CONSCHLLD 1L DSTRICT 2
207 JOHNSON § iti, IL 6I8S3 | (6188226234

Ms. SarahBeth Ferrell, Principal - Stuart Parks, Superintendent - Karen Collier, Ae’r chior
Fax: (618) 822-6733

STUDENT'S NAME: Grade.._....

Students in grades 5™ - 8t who elect to participate will be assessed
an activity fee of 310.00 PER SPORT/ACTIVITY. This fee will help cover
the exira costs of providing these programs.

#*The fee, sports physicdl, an emergency consent form and concussion
forms are ALL mandatory for your child to participate in this activity.

---= Sports Physical

- Concussion F orm

---- Medicadl Eligibility Form

——- Cash or Check e Check # smake checks payable to Kell Activify Fund#



JIESA

B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form {with your parents if younger than 18] before your appointment.

MName: Date of birth:
Date of examination: SporHs):
Sex assigned at birth (F, M, or intersex): How do you idenbify your gender? (F, M, or other):

List past and current medical conditions.

Have you ever had surgery? If yes, listll past surgical procedures,

Medicines and supplements; List alf current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).

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

Patient Health Guestionnaire Version 4 [PHQ-4)
Over the fast 2 weeks, how offen have you been bothered by any of the following problems? (Circle response.}

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or conirol worrying 0 1 2 3
Litfle inferest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

{A sum of =3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

S " HEART HEALTH QUESTIONS ABOUT YOU
 “Yes” answers at the end of his fNgED) o e
U i yaii don't know the 9. Do you get light-headed or feel shorter of breath
1. Do you have any concerns that you would like 1o than your friends during exercise?

discuss with your provider?

10. Have you ever had o seizure?

2. Hos a provider ever denied or restricled your
participation in sporls for any reason?

3. Do you have any ongeing medicel fssues or "
recent illness?
H GUESTIONS ABOUT

. Have you ever passed out or necrly passed out
during or affer exercise?

. Has any family member or relotive died of heart
problems or had an unexpected or unexplained
sudden death before age 35 years (including

drovming or unexplained car crash)?

2. Does anyone in your family have a genetic heart
problem such as hypertrophic cordiomyopathy
{HCM), Marfem syndrome, arrhythmogenic right

&. Does your heart ever race, flutter in your chest, ventricular cardiomyopathy [ARVC), long QT

or skip beats (imregular beats) during exercise? syndrome (LQITS), short QT syndrome [SQITS),

Brugada syndreme, or catecholominergic poly-

morphic ventricular lachycardia [CPVT)?

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

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

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

. Has onyone in your family had o pogemaker or
an implonted defibrillator hefore age 35¢




14,

Have you ever had a stress fracture or an injury
to a bone, muscle, ligoment, jeint, or tendon thot
coused you ke miss o practice or game?

15.

16.

| MEDICAL QUESTIONS

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

Do you cough, wheeze, or have difficulty
breathing during or affer exercise?

17.

Are you missing a kidney, an eye, a lesticle
[males}, your spleen, or any othar organ®

Do you have groin or testicle pain or a painful
bulge or heria in the groin area?

Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococeus aureus
[MRSA)2

20.

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

21.

Have you ever had numbness, had fingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after keing hit or
falling?

22,

Have you ever become ill while exercising in the
heal?

23.

Do you or does semeone in your fomily have
sickle cell Irait or disecse?

| MEDICAL QUESTIONS (CONTINUED)
25,

Do you worry about your weight?

26,

Are you trying to or has anyone recommended
that you gain or lose weight?

27,

Are you on a special diet or do you avoid
cerfain ypes of foods or food groups?

28

29,

Hawve you ever had an eating disorder?

Have you ever had a mensirual period?

30,

How old were you when you had your first
menstrual pericd?

31,

When was your most recent menstrual period?

32,

How many periods have you had in the past 12
months?

Explain “Yes” answers here.

24,

Have you ever had or do you have any prob-

lems with your eyes or vision?

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

and correct,

Signature of athlete:

Signature of parent or guardian:

Date;

@ 2019 Amarican Academy of Family Physicians, American Acodemy of Pedialrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Qrthopaedic Soclely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, edvoa-

tonal purposes with acknowledgment.




® PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider addifional questions on more-sensitive issues,

* Do you feel siressed out or under a lot of pressure?

¢ Do you ever feel sad, hopeless, depressed, or anxious?
» Do you fesl safe al your home or residence?
-

During the past 30 days, did you use chewing tobacca, snuff, or dip?
Do yau drink alcohol or use any other drugs?

Have you ever taken anabalic stereids or used any ofher performonce-enhancing supplemeni?

Have you ever token any supplements 1o help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviswing questions on cardiovascular symptoms {Q4-Q13 of History Form),

_____ Vision: R 20/ _ LO/ or"rected: Y N

_NORMAL |, ABNORMAL FINDINGS. |

| MEDICAL

Appearance
*  Marfon stigmata (kyphoscolicsis, high-arched palate, peclus excavatum, arachnodaciyly, hyperlaxity,

myopia, mitrel valve prolapse [MYP], and aortic insufficiency)

Eyes, ears, nose, ond throal
*  Pupils equal
* Hearing

tymph nodes

Heart
*  Murmurs {quscultation smnding, auscultation supine, and z Valsalva maneuver]

Lungs

Abdomen

Skin

* Herpes simplex virus {HSV], lesions suggestive of methicillin-resistant Staphylococcus aureus {MRSA), or
lines corporis

