MANASQUAN HIGH SCHOOL
“"EDUCATION FOR EXCELLENCE”
Cheryl Bontales MSN, RN, CSN
167 Broad Street
Manasquan, INJ 08736
tel: 732-528-8820
SPORTS- PREPARTICIPATION PHYSICAL EVALUATION

INFORMATION

All students planning to participate in sports must have one comprehensive sport
physical per school year. According to the N.J.A.C. 6A:16-2.2 et.seq. each candidate for
a school athletic team must have a medical examination within 365 days prior to the first
practice session. Additionally, a Health History Update must be completed if the physical
examination was conducted more than 90 days prior to the first day of official practice.
The school nurse and physician will then evaluate the completed examination and written
notification will then be sent to the parent/guardian.

1. The sports packet provided by Manasquan must be used. No substitutes, such as
doctor’s notes or other physical forms are acceptable. Physical evaluations must
be completed and signed by a physician licensed to practice medicine (MD, DO) a
Nurse Practitioner or Physician’s Assistant working with a physician and have
completed the Cardiac Assessment Professional Development Module. If you
have been given corrective lenses, bring them with vou to the exam as a
vision exam is required for sports participation.

The sport packet has 10 parts; do not separate the packet.
° Health History Form — completed and signed by student & parent/guardian
Physical Examination Form — completed, signed by physician.
Clearance Form — completed and signed by physician.
Health History Update Questionnaire — completed as per directions.
Medication Authorization Form — For all students taking medications
Sports Application — completed and signed by student & parent/guardian.
NISIAA Steroid testing policy - Signed by student and parent/ guardian.
NISIAA Concussion policy - Signed by student and parent/guardian.
Sudden Cardiac Death Pamphlet and Sudden Cardiac death sign off sheet
Emergency contact card — complete both sides, signed by parent/guardian

e @ @ o

2. Entire Packet is to be filled out and returned to the Health Office mailbox in the
main office. Physicals done prior to 90 days of the first practice will require
the additional completion of the Update sheet, which will specify if any
injuries or illnesses have occurred since the student/athlete’s initial physical
exam. Once completed, the entire packet must be returned to the by Health Office
mailbox to_be considered for sports participation.

Any omissions may delay the pre-participation process

FALIL SPORTS DEADLINE- July 14, 2017
If you have any questions regarding these instructions, direct them toward;
Director of Athletics at Manasquan High School — 732-528-8820 x 7






the Studeni-Athlete Cardiac Assessment Professional Development Module:

ATTENTION PARENT/GUARDIAN: The preparticipation physical examinalion (page 3) must be completed by a health care provider who has completed

B PREPARTICIPATION PHYSIK EUATION

HISTORY FORM

(Wote; This form is lo be Jilled out by the patient and parent prior fo seeing the physician. The physician should keepa copy of this farm in the chart,)
Data of Exam

Name Date of birth

Sex Age Grade School Spori(s)

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 aliergies? O Yes [0 No If yes, please identify specific allergy below.

bl

Daes your heart ever race or skip beafs (iiregular beats) during exerclse? pralonged headache, or memary prablems?

[ Medicines 0 Pollens I Food [ Stinging Insects
Explain “Yes" answers below, Circle questmns yau don’t know the answers to,
GENERAL QUESTIDNS 10 Yes | Na MEDIGAL QUESTIONS Yes | HNo
1. Has a dactor ever denied or restrictad your participation in sports for 26. Do you cough, wheeze, or have difficulty hreathmg during o
any reason? afler exercise?
2. Do you have any engoing medical canditions? If so, please identify 27. Have vou ever used an Inhaler or taken asthma medicing?
below: [ Asthma (I Anemia [l Diabetes [ Infections 28, Is there anyone in your family who has asthma?
Other: 29. Were you born without or are you missing a kidney, an eys, a tasticle
3, Have you ever spent the night in the hospital? {males), your spleen, or any other argan?
4. Have you ever had surgery? 30. Do you have groin paln or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIGNS ABOUT YOU Eh ; Yes No 31, Have you had infectious mononucleosis {mona) within the last month?
5. Have vou ever passed out or nearly passed out DURING or 32. Doyou have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33, Have you had a herpes or MRSA skin infection?
6. Have you ever had_d:scumfon'. paln, tightness, or pressure in your 34, Have you ever had a head injury or concussion?
chest during exercise? . -
35, Have you ever had a hit or blow ta the head that caused confusian,

=}

. Has a doclor ever told you that you have any heart problems? if so, 36, Do you have a history of sgizure disarder?

check all that apply:

O High blood pressurs 1 A heart murmur 37. Do you have headachies with exercise?
O High cholesterol [0 Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[0 Kawasaki disease Other: legs after being hit or falling?

9. Has a doctor ever ordered a test for your heari? (For example, ECG/EKG, 38. Have you ever been unabla to mave your arms or lags after being hit
echocardiogram) ar falling?

10. Do you get lightheaded or feel more short of breath than expected 40. Have you sver become ill while exercising in the heat?
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 cell trait or disease?

12. Do you get more tired or short of breath mare quickly than your friends 43, Have you had any prablems with your eys or vision?

] et
Suing Exercise? - 44, Hava you had any eye injuries?

HEART HEALTH QUESTIONS Aﬂﬂlﬂ' \;ﬂll: F:MIL\’ - - - d Yes Mo 45, Dayou wear glasses or contact lenses?

13, Has any family member or relative died of heart problems or had an . G
unexpectad or Lnexplained sudden death befora age 50 (Including 48. Do you wear protective eyewear, such as goggles ar a faca shield?
drowning, unexplained car accident, o sudden infant death syndrome)? 47. Do you worry about your welght?

14, Does anyane in your faimily have hyperirophic cardiomyapathy, Marfan 48. Are you_tlying to or has anyone recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome,_shnrt D_T syndrome, Brlggada syndrome, or catecholaminergic 49, Are you on a special diet or do you avoid certain types of foods?
polymorphic ventricular tachycardia? N

50 - family T " 50. Have you ever had an eating disorder?

. Does anyone in your family have a heart problem, pacemaer, or
implanleyd deﬁbrz’l[ator? Y P P 51. Do you have any concarns that you would like to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY. .
selzures, or hear drowning? 52, Have yau ever had a menstrual per \od’?

BONE AND JOINT QUESTIONS - - Yes | Mo 53. How old were you when you had your first menstrual period?

