Ms. SarahBeth Ferrell, Principal - Stuart Parks, Superintendent - Karen Collier, Aefi itor-
Fax: (618} 822-6733

Boys’ Basketball Sports’ Survey

STUDENT'S NAME: Grade .

Students in grades 5™ - 8t who elect to participate will be assessed
an activity fee of £10.00 PER SPORT/ACTIVITY. This fee will help cover

the exira costs of providing these programs.
*#The fee, sports physical, an emergency consent form and concussion

forms are ALL mandatory for your child to participate in this activity.
---- Sports Physical
---= COncussion Form

---- Medical Eligibility Form

---- Cash or Check oo Check # smake checks payable fo Kell Activity Funds



HSA

M PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

JIESA

Note; Complete and sign this form (with your parents if younger than 18) before your appointment.

Name:

Date of birth:

Date of examination:

Sportls):

Sex assigned at birth {F, M, or intersex}:

How do you identify your gender? (F, M, or other):

List past and current medical conditions.

Have you ever had surgery? IF yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritionad).

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 {PHG-4)

Feeling nervous, anxious, or on edge

Not being able fo stop or control worrying
LitHle interest or pleasure in doing things
Feeling down, depressed, or hopeless

Over the lust 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)
Several days Over half the days  Nearly every day

1 2
1 2
1 2
1 2

{A sum of =3 is considered positive on either subscale [questions T and 2, or questiens 3 and 4] for screening purposes.)

5_-“

Nes” answers at r'hé end ol

iohs I you don't kiiow te an:
1. Do you have any concerns that you would like fo
discuss with your provider?

2. Has a provider ever denied or restricted your
participation in sports for any reason?

3. Po you have any angoing medical issues or
tiliness?

4. Have you ever passed aut or nearly passed out
during or after exercise?

5. Have you ever had discomlort, pain, tightness,
or pressure in your chest during exercise?

&, Doss your heart ever race, fiutter-in your chest,
o skip beats {irregular beats) during exercise?

7. Has a doctor ever teld you that you have any
heart problems?

8. Has a doctor ever requested « test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

T HEALTHGUESTIONS ABOUTIOU |
9. Do you get light-headed or feel shorter of brecth
than your friends during exercise?

10. Have you ever had o seizure?

11. Has any family member or relafive died of hearl
problems or had an unexpected or unexplained
sudden death before age 35 years {including
drowning or unexplained cor crash)?

12. Does anyone in your family have a geneic heart
problem such as hypertrophic cardiomyopathy
(HCM), Marfan syndrome, arrhythmogenic right
ventricular cordiomyopathy (ARVC), long QT
syndrome (LRTS), short QT syndrome [SQTS),
Brugada syndrome, or catecholominergic poly-
morphic ventriculor tachycardia (CPVT)?

13. Has anyone in your family had a pocemaker or
an implanted defibrillator before age 358




ONEAND JOINTQUESTIONS_______
. Have you ever had a siress fracture or an injury
to o bone, muscle, ligament, joint, or tendon that
caused you to miss o practice or gome?

INCAL ¢ G () [)

25. Do you worry ahout your weight?

26. Are you Irying fo or has anyone recommended
that you gain or lose weight?

15, Do you have o hone, muscle, ligament, or joint
injury that bothers you?

MEDICALQUESTIONS
14. Do you cough, wheeze, or have difficulty
breathing during or after exercise?

27. Are you on a special diet or do you aveid
cerfain fypes of foods or food groups?

17. Are you missing a kidney, an eye, o festicle
{males), vour spleen, or any other organ?

28. Have you ever had an eating disorder?
ALES ¢

29. Have you ever had o menstrual period?

18. Do you have groin or testicle pain or a painful
bulge or hernia in the groin area?

30, How old were you when you had your first
menstrual period?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus

{MRSA)2

31. When was your most recent menstrual period?

32. How many periods have you had in the post 12
months2 ‘

Explain “Yes” answers here.

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21, Have you ever had numbness, had fingling, had
weakness in your arms or legs, or keen unable
lo move your arms or legs ofter being hit or
falling®

22, Haove you ever become ill while exercising in the
heait?

23, De you or does someone in your family have
sickle cell trait or disease?

24, Have you ever had or do you have any prob-
lems with your eyes or vision?

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete

and correct.

Signedure of othlete:

Signature of parent ar guardian:
Date:

@ 2019 American Actdemy of Family Physicians, American Academy of Pecliairics, American College of Sports Madicine, American Medical Sociely for Sporis Medicine,
American Qrihopaadic Sociefy for Sporks Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granfed fo reprint for noncommercial, eduea-

tionod purposes with acknowledgment,



M PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensiliva issuss.

