DEKALB COUNTY ATHLETIC PARTICIPATION CONSENT FORM

(Physicals must be on or after April 1, for the next school year) Three parental signatures required. All information must be provided.

PRINT

NAME: Male Female
(Last) (First) (Middle)

Address:

(Street) (City) (Zip)
Student lives with: Relationship:

(indicate parents, mother only, father only, aunt, brother etc.)

Telephone: Home Work Cell
This information is for the school year 2___ -2 . Your grade level will be (7,8,9,10,11,12)

PARENTAL CONSENT FOR ATHLETIC PARTICIPATION

By its nature, participation in inter-scholastic athletics and intra-scholastic sports clubs includes a risk of injury which may range in
severity from minor to long term catastrophic, including permanent paralysis or death. Although serious injuries are not common in
supervised athletic programs or athletic clubs, it is possible only to minimize, not eliminate this risk.

Participants have the responsibility to help reduce the chance of injury. Participants must obey all safety rules, report all physical
problems to their coaches or club supervisors follow a proper conditioning program and inspect their equipment daily.

I (We) hereby give consent for to:

(Print full name)
1) Compete in athletics in the Dekalb County School District in the following Georgia High School Association approved Sport(s)
(Please circle each sport you approve)

Baseball Basketball Golf Volleyball Swimming & Diving Lacrosse
Gymnastics  Cross Country  Football ~ Softball Wrestling
Tennis Rifle Team Soccer Track & Field Cheerleading

2) To accompany any school team or sports club of which the student is a member on any of its local or out of town trips excluding
over-night trips. I understand that transportation may or may not be provided by the DeKalb County School District. (In the
event transportation is not provided by the School District, transportation will be the student’s responsibility.)

3) Irelease and waive, and further agree to indemnify, hold harmless or reimburse the DeKalb County School District, the Board of
Education, its successors and assigns, its members, agents, employees and representatives thereof, as well as trip supervisors,
from and against any claim which I, any other parent or guardian, any sibling, the student , or any other person, firm or
corporation may have or claim to have, known or unknown, directly or indirectly, from any losses, damages or injuries arising
out of, during , or in connection with the student’s participation in the activity, any trip associated with the activity, or the
rendering of emergency medical procedures or treatment if any.

4) Ihave insurance for coverage of my son/ daughter in the form indicated below. (Please initial by the type of insurance coverage
you have. (You must provide a copy of the insurance card or policy benefits as indicated.)

My son/daughter is adequately and currently covered by accident insurance that will cover injuries sustained while
participating in inter-scholastic Athletics (including, but not limited to, Varsity and Junior Varsity Football) and inter-scholastic
clubs and activities. (Attach copy of card)

Insurance Company Name:
Name of Insured:
Policy number:

I have purchased the Benefit Plan provided by the DeKalb County School System. (attach a signed copy of benefit plan)

5) Ihereby verify that the information on this form is correct and understand that any false information may result in my son/
daughter being declared ineligible.
(Students found illegally enrolled out of their school attendance zone could be ruled ineligible for GHSA competition for one full
year.

By signing this permission form, you acknowledge that you have read and understand the risks of participation and
agree to the above terms. This acknowledgement of risk and consent to allow participation shall remain in effect until
revoked in writing. (Parents or students who do not wish to accept any of these terms or risks should not sign and
participation will be denied.)

DATE

SIGNATURE(S) PARENT(S) OR GUARDIAN(S
DATE

SIGNATURE OF STUDENT-ATHLETE




PREPARTICIPATION PHYSICAL EAVLUATION

HISTORY FORM

HAME AGE PATEQFBIRTH _f___f
BRADE SPORTIS) .

ADDRESS, PHOME, : 2
PERSOMAL PHYSICIAN DATE OF EXAM

| undeestand that this will serve as the basts Tor datemmining that my child may compebe in Athketics, sports dubs and acthvities in DeXalb
County Schools. | understand that this evaluation | anly to determine ftness for athietcs and is nof to take the place of regular medical

exammnations.

Explain "YES" answers below. Circle any questians your do_ not know the answers tou

. Has & doctor sver denisd or rasidclad youwr parlicipation
I mports for any reason?
2. Do you hava an ehgoing medical modiion
(ke dabeles of guthma)?
3. Arw you cumenify teking any prescripiion or :
nonprescription fover-he-counter) medlcnes or pllis?
4. Do you hevs allarglas to medicines, poiens, foods, or
stinging insecls?
. Hawe you ever passad oul of nearly passed oot
DURING exercise? f
&. Hawe you aver pesged out or nearfy peessd oot
AFTER exefcisa?
. Have you ever had discomian, pain, oF pressurs in
your chest during exercise?
. Dtk yaur heart race or skip bests during exerdse?
Has a doctor ever inld you that you haw by
{check all thet apphyl:
High bioed pressure {1 A hearl mummaur
High cholaslaro! A heart infectton
10. Haa a dochor ever ordensd 3 best Tor your bear? -
(for example: ECG, echocardlogram}
11. Has anyona in your family died for ro apparent ason?
1Z2. Doas anyone n yow family have a heart probdsm?
12. Has any fimily mamber or redafva dizd of heart
privhierms or of sutkden death before age 507
14. Does anyons in your famfy have Marfan syndrome?
T5. Have you aver spant the night in 2 hoopital?
16. Have you ever had sumgeny?

-

[+.]

-

ot
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[TF. Fave you sver fizd an ENury, BRE & Spiom, TAECE oF
fipamerd tear, or lendinihs, thet cansed you to miss a
practice or game? ¥ yes, cimln affecied ares Bafow:

1. Hawve you had any brokan or fractursd bones of
distocated Joints? If yes, Grcle belim:

18, Henee youl biad @ bene or joint Injury thal requirsd x-rws
MRI, CT, surgery, injections, rehabittation, physkal

OO0 Do om
00 [DOOo o

" 45, Da you Emil of comflly control whiat yols af?