17. Have you ever had an Injury to a bone, muscle, figament, or tendon 54, How many petlads have you had in the last 12 months?

that caused you o miss a praclice or a game?
18. Have you ever had any broken or fractured bones or dislocated Joints?

Explain “yes” answers here

19. Have you ever had an injury that required x-rays, MR, GT scan,

injections, therapy, a brace, a cast, or crutches?

20

o

Have you ever had a stress fracture?

21

=%

Have you ever been fold that you have or have you had an x-ray for neck

instability or atlantoaxial instability? (Down syndrome or dwarfism)
22, Do you regularly use a brace, orthotics, or other assistive devica?

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

24, Do any of your joints become painful, swollen, feel warm, or look red?
25, Do you have any history of juvenile arihritis or connective tissue disease?

| hereby state that, to the best of my larowiedge, my answers to the above questions are complete and correct,

Signature of athlete Signature of parent/guardian Data

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic

Socigly for Sports Medicine, and American Osteopathic Academy of Sports Medicing. Pernission s granted to reprint for noncommercial, educational purposes with acknowledgment,
HEO503 B
New Jersey Depariment of Education 2014; Pursuant to P.L.2013, ¢.71

-2661/0410




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)
1. Type of disability
2, Date of disability
3. Classification (if available)
4. Cause of disability (birth, disease, accidenl/rauma, other)
5. List the sports you are interested in playing
: 2 ' e s s e S et e e o
6. Do you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sporis? B
8. Da you have any rashes, pressure sores, or any other skin problems?
g8, Do yau have a hearing loss? Do you use a hearing aid?
10, Da you have a visual impairment?
11, Da you use any special devices for bowel or bladder function?
12. Do yau have buming or discomfort when urinating?
13, Have you had autonomic dysreflexia?
14, Have you evar besn diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) illness?
15, Do you have muscle spasticity?
16. Do you have frequent selzures that cannot be controlled by medication?
Explain “yes” answers here
Piease indicate if you have ever had any of the following.
S i e e s g T e e e T e
Atlantoaxial instabllity
X-ray evaluation for atlantoaxial instability
Dislocated Joints (more than cne)
Easy bleeding
Enlarged spieen
Hepatitis
Osteopania or osteoporosis
Difficulty contralling bawel
Diffieulty controlling bladder
Numbness or tingling in arms or hands
Numbness or tingling in legs or feet
Weakness in arms ar hands
Waaknass in legs or feat
Recent change in coordination
Recent change in ability to walk
Spina bifida
Latex allergy
Explain “yes” answers here
| hetehy state that, to the best of my knowledge, my answers to the above questions are complete and corract,
Signature of athlete Slgnalure of parent/guardian Date

©2010 American Academy of Family Physicians, American Academy of Pedlatrics, American College of Sports Medicine, American Medical Sociely for Sporis Medicine, Ameriean Orthopaedic
Soeisty for Sparts Medlcing, and American Ostecpathic Academy of Sports Medicing, Permission Is granted fo reprint for noncommercial, educational purposes with acknowledgment,

New Jarsay Department of Education 2014; Pursuant fo P.L.2013, 6.71



MOTE: The preparticiaption physical examination must be conducled by a health care provider who 1) is a licensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Studeni-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVAILLUATION

PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSIGIAN REMINDERS

1. CGonsider additional questions on more sensiiive issues
® Do you feel stressed out or under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxious?
® Do you feel safe at your home or residence?
® Have you ever tried cigareiies, cliewing tobacco, snuff, or dip?
® During the past 30 days, did you use chewing tobacco, snuff, or dip?
¢ Do you drink alcohol or use any other drugs?
® Have you ever taken anaholic steroids or used any other performance supplement?
¢ Have you ever talken any supplements to help you gain or lose weight or improve your performance?
® Do you wear a seat helt, use a helmet, and use condoms?
2, Gonsider reviewing quesfions on cardiovascular symptoms (questions 5-14),

EXAMINATION 3E: : = ; :

Height Weight O Male 0O Female

BP / ( / ) Pulsa Vision R 20/ L 20/ Corrected O Y O N

MEDICAL : ey i HORMAL ABNORMAL FINDINGS

Appearance

e [Marfan stigmaia (kyphoscoliosis, high-arched palate, pectus excavatum, arachnadactyly,
arm span > haight, hyperlaxity, myopla, MVP, aortic insufficiency)

Eyesfears/nose/throat

e Pupils equal

° Hearing

Lymph nodes

Heart?

s Murmurs (auscultation standing, supine, +/- Valsalva)
+ Lacation of point of maximal impulse (PiI)

Pulses
e Simultansous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin

o HSY, lesions suggestive of MRSA, tinea corparis
Neurologic®

MUSCULOSKELETAL e i
Neck

Back

Shoulder/arm

Elbow/forearm

Virist/handffingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional
e Duck-walk, single leg hop

=Consider ECG, echocardiogram, and referral to cardiology far abnormal cardlac hislary or exani.
tConsider GU exam If in private setting, Having Whird party present is recommended.

“Consider cognitive evaluation or bassline nevropsychiatiic testing if a history of significant concussion.
O Clearad for all sports without restriction

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

00 Not cleared
O Pending further evaluation
O Forany sports
O For certain sports

Reasan

Recommendations

| have examined the abave-named student and completed the preparticipation physical evaluation. The athlele daes not present apparent clinical contraindications ta practice and
participate in the sport(s) as ouilined ahove. A copy of the physical exam is on record in my office and can be made available to the schoal at the request of the parents. If conditions
arise afler {he athlela has been cleared for participation, a physician may reseind the clearance until the problem is resalved and {he potential consequences are completely explained
fo the atiilete (and parents/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 Acadamy of Family Physicians, American Academy of Pediatrics, American Collzge of Sporis Medluine, American Medical Seclety Tor Sports Medicine, American Drihopasdic
Sogiely for Sporls Medicine, and American Osteopaihic Academy of Sports Medicine. Permission is granied io reprint for noncommercial, educational purposes with acknowledgment.

HE0503 ) 9-2681/0410
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



H PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Cleared for alf sports without restriction

O Cleared for all sporis without restriction with recommendations for further evaluation or treatment for

O Notcleared
[0 Pending further evaluation
OO Faor any sports
O Faor certain sports

Reason

Racommendations

EMERGENCY INFORMATION
Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSIGIAN:
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 fo practice and participate in the sport(s) as outlined ahove. A copy of the physical exam is on record in my office
and can be made available fo the school at the request of the parents. If conditions arise afier 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

Addrass Phone

Signature of physiclan, APN, PA

Completed Cardiac Assessment Professional Development Module

Date___ Signature.

