participation.



