

BROGDEN MIDDLE SCHOOL
MEDICAL ELIGIBILITY
************************************************************************
Athlete Name:________________________________________
[bookmark: _GoBack]Sport: (1)___________________ (2)____________________

Your student-athlete must be “medically eligible” to participate in athletics at Brogden Middle School. Compliance is a simple process of completing and updating the six forms listed below on an annual basis. 1. Medical History Form - The Medical History Form should be completed by the parent/guardian of the student-athlete and be available for review by the physician when the physical exam is performed. 2. Physical Examination Form - The Physical Examination Form must be completed by a Licensed Physician, Nurse Practitioner, or Physician’s Assistant. 
3. Assumption of Risk/Medical Treatment Release Form- This form simply states that participation in athletics may result in injury and should injury occur you have given your permission for treatment to be provided. 4. HIPAA - The HIPAA Form allows us to share information, should an injury or condition occur, with people like doctors and coaches. 
5. Student-Athlete Critical Contact Information Form - The Critical Contact Information Form contains important information necessary for emergency or urgent care to be provided for your student-athlete in the parent/guardians absence. 6. Concussion: Student-Athlete Form Concussion: Parent Form are both in compliance with the Gfeller-Waller Concussion Awareness Law. 
_____ 1. North Carolina High School Athletic Association Sport Participation 
Examination Form which is also referred to as the Medical History Form 
_____ 2. Physical Examination Form (This form must be completed, and the 
student- athlete cleared, by a Licensed Physician, Nurse Practitioner, or 
Physician’s Assistant) 
_____ 3. Durham Public Schools Assumption of Risk/ 
Medical Treatment Release Form 
_____ 4. Authorization for Release of Protected Health Information which is also 
referred to as HIPAA 
_____ 5. Student –Athlete Critical Contact Information Form 
_____ 6. Concussion: Student-Athlete Form/Parent Legal Custodian Form 
Safety of our student-athletes by avoiding preventable injury or condition while they participate in athletics is a goal of the utmost importance. A student-athlete being “medically eligible”, by having completed and updated the five forms listed above, is critical in helping us achieve this goal while enabling us to provide a high standard of care in the event that an injury or condition were to occur. 

Athletic Director: Sean Nickson 
Email: Sean.nickson2@dpsnc.net Phone Number: (919) 560-3906
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**This Authorization (and any revocation) must be signed by a parent, guardian, or other person acting in loco parents who has the authority to act on the Athlete’s behalf. By signing this form, you as the parent/guardian or party acting in loco parents warrant that you have the legal authority to act on the Athlete’s behalf. 
**The signature may be only the Athlete if the Athlete is over 18 years of age or legally emancipated person.
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Shldelﬂ -Athlete Critical Contact Information

Today'sDsts: /. School Yzar:
Nams: Class of:
(Last) (First) (Middle)
Gender: W F  Data of Birth: i I Social Sac 2 School ID=:
Parent/ Legal CustodianInformation:  —* (Social Sec. # Optional)
Father’s Nams_ Fathar's Work= [ ]
Employer. Father's Cell /Pager2 ()
Mother’s Name Mother's Work# [}
Employar = Mothar'sCall/Pagar® ()
Strast Address County-
City State Zip Code Home Faams(__),
Altarnats Emargsney Contact: Phon=(__ )
Athlete Medical Information:

Are you ALLFRGIC to sny typs ofmadication? ¥/ N List:
Listany ofharallarsiss:
Do vou teka madications ragularly? YIN List:
Do you teks madicine forsmergencyuse? Y/N List
Doyoubavs ASTHMA?  Y/N If:o,de vouuse an infaler? ¥ /N What kind?

Dusing athlatic participation, doyouwsar:glassas? Y/N  contacts? Y/N  dental spplisnce? Y/N

Do you have sny ofhermedical conditions? ¥ /N List:

Have you evarhad a head injury, been knocked out, orhada concussion? ¥/N Lis
Have you evarhad discomfort, pain, or prssure in yous chest during or after axerciss or complained of yourheatt
“racing” or “skippinebeats™? ¥ /N List:

bl il ol o

Family Physician: Phone#:
Insurance Information
Provider Name: Policy or Group#
Policy Holder's Name: Phone#

Medical Authorization — Asthe parents orlezal custodian of this student athlate ] grant pecmissien for treatmant deamad
‘necessary for a conditiomarising during or affacting participation in sports, including medical or surgical trestment
recommandad bya medical doctor. ] understand that every effort will be mads to contact me prior to treatment. Also,
‘parmissions eranted to ralease madicalinformation to the school andathlstictrainar. This permission is valid durin
the entirs duration of the student-athlete’s enrollment at Northern Durham High School, unless revoked by me
in writing.