© 2010 American Academy of Family Physicians, American Academy of Padiatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Soiely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for nonsommercial, educational purpeses with acknowledgment,
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



EVALUACION FiSICA - PRE-PARTICIPACION
FORMULARIO DE HISTORIAL MEDICO

(Nota: Este formulario debe ser rellenado por el paciente y padre/madre antes de ver al doctor. £l doctor debe mantener este formulario en el expediente)

Fecha del examen

Nombre Fecha de nacimiento

Sexo Edad Grado Escuela Deporte(s)

Medicamentos y Alergias: Por favor, indica todos los medicamentos con y sin receta médica y suplementos (herbales y nutricionales) que
estds tomando actualmente

Tienes alergias Osi ClNo  Silarespuesta es si, por favor identifica abajo la alergia especifica.
CIMedicamentos [1Polen HComida [ Picaduras de insecto

Explica abajo las preguntas respendidas con un”si”. Pon un circulo alrededor de las preguntas cuyas respuestas desconoces.

radiografias, resonancia (MRI) tomograffa, inyecclones,

9. ¢Alguna vez un doctor te ha pedido que te hagas terapla, un soporte ortopédico/tablilla, un yeso, o muletas?

PREGUNTAS GENERALES X : Si | No PREGUNTAS SOBRE LA SALUD DEL CORAZON DETU :
1. ;Algunavez un doctor te ha prohibido o limitado tu FAMILIA : Si | No
participacion en deportes por alguna razén? 13, ;Has tenido algtin familiar que ha fallecido a causa de
2. ;Tienes actualmente alguna condicién médica? problemas de corazén o que haya fallecido de forma
Si es asf, por favor identificala abajo: inexplicable o inesperada antes de la edad de 50 afios
DAsma’ [ Anemia CIDiabetes (incluyendo ahogo, accidente de tréfico inesperado,
Clinfecciones o sihdreme de muerte subita infantil)?
Otro; 14, ;Sufre alguien en tu familia de cardiomiopatia
3. ;Hassido ingresado alguna vez en el hospital? hwp.ertroﬁ’ca., smdrorpe Marfan, carda?mtopatla
e e arritmogénica ventricular derecha, sindrome de QT
4._¢Has tenido cirugfa alguna vez? corto, sihdrome de Brugada, o taquicardia ventricular
'PREGUNTAS SOBRE LA SALUD DE TU CORAZON 5i | No polimérfica catecolaminérgica?
5. ;Te has desmayado alguna vez o casi te has desmayado 15. ;Alguien en tu familia tiene problemas de corazén, un
DURANTE o DESPUES de hacer ejercicio? marcapasos o un desfibrilador implantado en sucorazdn?
6. ;Hastenido alguna vez molestias, dolor o presidn en el 16. ;Ha sufrido alguien en tu familia un desmayo
pecho cuando haces ejercicio? inexplicable, convulsiones inexplicables, o casi se
?
7. (Alguna vez has sentido que tu corazdn se acelera o halahogédo_ : —
tiene latidos irregulares cuando haces ejercicio? PREGUNTAS SOBRE HUESOS Y ARTICULACIONES Si | No
8. ;Te ha dicho alguna vez un doctor que tienes un 17. ;Alguna vez has perdido un entrenamiento o partida
problema de corazén? Si es asi, marca el que sea porque te habias lesionado un hueso, musculo,
pertinente ligamento o tendén?
CIPresién alta CJUn sgplo &n el corazon 18. Te has roto o fracturado alguna vez un hueso o
Hyivel alto de colesterol Cuna m'fecmon enel dislocado una articulacién?
corazon
[CIEnfermedad de Kawasaki [ Otro: 19. ;Has sufrido alguna vez una lesién que haya requerido

pruebas de corazén? {Por ejemplo, ECG/EKG,

_ . H - = -A "|
ecocardiograma) 20, ;Has sufrido alguna vez una fractura por estrés?

10. ;Te sientes mareado o te falta el aire mas de lo 21, ;Te han dicho alguna vez que tienes o has tenido una
esperado cuando haces ejercicio? radiografia para diagnosticar inestabilidad del cuello
o inestabilidad atlantoaxial? (Sindrome de Down o

11. jHas tenido alguna vez una convulsién inexplicable? ;
£ g P enanismo)

12. ;Te cansas més o te falta el aire con més rapidez que a

wisamigos cuando hacesejardclo? 22, ;Usas regularmente una tabilla/soporte ortopédico,

ortesis, u otro dispasitivo de asistencia?

23, ;Tienes una lesidén en un hueso, mdsculo o
articulacién que te esté molestando?

24, ;Algunas de tus articulaciones se vuelven dolorosas,
inflamadas, se sienten calientes, o se ven enrojecidas?

25. ;Tienes historial de artritis juvenil o enfermedad del
tejido conectivo?

(Por favor, contintie)




'PREGUNTAS MEDICAS .~ =~ si |No| |SOLOPARAMUJERES Sa i e N

26. jToses, tienes silbidos o dificultad para respirar 52. ;Has tenido alguna vez el periodo menstrual?

durante o después de hacer ejercicio?

53. ;Qué edad tenfas cuando tuviste tu primer periodo
27. {Has usado alguna vez un inhalador o has tomado menstrual?

medicamento para el asma?

54. ;Cudntos periodos has tenido en los Ultimos 12 meses?

28. ;Hay alguien en tu familia que tenga asma?

29. ;Naciste sin o te falta un rifidn, un ojo, un testiculo Explica aqui [as preguntas a las que respondiste con un “si”
{varones), el bazo, o algun otro 6rgano?

30. jTienes dolor en la ingle o una protuberancia o hemnia

dolorosa en el drea dela ingle?

31. ;Has tenido mononucleosis {(mono) infecciosa en el

tltimo mes?

32, jTienes algtn sarpullido, llagas, u otros problemas en

la piel?

33. jHas tenido herpes o infeccién de SARM en la plel?

34. ;Has sufrido alguna vez una lesién o contusion en

la cabeza?

35, ;Has sufrido alguna vez un golpe en la cabeza que te
haya producido una confusién, dolor de cabeza

prolongado, o problemas de memoria?