{harapy, & brace, & cost, o crutches? If yes, circa below:
e | Bhoua ]

i EXth

£

Teeed rB_W'ETme

L | Dingary
Uppstet | [tavy Hp Thigh | Knes [ Asliy
fack

20. Have: you evar had a sirees Tactire? ;

21 Hawe you besn tokd thal you have or have you had
BN X3y for atlantoxxial neck} metablity?

22. Do you mepulady use a brace of esskshive device?

23, Has a doctor ever tol you thal yeu hawe asthmg
of aflergies?

Yas No

24, Do you cough, wheeze, of have dificulty breathing
Auring or after exarcize? E B

25. Is thare aryone In your BmBy who has asthma?

26, Have you ovar used arvinheler of tekan asthma medicne? [ ]

27. Were you bom withouf or sre yoo missing 2 kidney,
&n &ye, & teside, of any cther srgany

28, Have you had infectious mononuclecels {moha)
within the it month?

29, Do you have any fachas, pIassure Sores, or tther
£kin prohlams?

30, Have you had a herpes skin srfection?

31, Have you ever had & head Injwy o concesion?

3%, Have you baan hit in the head and baan confted
of Josl yout nemory?

3. Hawe you ever hed a seizure?

3. Do you hirve headaches with exercise?

25, Hava you ever had mumibnase, Bngling, o weakness
in your arms or legs after being hit of faling?

38, Hava you aver baan unatde ta move your anms or
legs after being hit or Talling? ;

37. When exeecizing in the hast, do you hawe sewers
rarsea cramps of bacomae M7

38. Has a dochor tokd you that you of Sarm=tne i yar
family has sickis celt et or sickie cef disaase?

39. Hawve you biad any problems with your &ves of Wwaon?

40, Do you wear plazess or tontact lansas?

41, Do you wear proteciive evewear, such as goggies or
a faca shielt? ]

£2_ Are yoru happy with your weight?

43, Ame you hrying io galn of lose weight?

44. Has anyona retommendad you chante your welght
or ealing habits?

A8 Do you heve any caboems that you would Sie o
drecuss with a docter?

FEMALES DMLY

A7, Haveyo ever hied & menginus! period?

48, How okl wem you when you had your firsi menstrual

4%, How many perlods hive you had | the last 2 months®

Explain "Yex™ anzwars herw

i O 0
DU O0 000000 O0OsOoo

1 bareby stade that, 1o the best of my knowledga, my answors to the above guesticns are complete and torrect

Signatrers of Athisls

Signehwe of FarentiGoardian. i Daie
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Preparticipation Physical Evaluation PHYSICAL EXAMINATICN FORK

Date of Birhy

Name

Height Weight % Body Fat (optional) Fulse EP { { ! . ! )

Viston R 20/ L 20/ Corrected: ¥ N Pupils: Equat

NORMAL ABNORMAL FINCINGS , INFTIALS

MEDICAL

Appaaranca

Eyesfearshnoeaithrost

He=aring

Lymph nodes

Heart

Murmurs

Pulsas

iungs

Abdormen

Gentourinary {males. oﬂy}+ :

Skin

MUSCULOSKELETAL

Neck

Back

Shoulderfarm

Eibowioraamm

Wisthand/fngers

HipAhigh

Knee

Leglankla

Foolfipes

M il ngr sed-up only,
ARG B Wi pErty piaht & o for e ;]

Notes:

MName of physician (prinktype) Date
Address Phone

Signatuma of physician 0 or DO

200 A icat AchclaTy o Pl Bpwirm. Ao Aoy of Pacisites, Arsrican Soltege of : ; . i 3
CnoRaiE ATy O Gpae Maziine, L Sports hickiieg, derepeiican Mechol Eevvary for §prpy oo AR Dettapte®e: Sox-n'r Sot Spcetn iealohes, b Amracicas




CLEARANCE FORM

Preparticipation Physical Evaluation
. . Sex, Age Bate of irth

MName

Cleared without restriciion
[ Cleared, with recommeandations for fur‘ther evatuation or trestment for;

[0 NotCleared for [ All spotts  [] Ceriain sporis: Reason:

Recommendations:

EMERGENCY INFORMATION

Allergies

Other Informaticn

Date

Name of physician {printiype)

Address Phones

Signature of physiclhan _MDorDC

@mmmwmmmwﬂmmmmpnmmm P sty i o Ml gt Arcpncmn
i ety for Tt Do Eocisly for Sperts

In ¢ase of an emangancy or accklent on the school grounds or during eny schord sctivity Imolving my

shild which in the opinlon of the school authoriies present raquiss
immediate medical or surgicaf Hantion, T hereby grant parmission to sald scheal auﬂwrshes f oblain the setvices
ol a physictan or fo ranspor sald chilf to the hospitat i # is daemed nacessary by school suthorities. | hereby
grant parmission, also, to said physicians to treat said condbion unisss | am present and request otherwise or untl

[ Fater raquest otherwise,
: DATE
SIGNATURES) OF FARENT(SY GUARIHANIS)
Relation # Sudent (Piease check one} Mother Fathor, Both Parents _

Court Ordered Guardan Other Expluin

EMERGENCY MEGICAL INFORMATION

STUDENT NAME
PARENT(S) NAME

- Parents Adress

Work Fhone # Hema Phons# Ceit#

Ememgency #1 - Emmrgency #2
Ho=plital Praferencs, o
Primary Physiclan's Kame Humber:
Insurance Company Mame - Card #

Coach: make a copy of this page and keep in your Medieal Kit