¢+ Do you el stressed out or under  lof of pressure?
Do you ever feel sad, hope|ess, depressed, or anxious?
Do you feel safe at your home or residence?

+ o @

During the past 30 derys, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever luken anabelic stercids or used any other performance-enhancing supplement?
* Have you ever loken any supplements to help you gain or {ose weight or improve your performance?
* Do you wear a seat belt, yse o helmet, and use condomsé
2. Consider reviewing questicns on cardiovascular symptoms ({Q4-Q13 of Histery Form),

Vision: R 20/ _

Appearonce
* Marfan stigmata (kyphoscoliosis, high-arched palate, pecius excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MYP], and acrlic insufficiency]

Eyes, ears, nose, ond throat
¢ Pupils equal
* Hearing

Lymph nodes

Heart
¢ Murmurs [ouseultation standing, ausculiation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

* Herpes simplex virus (H3V), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or
finea corporis

Neurological

" A ORMAL || ABNORMA >
Neck
Back

Shoulder and arm
Elbow and ferearm
Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Foot and foss

Funclional
* Double-leg squat test, single-leg squat fest, and box drog or step drop test

< Consider electrocardiography (ECG), echocardiography, referral to o cardiologist for abnermal cardiac history or examination findings, or o combi-
nation of those. ‘

Name of health care professional {print er typel: - Date;
Address: Phone:

Signature of health care professional:

, MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediairics, American Ceilege of Sports Medicine, American Medical Society for Sports Medicins,
American Orlhopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sporls Medicine, Permission is granted io reprint for noncommercial, aduca-

tional purposes with acknowledgment.



Supplemental COVID-19 questions

1. Have you had any of the following symptoms in the past 14 days?

a) Fever or chills Yes / No
b} Cough Yes / No
c) Shortness of breath or difficulty breathing Yes / No
d) Fatigue Yes / No
e} Muscle or body aches Yes / No
f) Headache Yes / No
g) New loss of taste or smell Yes / No
h} Sore throat Yes / No
i} Congestion or runny nose Yes / No
j}  Nausea or vomiting Yes / No
k) Diarrhea Yes / No

) Date symptoms started
m) Date symptoms resolved

2. Have you ever had a positive test for COVID-197 Yes / No
If yes: '
i. Date of test
ii. Were you tested because you had symptoms? Yes / No
If yes:
a) Date symptoms started
b) Date symptoms resolved o
¢} Were you hospitalized? Yes / No
d} Did you have fever > 100.4 F.? Yes / No
If yes, how many days did your fever last?
e} Did you have muscle aches, chills, or lethargy? Yes / No
If yes, how many days did these symptoms last?
f} Have you had the vaccine? Yes / No
iii. Were you tested because you were exposed to someone with COVID-19,
but you did not have any symptoms? Yes / No
3. Has anyone living In your household had any of the following symptoms or tested
positive for COVID-19 in the past 14 days? Yes / No
If Yes, circle the applicable symptoms.
e Fever or chills = Shortness of breath or difficulty breathing
¢ Muscle or body aches * New loss of taste or smell
* Nausea or vomiting * Congestion or runny nose
* Sore throat = Headache * Cough » Fatigue * Diarrhea
4. Have you been within 6 feet for more than 15 minutes of someone with COVID-19
in the past 14 days? Yes / No
If yes: date(s) of exposure
5. Areyou currently waiting on results from a recent COVID test? Yes / No

Sources:
« Interim Guidance on the Preparticipation Physical Examinatio... : Clinical Journal of Sport Medicine {lww.com)

s  Supplemental COVID-19 Questions {Iww.com}
¢ COVID-19 Interim Guidance: Return to Sports.and Physical Activity {aap.org)
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‘ ns‘l.. IHSA Sports Medicine Acknnwliadgement-& Consent Form

ILLERD)E 86N BENGOL E53TCHTION

Concussion Information Sheat

A eoncusslon §s a brain injury and all brain injurles are serous. They are caused by a bump,
blow, or jolt to the head, or by a blow to another part of the body with the force transmitted to the
head. Thay can range from mild to severe and can disrupt the way the brain normaily works.

Even though most concuasions are mild, all concussions are potentially sorlous éand may

resylt In comblications including prolo braln damage and death i net recognl
and manaded properly, n other words, aven a “ding” of a bump on the head can be serous.
You cai't see a concussion and most sports concussivns cactr without loss of corisciousnaess,
Signs-and symploms of concussion may show up right after the injury or-cari take hours:or days
1o fully appear. I your chitd reports any. symptoms of concussioh, of if you notice the symiptotns
or slgriz of concussion yourself, seek mietical attention rightaway.