36. ;Tienes un historial de un trastorno de convulsiones?

37. ;Tienes dolotes de cabeza cuando haces ejercicio?

38. ;Has tenido entumecimiento, hormigueo, o debilidad

en [os brazos o piernas después de haber sufrido un
golpe o haberte caldo?

39, ;Has sido alguna vez incapaz de mover los brazos o las

. ; ) Yo por la presente declaro que, segtin mi mas leal saber y entender,
piernas después de haber sufrido un golpe o haberte p P 4 9 Y !

mis respuestas a las preguntas anteriores estdn completas y son

do?
i correctas.
40. ;Te has enfermado alguna vez al hacer ejercicio cuando
hace calor? Firma del atleta

41, ;Tienes calambres frecuentes en los musculos cuando Firma del padre/madre/tutor legal

haces ejercicio?

42. ;Tienes tU o alguien en tu familia el rasgo depranocitico Fecha
o la enfermedad drepanocitica?

43, ;Has tenido algin problema con los ojos o la vista?

44, ;Has sufrido alguna lesidén o dafio en los ojos?

45. ;Usas lentes o lentes de contacto?

46. ;Usas proteccién para los ojos, tal como lentes
protectoras o un escudo facial?

47, jTe preocupa tu pesa?

48. ;Estas intentando aumentar o perder de peso o alguien
te ha recomendado que lo hagas?

49, ;Estas siguiendo alguna dieta especial o evitas ciertos
tipos de comida?

50. ;Has tenido alguna vez un trastorno alimenticio?

51. ;Tienes alguna preocupacion de la que quieras hablar
con el doctor?

©®2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports
Medicine, American Orthopaedic Society for Sports Medicine, and Ametican Osteopathic Academy of Spotts Medicine. Permission is granted to reprint for
noncommercial, educational purposes with acknowledgment.

New Jersey Department of Education 2014; Pursuant to P.L.2013, c.71



State of Nefo Jerzey

DEPARTMENT OF EDUCATION

HEALTH HISTORY UPDATE QUESTIONNAIRE

Name of Schoaol

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

Student Age Grade
Date of Last Physical Examination Sport
Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? Yes_  No____

jae]

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

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

Date: Signature of parent/guardian

. Fainted or “blacked out?” Yes No

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

If yes, describe in detail

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

If yes, explain in detail

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

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 No
. 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
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"EDUCATION FOR EXCELLENCE™

Cheryl Boniales, School Nuise
) iﬁ? B;cad SL._EF" 7
- Manesqoan, INF 08736

£am 7305285114
emsil: chontales@mavizsquanboe.ong

"To: - Parent/Cuardian
From: Sehool Nutse

B: | Medi ‘a ons :Lsc?'xoo%

i your c}iﬁd’q medical condifion requires the administration. of.
medication dusing school hours, or during affer school spoits, the
information must be provided on the foi“‘ﬁ that appeass on the res vetse side of -
this letter. (Please make copies as needed)

The form must be completed and signed by ]’GEE ai_c% VOUE phyg_cmn '

- and refurned fo the s¢hool nurse with the medication in ths f}?“r AITIACYS:
“labeled container, Medication will not be di dispensed-unless it is prescribed,
and in its original labeled container. :

Students living with Diabetes and on a Insulin must provide this form
for both the Tnsulin and Glucagon the shident éarties, Students Fiying with
Asthiia or exercise induced Asthma st provide this f form in erdet {0 carry
the inhaler of nebulizer. Students af risk for ajfipﬂ}rlﬂg‘zc reaction due io ba‘e:
‘stings or food alletgy must provide this form with Epinephrine Injection.

Failure to complete this form may delay the sports preparticipation
process, especially if a aafsgate has to be trained and aSQIDﬁPL forthe

2.1

adminisiration of the medication for }y“er,,r student,

It is fllegal for 2»;13‘ student {0 carry medication or dispense medication
without the health office’s knowledge and the ?;GG"mpaf'?}'!“EC“ LO?TW ﬁ—ﬁiiy
compieted

If vou have any questions, please contact the school nurse. -
¥ yq 5 b : ,

R f37-b’>8 8820ext.6 | -



MANASQUAN SCHOOL DISTRICT

SCHD{}L HEALTH SERVICES PROGRAM

L Authiorization for Medication fa ] et
' lff medzcafwn zs o be faken during Sckoo[ or school ,sporwored aciivifies, complete J-;HS jorm.

A, This section to be eompleted by the pavent or %eﬁaﬂ ‘

_S‘ady SNamu.. R T . Dats of Birth: '
Home Address: ~ B _', _ - Gs nde;___{}rada;___
) Pﬁysician.' ' _ | | | -
| .Physwlan sAdarass.. .‘ -.'." o -- --::' Ery Tﬁlephone# ‘y

-1 request thai my chJId ba as,,lsuadm Laluﬂg the meézcznu(s) described beTov' scham by
lecrale anthorized pemsoms. .

I Lequest that my child be pemue.a io sph—admms t#r the m&dlcma(s), J@; a Lge

S ereﬁf,mmc Jfrzssr bmh which are dasc—"bud Deiow

e 1fe~:.]neapmna ﬂlness ineans an jlnass OL CDZﬁluO:l ;haf ;.ﬁqzm*es an immediate T spons'a for i
::r:*acrﬁc sym_p toms or saquelae that 7f Jeft unizeated may Iéad jo potential Ioss of life suchias, but -
niot limrited fo, the use of an inhaler o freat an asdzma at‘ack oz - the use of an amanalm m;ec‘:_oﬁ 0’

freaia PDT.UE’EI&I anaphylactic Iﬁa.CL.DEL

Paren’ ’.sJGuatman s Nama (pTease prinf):

Home Telephone #: _,mewezcy .

; B % sectmﬁ f he cazaple;ed by t&e pﬂysrcmﬂ_ B

'Name of medzcme(s)

F{}rm (t z.abs. eat}s. it etc‘)

Dase

B urescnﬁed daily. what &me‘?

1 If preseribed “PRIN” deseribe indications. -

| How soon ean the medication dose bp reaeaae&‘? -

st smzmc&m szde effecas.

Is this medicamn f&r a life tbzeaueﬂmr- ﬂk&e&s?

| Is the child amhc-r!zed 0. selr—admm& ter the memcaﬁon‘?