Riskof Injury - We acknowledze and undscstandthat there is a sisk of injuryin athlatic participation. We undarstand
thatthe studart-sthlstewill be undsr the supsrvision and direction of a DPS athlatic coach. We azres to follow the
cules of the sport andthe instructions ofthe cosch in oxdar to reduce the sisk ofinjuzyto the studant and other athlstes.
However, we acknowledge andunderstand thet neitherthe coachnos the DPS can climintethe siskof injury in sports.
Injuries may andde eccur. Sports injuries canbe severs andin soms cases may result in permansrt dissbility or even
death, We freely, knowingly, and willfully sccept andessumethe risk of injury that might cccur from participation
in athlaties.

¥

Student-Athlete (Print) (Signature):

TParent/Legal Custadian (Prizt: TSigwature): e
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CONCUSSION
INFORMATION FOR STUDENT-ATHLETES & PARENTS/LEGAL CUSTODIANS

What is a concussion? A concussion is an injury to the brain caused by a direct or indirect blow to the
head. It results in your brain not working as it should. It may or may not cause you to black out or pass
out. It can happen to you from a fall, a hit to the head, or a hit to the body that causes your head and
your brain to move quickly back and forth

How do | know if | have a concussion? There are many signs and symptoms that you may have
following a concussion. A concussion can affect your thinking, the way your body feels, your mood, or
your sleep. Here is what to look for:

Thinking/Remembering | Physical | Emotional/Mood | Sieep |

‘iiculty thinking clearly Headache, nitability-things bother you | Sleeping more than usual
more easity

Taking longer to-figure:things out Fuzzy or biurry vision Sleeping less than usual
Sadness

Difficutty concentrating Feeling sick to your stomach/queasy Trouble faling asleep
Being more maody

Difficulty remembering new information | Vomiting/throwing up Feeing tired
Feeling nervous of worried

Crying mare

Dizziness
‘Balance problems

Sensitivity to noise or fight

Table Is adapied from the Centers for Disease Control and Frevention (RITp./ v cale gov,concussion))

What should | do if | think I have a concussion? If you are having any of the signs or symptoms listed
above, you should tell your parents, coach, athletic trainer or school nurse so they can get you the help
you need. If a parent notices these symptoms, they should inform the school nurse or athletic trainer.

When should | be particularly concerned? If you have a headache that gets worse over time, you are
unable to control your body, you throw up repeatedly or feel more and more sick to your stomach, or

your words are coming out funny,/slurred, you should let an adult like your parent or coach or teacher
know right away, so they can get you the help you need before things get any worse.

What are some of the problems that may affect me after a concussion? You may have trouble in
some of your classes at school or even with activities at home. If you continue to play or return to play
too early with a concussion, you may have long term trouble remembering things or paying attention,
headaches may last a long time, or personality changes can occur Once you have a concussion, you are
more likely to have another concussion

How do | know when it's ok to return to physical activity and my sport after a concussion? After
telling your coach, your parents, and any medical personnel around that you think you have a concussion,
you will probably be seen by a doctor trained in helping people with concussions. Your school and your
parents can help you decide who is best to treat you and help t make the decision on when you should
return to activity/play or practice. Your school will have a policy in place for how to treat concussions.
You should not return to play or practice on the same day as your suspected concussion.

o you UNC Spor. 61 Research Center,

s proy Society,
ratng Ashine Toumrs: AS5acaion, St jury Aceociaion of Norh Coralns, Hoseh Corsine o opsseholoalas oot S vt
Carglina High School Athietic Assoclation.
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Student-Athlete & Parent/Legal Custodian Concussion Statement
“If there is anything on this Sheet that you do not understand, please ask an adlt to explam or read it 0 yor.

Student-Athlete Name:
This form must be completed for ech suden-afhiet, eve f Gire are mulGple student-athieies i each howsehold

Parent/Legal Custodian Name(s):

o We have read the Student-Athlete & Parent/Legal Custodian Concussion Information Sheet.
Ifirue, please check box.