[ Symploms may include one-or more of tha following:

+ Headaches v hianesia

» “PrassureIn head’ » "Don'tfael fight'

+ Naussa orvomiting + Fatigusor low ehsrgy

« Noerk pain s Safnass

= Batance problems or dizzlriess » Nervotisness or anilety

« Blutred, deuble, orfuzzy vislon » |rritability

+  Seansitivity to fight or nolse »  More emotiorial

« Feeling sluggish orslowed down « Cbrifusion

» Fesling foggy or groggy « Concentiation or maemory problems
+ Drowsihess. (forgetting game play/s)
»__Change In sleép patterns _ Répeatmgme sami quesﬂonlcommegg_j

[ Sighs observed by teammialos, parenis ant conches Include:

Appoiifs dazad

Vacanit facial exprassion

Confused.about assignment

Forgsts plays

Is urisure-of game, score, or spponent
Moves dlurnsily or displays, incoordination
Answers questions stowly

Slurred speach

Shows behavior or personglity changes
Gan't recall events prior to hit

Caii't recall events.afier hit

Selzures or convulslons

Any change In fyfifcat hehavior or personaiity
lLoses wnsciousnass

£ 8 " E Y Y
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{HISA Sports Medicine Ackrowledgernent & Consent Form

SHMEI oM AL REAOEIATIN

Concussion Information Sheet (Cont.)

What can happen If my child keeps on plaving with a concuasion or rehirns too soon?

Athletes with the signs and symptoms of concussion should be removed from play
immediately. Cantinuing o play with the signs and symptoms of a concussion leaves
the voung athlete espacially vulnerable to gréafer injury. There is an increased risk of
significant damage from a concussion for a period of time after that conoussion odeurs,
pattioularly I the athlete suffers ahother concusslon befare cotmplately recovering from
the first one. This can lead fo prolanged redovery, or even to sevére brain swelling
{second impact syridrome) with devastaling and even fatal consequences, 1t Is well
krown that adolesoant or isenags athilefas will aften fail ta report symploms of injures,
Consussjons.are no different. As.a result, educafion of administrators, coaches, parents
gnd students is the key to student-athlete’s safely,

1f-you think vour chifid has suffersd'a concussion

Any alfilete eyen suspected of suffering a ctihoussion should be rembved from the
garne or practice immediately, No athlete:may rsturm fo activity after an apparent head
injury or coneussion, ragardle‘ss of how mild i seeiné of how quickly symptoms clear,
without miedical cledrants. Close ohservation of the athlele should confinue. for sevsral
hours, IHSA Policy requlres tihletes to provide their schiol with written clearance from
ajther & physician licenset to prégtice medicine n allits branchiss or & certifiad athistic
traiinar workirig in conjunction with, a. physiclan ficensed fo praclice medicite n il its
branthes prigr to retuming to play br pradtics. following & tonetissioh or after being
removed “from an Interschalastic contest dus fo a possible head injury or concussion
and not clearsd 1o mtumn te that sams cortest,  Th accordance with state-law,; all THSA
miember sehools ate. fequired tofollow this policy.

You should also inform your child's -coach if you think that your child may have a
cencussion. Remember-it's balter fo miss one game than iniss the whole season, And
when in doubf, the athilete sits o,

Stodent/Parent Cohsent and Acknowlpdgenenis

By signing this fom, we ackniiWledge we-have. been provided information regarding concussions and the 1HSA
PerformancesErihandinig Testing Policy. We also acknpwledge thal we are providing consent to- s testsd in
actordance with the procedores sutiiied io the IHSA Performance-Enhancing Testing Policy.

STUDENT

Student:Narne {Prin): , . o Grade (812)

Student Signature; i : ‘ : _ Datex_,
PARENT or LEGAL GUARDIAN
Mame (Print):

Signaturer " . . A Datex,

Relstionship to stutent: . R .



- IESA

| .PREPARTIC!PATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Nome: Date of birth;

O Medically eligible for all sports without resiriction

O Medically eligible for all sports without restriction with recommendations for further evaluation or Ireatment of

O Medically eligible for certain sports

O Not medically eligible pending further evalyation
O Not medically eligible for any sports

Recommendations:

| have examined the student nomed on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport{s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available fo the school ot the request of the parents, If conditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professional {print or type): Date:

Address: Phone:

Signature of hedlth care professionail: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency conlacts:

@ 2019 American Academy of Family Physicians, American Acadeny of Pediatrics, American Collage of Sports Madicine, American Medical Society far Sporfs Medicing,
American Orthopaadic Soctety for Sporis Medicine, and American Osteopathic Academy of Sporis Medicine, Permission s granted to reprint for noncommercial, educa-
fional purposes with acknowledgment,