“Has the child been irained by the physitian?

TLenoth of fme this treatment is recommended?

Other Information or cONCEInS

Medical Provider’s Signature: ' Date:
W a_ﬁfer Gx _Aabﬁréjr

The Manasc:uan Board of ﬂducat{on Theréby informs the parents of the above student that the

" district shallnot incur liability as a resnli of any injury from self-medication. Thereby sign thatI - -
have read the above statement and will hold ihe Manasquan Board of Edncation harm_ass agalnst 0

any jury or - claims ﬂlat arise as aresult of my child’s seli ammmsfraﬁm,

" Paront’s/Guardian’s Signaﬁlra’: L : Daie:
School Physician’s Signatare: Date:




]Maiiaséuam High School
Athletic Director, Pete Cahill
Phone: 732-528-8820 ©  Fax: 732-528-0367

Asreement to participate in Interscholastic Sports

Student’s Name: Grade: _ D.O.B.
Transfer Student: Yes No ;
School Attending;: MHS CHS_HTHS  AAHS  BTHS  MAST
School Year: 20 -20
: CIRCLE ALL SPORTS APPLYING FOR:
CROSS COUNTRY-FIELD HOCKEY-FOOTBALL-GYMNASTICS-G/TENNIS-SOCCER-SURF
BASKETBALL-BOWLING-ICE HOCKEY-INDOOR TRACK-SWIM-WRESTLING-VOLLEYBALL
BASEBAILL~GOLF-LACROSSE-SOFTBALL-B/TENNIS- TRACK- CHEER

I acknowledge that physical risks may be encountered;
I agree to be responsible for all equipment issued;
I agree that emergency treatment, including the treatment of minor cuts and the care of minor sprains and
contusions may be administered by the team physician or trainer. Conditions requiring unusual attention may
be referred to a healthcare provider (HCP) and before returning to play, written permission by that HCP must be
obtained. The release must be given to the school nurse or athletic trainer before the student resumes sports.
Medical bills will be submitted to my insurance company FIRST. Only those medical expenses not covered by
my personal or group insurance are eligible for coverage by the Board of Ed’s insurance policy. Please note
that the Board of Ed’s accident insurance policy is an EXCESS policy that is designed to work in conjunction
with your individual health insurance. There is no guarantee that the school’s accident plan will cover all
outstanding balances. Excess benefits are paid according to a schedule and are not intended to be used as a
primary medical coverage. If your primary coverage is with an HMO, you must see your primary physician in
order to be covered by your insurance. I also understand that I am liable for medical bills remaining after the
above procedures have been carried out.
I, as a parent/guardian, authorize the coach in charge to act in my place and to assume responsibility for my

son/daughter in the event a parent cannot be contacted. Yes _ No.
PARENTS PERMISSION
STUDENT’S NAME Grade
Requests enrollinent on the team. I have complied with all eligibility requirements

and have obtained the necessary insurance. I understand that I am responsible for all items of equipment issued to me and
that I will pay for all items lost, stolen or misplaced.

Date : Parent Signature

I'have read and understand the information on Sudden Cardiac Death, Concussion and Consent to Steroid Testing that
are included in this packet and agree to participate in MHS Sports.

Date Student Signature

Date Parent Signature

THIS IS A TWO-SIDED FORM (see other side)




The ‘foll‘_owing is a list of all my known health conditions which might affect my ability to participate:

i

I h'a‘},e c.:‘-arefully read the foregoing document. I have had the opportunity to ask questions
and have had them answered. I am confident that I fully know, understand and apprec1ate the
rlsks 1nvolved in active participation in MHS Sports and [ am voluntarily requesting

permission to participate.

Student Signature: . ' Date:
Parent Signature: _ - , : . Date:
St R R R R R R R R R R R R ST ————.

Please complete the following information for our records:

LastName | i Firsio Name:
| Addless | ' : Town':, : | pr '
Emall Adch ess | ) | | |
Pho_‘ne. - . _' '- Sex: M or F (circle one)
Dafc‘el,‘of' Bil‘jﬂﬁ : | o Age:
: ,Féther’s':I_,\Jame: - 7 | . Phone:

Mothe;l_*'s Name: Phone:

City ‘ahd' Sfate where you were born:

Date you entel ed Manasquan e

'Dld you tr ansfel from another high school to Manasquan H5.2

If SQ}. whic—h high school?

,_Imgortant Notlc If you have transfen ed from anothe1 hlgh school in the past year, you are requlred to §

file a Transfer Waiver Form with the NJSIAA. You may NOT compete in a game or scrimmage until this
form has been processed This form can be picked up and returned to the Athletic Director’s office when

completed.




2 //7 A, ’C{”}f/ cﬁf(//

1161 Route 130, P.O.Box 487, Robbinsville, NJ 08691 @GQ»ESQ-Z??‘()‘ 609-259-3047-Fax

- NJSTAA’S STEROID TESTING POLICY

I accordance with Executive Order 72, issued by the Governor of the State of New Jersey, Richard
J. Codey, on December 20, 2005, the NJSIAA will test a random selection of student athletes, who
have qualified, as individuals or as members of a team, for state championship competition.

1.

List of banned substances: A list of banned substances shall be prepared annually by the

~ Medical Advisory Committee, and approved by the Executive Comimittee.

.- Consent form: Before participating in interscholastic sports, the student-athlete and the

stident-athlete’s parent or guardian shall consent, in writing, to random testing in
accordance with this policy. Failure to sign the consent form renders the student-athlete
ineligible.

Selection of athletes to bé tested: Tested athletes will be selected randomly from all of

those athletes participating in championship competition. Testing may occur at any state

- championship site or at the school whese athletes have qualified for championship

campeﬁtmn

L, Adlmmstlatlon of tests: Tests shall be administered by a certified [aboratory, selected by

the Executive Director and approved by the Executive Committee,

‘Testing methodology: The methodology for taking and handling samples shall be in

accordance with current legal standards. -

. Sufficiency of results: No test shall be considered a positive result unless the approved
:laboratory reports a‘positive result, and the NJSTAA’s medical review officer confirms

that there was no medical reason for the positive result. A “B* sample shall be available
in the event of an appeal.