After reading the information sheet. I am aware of the following information:

Student-Athlete ParentTegal
Initials Custodian
Initials

A concussion §s a braia jury, which should be reported fo oay pareats, iy
coachfes). or a medical professional if one is available.

A concussion can affect the abilify to perform everyday activities such as the abilify
to think balance, and classroom

"A concussion camot be “seen.” Some symploms REZh be preseal Fight WAy
Ofher symptoms can show up hours or days after an injury.

Till tell sy pasents, my coach. and/or a medical professional about my mjuries NA
andiflnesses.

TFT think a teammate has a concussion, 1 should tell my coach(es), parenis, or VA
‘medical professional about the concussion.

Tl not refum to play in a game or practice if a it to my bead of body causes any VA
concussion related symptoms.

Twallimy child will need written permission from a medical professional trained in
concussion management to retum to play or practice after a concussion.

“Based on (e latest data, most concussions fake days or weeks fo get befter. A
concussion may not go away right away. I realize that resolution from this injury is
a process and may require more than one medical evaluation.

Trealize that ER Urgent Care physicians will not provide clearance if seen right
away after the injury.

“After a concussion, the brain needs fime fo beal. | understand fhat 1 am/my child is
ek more likely to have another concussion or more serious brain ijury if refum.
to play or practice occurs before _concussion symptoms go away.

Sometimes, repeat concussions can cause serious and long-lasting problems

T have read the concussion symspions on fhe Concussion Information Sheet_

Signature of Student-Athlete Date

Signatuse of Parent/Legal Custodian Date





image8.png
Durham Public Schools
Student Athletic Address Documentation Form

This is to certify that (parent/guardian) of
(athlete) in Durham Public Schools do
certify that my primary residence is located in the attendance zone of

School. This is my primary domici iving

resident) and | realize that for athletic purposes | can only have one primary

domicile (living residence).

I further understand that this residence must be inside of the Durham Public
Schools Administrative Unit. 1 certify that my address

is within the said district and that the
school in which my child attendsis in the attendance zone for the school that
he/she currently attending.

If | am not attending the school that is my normal attendance zone assignment, |
am attending this school because the Office of Student Assignment has issued an
approved student transfer or an approved program assignment for me to attend my

current school valid for the current school year_

1 alsorealize that if | have given an incorrect or false address that my child will be
declared ineligible to participate in the school sports program. My signature further
signifies that | have completed this form and that | fully understand the

consequences associated with giving information that incorrect and false.

Parent/Guardian Signature Date Signed

Student Signature Date Signed

Witness Date Signed
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NORTH CAROLINA HIGH SCHOOL ATHLETIC ASSOCIATIO
SPORT PREPARTICIPATION EXAMINATION FORM

Patient’s Name: Age:

This is a screening examination for participation in sports. This does nof substitute for a comprehensive
examination with your child’s regular physician where important preventive health information can be covered.

A : Please review all questions with your parent or legal custodian and answer them to the best of your
knowledge.
Parent’s Directions: Please assure that all questions are answered to the best of your knowledge. Not disclosing aceurate

information may put your child at risk during sports activity.
Phvsician’s Directions: We recommend carefully reviewing these questions and clarifying any positive answers.

Eiplain “Yes” answers below Tes | No | Don't
know
T Fizs the aillete ever been hospitalized or had sureery” g (3 [ 3
2. Is the athlete presently taking any medications of pills? ERENEE
3. Does the athlete have any allergies (medicine, bees or other stinging insects, latex)? a a a
4. Has the athlete ever passed out or nearly passed out DURING exercise, emotion or startle? a a a
5_Ffas the athlete ever fainted or passed out AFTER. exercise? o [0 O
§_Fhas the athlete had exuieme fatizue associated with exercise (different from other clildren)? o [0 O
7 Fas the athlete ever had trouble breathing during exercise. of a cough with exercise” g (o [o
§_Fias the athlete ever been diagnosed with exercise-mnduced astma? 0 [0 [0
9 Fiasa doctor ever told the athlete that they have high blood pressuze? o [0 [ O
10 Fas a doctor ever told the athlete that thev have a heart mfection? g (oo
T1. Has a doctor ever ordered an EKG o other test for the athlete s heart or has the athlete ever been told heyBave |9 |3 | 9
2 murmur?
12 Has the athlete ever had discomfort, pain, of pressure in ks chest during of after exercise of complamed ofther | O | O | O
heart “racing” or “skipping beats™?