Appeal process: If the certified laboratory reports that a student-athlete’s sample has
tested positive, and the medical review officer confirms that there is no medical reason
for & positive result, a penalty shall be imposed unless the student-athlete proves, by a
preponderance of the evidence, that he or she bears no fault or negligence for the
violation. Appeals shall be heard- by a NISIAA committee consisting of tw_o members of
the ‘Executive -Committee, the Executive Director/designee, a trainer and a physician.

-Appeal of a decision of the Comumittee shall be to the Commissioner of Education, for
- public school athletes, and to the superior court, for non-public athletes. Hearings shall

be held in accordance with NJSTAA By-Laws, Article XITI, “Hearing Procedure.”




8. Penalties. Any person who tests positively in an NISTAA administered test, or any
. person who refuses to provide a testing sample, or any person who reports his or her own
violation, shall immediately forfeit his or her eligibility to participate in NJSIAA
competition for a period of ohe year fromt the date of the test. Any such person shall also -
forfeit any individual honor earned while in violation. No person who tests positive,
refuses to provide a test sample, or who reports his or her own violation shall resume
eligibility until he or she has undergone counseling and produced a negative test result.

9. Cénfidentiality: Results of éII tests shall be considered confidential and shall only be
disclosed to the individual, his or her parents and his_ or her school.

10. Compilation of results: The Executive Comumittee shall annually compile and report the
results of the testing program.

11. Yearly renewal of the steroid policy: The Executive Committee shall annually detelmme
whether this policy shall be lenewed or d150011t1nued :

_.June 1, 2007



2016-17 NJSIAA Banned @M@ag

IT IS YOUR RESPONSIBILITY TO CHECK WITH THE APFROPRIATE OR DESIGNATED
Au HLEH 5@@ STM_F BEFORE USIKNG ANY QUISTNN‘@E ' '

The NJS[AA b"\ns Lhe following classes of drugs:

o Stimulants

= Anabolic Agents .

* o Alcohol and Beta Blockers
e Diuretics and Other Masking Agents
« Street Drugs .
e Peptide Hormones and Analogues
e " Anti-estrogens

e Beta-z Agonists

‘E“x@mc:s !&ny subciamcw C:h(:t‘ﬁ‘ﬁﬁ@"}ﬁhy related to Ehcse @H‘jsses is aHS@ L.Bc.ﬁﬁ'ﬂ@ﬁg

THE ENSTETUT‘EN AND THE STUDENT-ATHLETE SHALL BE HELD ACCOUNTABLE -
FOR ALL PRUGS WITHIN THE BANNED DRUG CLASS REGARDLESS OF WHETHER
THEY HAVE BEEN SPECIFICALLY IDENTIFIEDR.

Drugg and Procedures Subject to Restrictions

=. Blood Doping

« Gene Doping

e Local Anesthetics {under some conditions)

= Manipulation of Urine Samples

e Beta-2 Agonists permitted only by prescription and inhalation

NJSIAA P\Eutritionaﬁmietary Supplements Warning

Before consummg any nutritiohal/dietary supplement product Teview the product with'the: appropnale or -
designated athletics department staffl

Dietary supplements, including vitamins and minerals, are not well regtziated and may cause a
positive drug test result.

Student-athletes have tested positive and lost their sligibility usi ing dietary supplements.

Many distary supplemenis are contaminated with banned drugs not listed on the label.

Any praduct conialning a dietary supplement ingredient is taken at your ewn risls

=]

e

(o]

@

HOTE TO STUDENT-ATHLETES: THERE IS NO COMPLETE LIST 9F EANKED
SUBSTANGES. DO NOT RELY ON THIS LIST TG RULE OUT ANY SUPRP LEMENT
INGREDIENT. CHECK WiTH YOUR ATHLETICS DEPARTMENT STAFE PFE@‘L” TO MSFNF‘ '
A SUPPLEMENT. REMINBER: ARY DIETARY SUPPLERMENT LE\'}@PF’uHLh&'T [l@\‘ 'F'[‘_[\EE\*I
THE & uUDf:‘F"'rE‘* OWN RISK.




Some Examples of NJSIAA Banned Subetances in Each Drua. Class
Do NOT RELY ON ThiS LEST TO RULE GLiT ANY LABEL NGREDEEN T.

" _Sumuiams i %
.. Amphetaming (Adderall) carfeme (gualana) cocaine; ephedﬂne fen"luramme (Fen) methamphe‘tamlne
methylphenidate (Ritali n); phentenmlne (Phen); synephr:ne (bltt81 orange) methylhexaneamlne *path -
saits (mephedrone); Octopamlne DMBA etc. -

exce,nt.'ons phenyiephnne and pseudoephednne are not banned -
.'Anabeizc Agents (Somet[mes Ilsted as a chemical formula such as 3 8, 17-andros‘cenetr|one) B
Androstenedione; boldenone; clenbuterol; DHEA (7-Keto); epl—trenbolone etiocholanoloig;

- methasterone; methandmnone nandrolone; nolandroafenedlone ostarine, sLanozoiol stenbolone

' "-testosterone trenbolone SARMS' (ostanne) etc e g s REA B

:'_'Growth holmone (hGH} human chononlc gonadotropin (hCG) erythropouatln (EPO) etc

.+ _.Alcohol and Beta Blockers : ' Lo A =
A[GDhDI atenotol metoprolo[ nado[o plndolol plopranoioi tlmoiol etc T Mk s s 2 G B

D[uret!c:s (ﬁater pz[Ea} and Other Maskmg Agents ‘
Bumetanide; chlorothiazide; furosemide; hydrochlormhlamde probenemd splroneiactone (canrenone)
: .tr|ameteiene Lrlchlormetmazme efc. o .

Street Drugs
Heroin; marijuana; tetrahydrocannabmol (lHC) syntheﬂc cannabinoids (eg. spice, K2 JWH 018 JWH-
073)

. Peptide Hormones and Analogues . % -.7 5. - L s ;g

Antt Estmgens
Anastlozoie Lamoynen JOlmestane ATD c]omiphene SERMS (noivadex) etc.

Beta-z Agcmsts
- Bambuterol; formoterol; salbutamo[ sa[metemi hlgenemme ‘norcuclaurine; ete.

e ARY SUBSTANCE "FHAT IS GHEMICALLY RELATED TO THE CLASS EVEN IF IT IS
NOT LISTED AS AH EXAMPLE, IS ALSD BANNED’ lT iS YOUR RESFGNS!BIL]TY TO
' CHECK WITH THE AFPROPRIATE OR DESIGNATED ATHLETICS STAEF BEFORE
USING ANY SUBSTANCE.



1161 Route 130, P.O.Box 487, Robbinsville, NJ 08691 609-259-2776 609-259-3047-Fax

NJSIAA STEROID TESTING POLICY
CONSENT TO RANDOM TESTING

In Executive Order 72, issued December 20, 2005, Governor Richard Codey
directed the New Jersey Department of Education to work in conjunction with the
New Jersey Siate Interscholastic Athletic Association (NJSIAA) to develop and
implement a program of random festing for steroids, of feams and individuals
qualifying for championship games.

Beginning in the Fall, 2006 sporis season, any student-athlete who possesses, . -

distributes, ingests or otherwise uses any of the banned substances on the attached

page, without written prescription by a fully-licensed physician, as recognized by the -~ -

American Medical Association, to freat a medical condition, viclates 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 fournament or state championship compe‘titi,_o’_n ‘
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 students

parent/guardian consent to random testing. i

By signing below, we consent to random testing in accordance with the
NJSIAA steroid test[ng 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 Studeni-Athlete Print Student-Athlete’s Name Date |

Signature of Parent/Guardian Print Parent/Guardian’s Name Date

May 1, 2010






Sperts-Related Cancussion and Head T lfmjmr* Ract Sheet aﬂ{ﬂ
Parent/Guordian Admowledzement Fozm

A concission i 2 buain fnfary that can be caused By a blow W o the T;cm or b say fhs: s ot moreial
fimetioning of the bratn. Cononssions 255 2.yp5 of Trammatis Brain fnjury (TBE), which can jengs fom mild
to severe and can ‘dsmpt the v wa}r ths Bigin "aa*vnﬁy fmofions, Concussions cen cemse signifioant and
snsfained namapsguhohgca‘i Impeiment affbefing problem . solving, :ije; memezy, * affention,
concenieaiion, and behaviar, S0 e ow T

Diseass Corirel and Brevesitien estimats; < that 300 00@ DD_C:LSSTCJ &a usLea_cd dzr:rw spa'"‘ ¥

Hies manmé,; and more thait 62,000 concussfons are susiained eanf year in Aich school comiact

tsyﬂﬁmma oUEnrs When E."EI‘:.G‘? gustal_s sum_f, i,g—!aws,m wnﬁa ‘-;ﬁ_ —;.,J_.;wgmg ,
o :

Legislation (P, Zﬂ!?r Eﬁam:f' '
‘ensure the saz:ty(y : i

" athletss,. cogelies, -
comenssions and offier head & igl:ﬂm. ’Iha Ievsia« ion states

s All "’oaqh&s, Athletic Trainers, School Nusses, and SchooL’ Teatn T“:Lyﬁfc"aﬁ Qha_l 00“11315_*3

zsoholestic Head Injury Safbty Trafning Program by the 20112012 sehool yeat.

o All school districts, charter, and nonyubloc schools thet perticipats in inferscholastic sporis 3 ""sll.I distribuis
amnnelly this educationel fact o all student athletss and obiatn a signed acknowledgement fom each.
perent/grardfan and student-athlets,

o Eeoh school distrist, chefEr, und npnpiblic school shail dsvelop &

prevent

" sidenitathieis rSu :
Any studeni-athlsts who pcrﬁéijatss in 2n fnferséholasiic spo otk 1 _La?_n and i§ s:IS“n%Fd of suwmg a
. concussion will ba fram: uc_aPTy removed Fom competition or pesctice. The stndent-efhléts will mok be
allowed to refum to competition or practics nmtil hefshe has written cleerence & ftom a physician frained in
concussion freaiment end has complsted his/her disivic?s graduated wimfo-pley protosol,

1 é,ﬁaﬁi‘f and fréatingnt of sprm‘s '“;

policy déscribing the

]

Quick Fact ,

@ 1’10&»0-*&135503 do not myolve loss of conscionsnesy | S
s Yo can sustain 2 concussion sven i you do nof hit your héz
e A blow elsewhsto on the body cen fransmit an “mplsive fores fo the brain and eause 2 cononssion

Signs of Conenssions (Dbserved By Coaeh, Affiletle Traings, am:u’ Grevdiam)

e Appears darad of simoned

e Forgels plays or demonsizates shorf ferm memory diffcalies (u,_, LISUTS OF gams, opponsnt}
e Byhibifs diffenliiss with belence, coordination, conpentvation, sad :‘_T,"'"_ll. or

o Answers qussiions slowly or marcL.air-—? ;, '

¢  Demonsicaies ’[741&\510'.' or parsonalily changss ¢
e Tsunable tarecall evenis prios to or affer z‘wa hit or &1

Symptoms of Concussion (Reported by Student-

& Headachs e Sensifivity to lightfsotmd

e Namsse/vomiting 7 & Fecling of shuggishness o fogginess

& Balancs nroblems or dizriness ' e Difficulty with eoncentretion, short ferin
e Doubls visfon o7 changes n visien memory, and/or sonfissfory,

See amﬂ complets othe rsée:\’

om and freatment of sgom—‘rela*ei_ ceﬂcLsmm a‘wdmh@ hagd jr_f‘ o5 usiai :tad jy:lu;: sphe.&srf_c PRI



: W}:aa. Shoulda Student Athlefe fiu it they think they ave a cnncussmn"

Don’t hide i, Tell yonr Afhletic Trainer, Coach, School Nurse, or ?arenﬂGuauhau. :
Report it. Don’t refum fo compeiition or practice with symgmms of a concussion or head_ Ii:l_.]m"jf The

' SoOnEer you report if, the Sooner you may Teiurm- fo-play. -

Take time % fo recover. I you have a concussion, your brain nesds fime io heal ’Wﬁﬂa 3013: Efam is.

“ healing you are mmch-more Jikely: to’ sustain. a second .concussion. Repeat coricpssions can canse

permanent bran_ mjﬂl’}"

| _ What can happeu iF a sindent-athlefe continnes to piay with a'cofieussion or refurnsfo I;Iay to goon?
. Contimuing to play with s sz.qns and S}mpmms of a,conenssion, leaves the smdentﬂanblete vulnerabla ‘0

' -secundmlpacusynmome. = .
. Second. mpact syndroms. Is when a sfuden’c—aﬂe‘e sustaws a saccmd cnncussmn vmﬂa sﬁll hs,vmg

. sym*oms Tom. aPLE'WOUb cgncussmn 0%, head in n_}m e

Second fmpdct syndroms cen lead to severs inpairment and even. n doathin eszemu cases. # s

_ . Should ﬁtere ?Je any tempnrary academzc acwmmadaimns made for Si:udem—Atbleaes Wﬁa T:Lave Sﬁff“rf.‘ii
o eonenssion?