T3 Fas the athlete ever had 2 head injury. been Enocked out, or had a concussion? g (o [o
14, Flas the athlete ever had a seizure of been diagnosed with an unexplained seizure problem? o (o [o
15. Fas the athlete ever had a stinger, bumer or pmched nerve? 0 [0 [0
16, Fias the athlete ever had a heat mury (heat stroke) or severe muscle cramps with acvities” 0 (o [0
17. Has the athlete ever had any problems with their eves or vision” FEFEEF
18. Has the athlete ever spraimed/sained. dislocated, fractured, broken o had repeated swellmg or other mwry of |9 | Q | 9

‘amy bones or joints?

‘0 Head O Shoulder 0 Thigh 0 Neck OEbow O Knee 3 Chest OHip

3 Forearm _ D) Shinfealf OBack  OWrst  OAnkle OHamd  OFoot
75 Fias the athlete ever had an eating disorder. or do you have any concems about your eating habits o weight? g (o [o
20 Dioes the athlete have any chromc medical dlinesses (diabetes. asthma. kidney problems. etc)? 0 [0 [0
21_Has the athlete had a medical problem of mjury since their last evaluaion? o [0 [ O
20 Dioes the athlete have the sickle cell mait” o (3 [3
FAMILY HISTORY ERENEE
3. Has any family member had a sudden, unexpected death before age 30 (ncluding from sudden infant death ERERE]

syndrome [SIDS], car accident, drowning)?

34 Has auy family member had unexplained heart aftacks, fainfing of seizures? O o (o
35 Does the athlete have a father, mother or brother with sickle cell disease? o (oo

Efaborate on any positive (yes) answers

Ehiave reviewed and answered eacl question above, and assure that all are acenrate responses. Furthermore, I give permission
for my child to participate in sports.

Signature of parent/legal custodian: Date:

Signature of Atblete: Date: Phone #:
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Physical Examination

Athlete’s Name Age. Date of Birth
Heigh, Weight BP (il ( thily Pube
Vision R 207 L0, Corrected: ¥ ¥

These are required elements for all examinations

ABDOMINAL
GENITALIA (MALES)
HERNIA (MALES)
Clearance™*:

a A Cleared

a B Cleared affer complefing evaluationrebabilitation for -
Q C. Not cleared for: Q Collision O Contact

O Non-contact Strennous Moderately strenuous Non-strennous

Due to:,

Additionsl Recommendations/R ehsb Instructions:

Name of Physician/Extender:

Signature of Physician/Extender_ MD DO PA NP

(Sigmature and circle of designated degree required)

Date of exam: ‘Plhysician Office Stamp:
Address:

Phone,

77 Te Tollowing are considered diqualfying uatl spproprie medical 35d paremial Teleases e cbmined post-operaive clearsnce, 3cue IafecHoms, obviots
0wt retardation, disbetes, jaundice, severe visual or uditory impairment, pulmonary insufficiency, orzatic bear disease or hypestension, enlarzed liver or
spleen, s chronic musculoskeleta! condition that limits sbility for safe exarcise/sport (i 2. Klippel-Feil snomaly, Sprengels deformiry), histary of comvulsions
or concussions, sbsence of or cne kidney, eye, testicle or ovary, etc )
This form aproved by the North Carolina High School A hlefc Association Sparts Medicine Advisory Commmiiee December 3009, and the NCHSAA Board of
Directors reviewed anmually.
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Durham Public Schools
Assumption of Risk/Medical Treatment Release

Student Athlete’s Name
Sehool
Sport(s) Date

‘The Durham Public Schools system makes every effort to prevent injuries, but injuries do occur in
athletics. By signing below, I (Parent/Guardian Name) .
dounderstand:

1. The rules and procedures of the sports listed above and am aware of the risks involved in playing them
2. The necessity of using the proper techniques and protective equipment (when needed).

T recognize that there are inberent risks in all afhletic events (bead and spinal cord injuries,
fractures, intemal injuries, etc ) and hereby give my permission for my son/daughter to partieipate in any
and all interscholaztic athletic event: sponzored by Durham Public Schools.

‘Permission is hereby sranted to Durham Public Schools and its zuthorized representatives fo
initiate treatment and rebabilitation of injuries and authorize any needed emergency 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 sigmificant
aceidental injury, [ understand that every attempt will be made by the physician to contact me in the most
expeditious pessible. 1f said physician is unable to communicate with me, the weatment necessary
for the best interestisafety of the above named individual may be rendered.

T hereby release the Durham Public Sehools system, local/individual school personnel, and the
individual members of each atbletic department including, but not limited to, its coaches, certified atletic
trainers, first responders, student atblefic trainers, athletic raining student aides, administrators, attending
physicians, and all other comnected with school athlefic activities, from any and all damages for injuries
sustained by my son/daughter while participating in any zports activity associated with Dusham Public
Schools. 1 do, hereby. agree to hold harmless any and all the above from any and 2l dzmages which they
‘may suffer 25 2 result of injuries sustaized by my son/daughter while participating as above stated.

Are you presently taking any medications, supplements, or pills? Tes No
If yes, please list

Does student named above have any allergies? (medicines, beestings, hay fever, ete)¥es _ No_
1f yes, please list

Parent/Guardian Contact Name.
Phone # Primary Secondary_ Cell,
Address: City: Zip

Emergency Contact: Name
Phone # Primary Secondary, Call

Date: [ 120

SICNATURE: (Parent/Cuardia:

Revised 5/4/2011
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Please Read the Following Form Carefully
Authorization For Release of Protected Health Information For Athletic Participating
In Durham Public Schools Athletics Program

Onee properly signed, this authorization will allow for the release of protected health information to the Durkam Public
Schools Systems (DPS) by physicians and bealth care providers (Providers) rendering services fo DFS athletes. The
purpose of the release of fhe protected health information is fo allow the DES Athlefic Program to determize the
advisability of an athlete’s participation in DPS ahlefics. An example would be the release of a screening physical
examination.

By signing this Authorization for my son, daughter or other person for whom I have lezal authority to act (hereinafier
refarred to az “Athlete™), T harby authorize bealth care providers (including, but not limited to, the Duke Univarsity
Spexts Medicine Program and its physicians and providers) that are contracted with DFS to release to sach ofher and to
the DPS oral and written medical information relafing to the Athlete’s medical or physical condifion, illness or injury
that may have 2 bearing upon past, presert, or firture parficipation in athletics of DPS Athleic Program. The medical
information :hould be nzed by the DPS Athlaric Program for the purpose of determining the advisability of the Athlet’s

participation in DFS athlefics.
This authorization iz exprez=ly bound by all the following conditions:

This Authorization will aufomatically expire upon the Athlete’s termination of participation er meligibility in DPS
Atbletics, except to the extent relied upon for disclozures made prior to the automatic expiration.

This Authorization may be revoked at any time, provided the revocation is a properly evecured writien document and
delivered ta the Director af Athlerics for Durham Public Schools. As soom a3 practicable, DPS shall inform each
confractad haalth care provider prior of exch Athlate’s revocation. However, any such revocation zhall not affact
disclosures made by 2 bealth care provider prior to that health care provider's receipt of the revocation for DFS. In
addition, such revocation shall not affact disclosuraz mada prior to the raceipt of the revocation fo the extent that thic
Authorization was relied upon for such affect disclosures made prior to the receipt of the revocation to the extent that this
Authorization was relied upon for such diselosures.

This Authorization i not intended fo alter the Athlete’s ability to receive medical care from any health care provider
regardles: of whethar thiz Authorization iz agreed to or refised.

This Authorization shall cover actions by and for Duke University, Duke University Health System, Inc. and Private
Diagostic Clinic, PLLC, and all of their respective smplovess, workforce, and business associates, and all other
physicians and health care providers contracted with DPS and fheir respective employess, workforce, and business
associates. For a complete list of confracted health care providers for DPS that may release medical imformation
pursuant to the Authorization, pleaze confact Durham Public Schools.

The athlete and Parent/Guardian will receive a complete copy of the signed Authorization.

A copy of this Authorization and any revecation of it will be kept by both the Duke Sports Medicine Office, Durham
Public Schools and other health care providers contracted with Durham Public Schools.

Protected health information released by the health care providers to Durham Public Schools is not protected by this
Authorization from re-disclosure by Durham Public Schools.

Date:

Afilete's Name - Priaed