To recovet com‘we Lest is Jus‘ as mlpureaﬂ_v. as physmal Les" RBad:IIE‘", Lexhng, g1 @g—u‘;«en Wawhmg'
movies cat slow down & student-aihleies recovery. ~

Stay home fiomi school with, mfairvial maeital and socfal sumdanon il all sympu}ms nave 16301376@.
Students ‘may need o take rest breaks, spand fower houss af school, be giverl extra fime fo completa"
assignments, as well as bemt, & offered other instructional stratepiss end classroom ACCOID daﬁons

Student-Athletes who have sustafued a eonecnssion shoald eomple a sradusted vetuyn-io-nlay hefors

; tﬁev HIAY ¥eSwme Conp efition or. araem ‘zecoyding to the & foflowing proto col:

»

" St tep 1 Comieimn ‘of amil day-of normal copnitive activities (school day, sﬁ,uiyzﬁg _ui sty ﬁéiéffﬁg‘

: :D.LG.G":LCB inferacting with peera) without reemer wenca m a:tymms or symptoms. TEno ‘feimn of symp‘oms, ;

3

2= day advanca.
Step 2: Light Aérobic sxéroiss; thoh _ncludes V’aﬂﬂﬂ 5 swimming, and smuonary' c*joaLg, keapmcr the
fritensity below 70% maximum heart rate. No resisiance training, The objective of th_s sﬁep iz mc;a_sed
heart rate. '
Sten 3z Spcm—sPacmG exéroise including skating, and/os 1 *cm_mb 10 head fmpact aoﬁm-*.- Ths objective
of this step is fo.add moyement. :

. Sa&p £: Non contact tiafning an_Is (e passmv mﬂ_s) Sﬁ.dm.L-a-_nicm may initials .LGS,_S""'“ g, B

Step 5: Following medical ¢leztance (conml:anon between school health care PulSDI]D.EI Ld sﬁ,ésmq
athleie’s physiciam), participetion in normel iraining activities. Tho objective of £ fhis skn is fo lasfmc'. -
confidence and assess fimctional skills by coaching end medical staff. o o o
Step &: Refvin o play involving o ol exertion oF game acfivity. S

TFor further information on Sports-Related Conoussions and other Head Fojuries, please visit:

www.cde.sov/concussion/sports/indes hinal vrwwnths.com,
wwvw.acas.orofhealth-safely www.blanl.org - www.alsnf.org | .
© Signaine of Siudent-Athlefe | PrintStmdent-Athlio’sNeme - Dafe

Signatms of-PaIaﬁ’r!Gu_arcﬁ@ T Print Parent/Gravdian’s Name - " ‘Dae



 Participating in sports and recreational activities is an important part of a healthy, physically active lifestyle for
| children. Unfortunately, i Il’\JUTIES can, and do; occur. Children are at particular risk for sustaining a sports-related
‘eye injury and most of these injuries canibe prevented. Every year, more than 30,000 childrenisustain serious
| sports-related eye injuries. Every 13 minutes, an emetgency room in the United States treats a sports-refated!
\eye injury.! According to the National Eye \Institute;, the sports with the highest rate of eye injuries are:
| baseball/softball, ice hockey, racq‘,uetsports,-‘ andibasketball, followed by:fencing; lacrosse, pai’ntball‘ and boxing. :
|

| Thankfully, there are steps that parents can take to ensure their chlldren 5 safety onthe fleld the court, or wherever
ithey play or participate in sports and recreational actqwtaes

Apprommately DO% of sports reiaLed eye injuries can be prevented WIth szmple
. precautions, such as.using. pro;egj:we eyc—.\\.'\rear2 Each sport has a ceﬁ:aln type of

and others play 2 critical ro!e in ad\nsmg st
of protectwe eyewear, Tofin¢

oosmg an buymg protectwe'eyewea at http /e, preventblmdness s
s,and http: //WWW pr VeniLilndness org/ recommended -sports-aye- protec-ms‘i'




If a child sustains an eye injury, it is recommended that he/she receive
immediate treatment from a licensed HCP (e.g., eye doctor) to
. reduce the risk of setious damage, including blindness. It is also
recommended that the child, along with his/her parent or guardian,
‘seek guidance from the HCP regarding the appropriate amount of
time to wait before returning to sports competition or practice after
sustaining an eye injury. The school nurse and the child’s teachers
should also be notified when a child sustains an eye injury. A parent
~ or guardian should also provide the school nurse with a physician's note

- detailing the nature of the eye injury, any diagnosis, medical orders for
the return to school, as well as any prescription(s) and/or treatment(s) necessary to plomo‘ce
heallng, and the safe resumptlon of normal aczivmes [nc[udmg sports and recrea’clonai activities. -

According to the American-Family Physician Journal, there are several guidelines that
should be followed when students return to play after sustaining an eye injury. For
: examp[e students who have sustained significant ocular
injury should receive a full examination-and clearance
| by an ophthalmologist or optometrist. In addition,
' students should net return to play until the period of - -
=" time recommended by thejr HCP has elapsed: For more
minor eye ihjuries, the athletic trainer may determme that
it is safe for a’'student to resume play based on the nature of the injury, and how the
student feels. No matter what degree of eye injury is sustained, it is recommended that.
students wear protective eyewear when returning to play and immediately report any concerns with thelr vision
to their coach and/or the athletic trainer. -

Additional information on eye safety can be found at http://isee.nei.nih.gov and
htip://www.nei.nih.gov/sports.

“Bedinghaus, Troy, O.D., Sports Eye Injuries, hitp://vision.about.com/od/emergencyeyecare/a/Sports_Injuries,htm, December 27, 2013.
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State of New Jersey
DEPARTMENT OF EDUCATION

Sudden Cardiac Death Pamphlet
Sign-Off Sheet

Name of School District:

Name of Local School:

I/We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

Student Signature:

Parent or Guardian
Signature:

- Date:

New Jersey Department of Education 2014: pursuant to the Scholastic Student-Athlete Safety Act, PL. 2013, ¢.71

E14-00325
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