Neurological

» A ES0 M A ABNORMA )
Neck
Back

Shoulder and arm
Elbew and forearm
Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankde

Foot and toes

Functional

* Double-leg squat lest, single-leg squat test, and box drep or step drop test
s Consider electrocardiography (ECG), echocerdiography, referral 1o a cardiologist for abnormal eardiae history or examination findings, or o combi-
nation of those,

Nome of health care professional {print or type):
Address: Phone:

Signature of health care professional:

Date:

. MD, DO, NP, or PA

@ 2019 American Academy of Family Physicians, American Academy of Pediairics, American College of Sports Medicine; American Medical Socisty for Sports Medicine,
Americen Orthopaedic Society for Sporis Medicine, and American Csteopathic Acadamy of Sporls Medicine. Permission is gronted fo reprint for noncommercial, educe-
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
¢) Shortness of breath or difficulty breathing Yes / No
d) Fatigue Yes / No
e} Muscle or boady 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

i) 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
il, Were you tested because you had symptoms? Yes / No
If yes:

a) Date symptoms started
b) Date symptoms resolved

¢} 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.
= Fever or chills s 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 & 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. Are you 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 {lww.com)
s  COVID-18 Interim Guidance; Return to Sports and Physical Activity (aap.org)
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‘ “,,,SA IHSA Sposts Medicine Acknowledgement & Consent Form

Concussion Information Sheet

A concussion is a brain injury and all brain injuries are serlous. They are caused by a bump,
blow, or Jolt fo the head, or by a blow o another part of the body with the force transmitted to the
head. They can range from mild o severe and can disrupt the way the brain nomaily works.
Even though most concussians are mild, afl concmsmns are notenﬂalllserious and may

m
ggg_nm_agg_d_p_pgu,, in other words, aven & “ding” of & bump on the head can be serious.

Yiu cai't-see & congussion and most sports toncusiions cccur without loss of corisciousness,
Signs-and synjptoms of concussion may show up right after the Injury or-can take hours:or deys
1o’ fuly appear. 1 your childreports any. symptoms of cancusslon, of if you notice the symiptoms
or signis-of concussion yoursdlf, seek medical attention rightaway.

| Symploms may inelude one-ot more of thie followitg:

s Headaches . Alnesia

» “Prassuren head » "Don’t foel fight’

+  Natssa oryomiting « FatigoeOr Iow enegy

« Naukpain: s Satnéss

« Balanca problems or dizzinioss +  Nervotighess or aniety

« Bluired, <jouble, orfuzzy vision » Jrritabiliy

. Sans‘?imtyta light or nolse: ¢ More emotional

« Feeling sluggish or slowed down « Confusion .
« Feeling foggy or grogay » Concentfatlon or memory problenis
+ Drowsiness. (forgetiing game. plays)

Repeatm@e same giestion/comment |

Ghange in sleép patterns

r_gg,ha observed by teammalos, parents and soaches include:

4 = B 9 8 & T B P S EE N B

Appotrs dazed

Vacarit facial éxprassion

Confused.about agsignment
Forgetsplays

1s giistire-of game,-score, or opporent
Moves clumsily or displays Incoordination
Answers quastions slowly

Shirret #heeach

Shows behailor ar personality changes
Can’t recalt events prior fo hit

Cai recall events.after hit

Selzure's or conyuisions )
Any charige in fypiical behavior or personality
Loses consciousness




IHSA Sparts Medicine Acknowledgement & Consent Form

TLHHN H 00 EEOuAL RpaCiLRIn R

Concussion Information Sheet (Cont.)

What can happen i mv child keeps on plaving with a concuesiob of returns too soon?

Athletes with the signs and symptoms of concussion should be removed from play
immediately. Continuing to play wih the signs and symptoms of a concussion leaves
the young atilete especially vulnerable to gréater injury. There is ain increased risk of
significaint damage from a concussion fot a period of time aftel that-conousston odeurs,
pattioutarly if the athlete suffers another concussion before complately recovering from
tha first one. ‘This pan lead 16 prolanged regovery, o even to sevVers brain swellihg
(second impact syndromia) with devestading and even fatal consegoonces, Mt 1s well
kriown that adolescent or isentge athlefos will pften fail tn report gymploms of injuries,
Concussjons are no different, Asa result, educafion of administrators, coaches, parents
and students ds the-key to student-athlete'’s safely,

Il vou? child has sulfered @ concission

Ifyou!

Any alfilsle even suspected of suffering a cohcusslon should be remeved from the
game or practice immediately. No-athlebe may retum to-activity after an apparent head
injury or concyssion, regardless of how mild it seefs i how quickly symiptoms dear,
without medical clesrante. Close observation of the athilete should continus. for several
hours, IHSA Policy requires athletes to provide their schéol with wriiten clearance from:
elither.a.physician licerset to practice medicing fn all-it branchis or & carfified athisfic
trainar working in conjunction with a physiclan ficensed o practice medicie n il its
branches priof to returning to play ‘or practics. following & coneissivh or after belng
removed from an interscholastit; contest dié fo a possible head injury or eoncussion
and nok cleared to return o that samse corigst,  In accordarics with state law; all 1HSA
miember schouls ate fequired tofoliow this policy.

You should also jnform your ghild's -coach if youl think that your child may have a
concussion. Rememberit's batler fo milss ohe ganie thary iniss e whole season. And
when ity doubi, the athlete sifs out.

Stodent/Parerit Cohsent and Acknowlsdgeménts
By signing fhis form, we acknowledge we have been provided information ragamﬁngi condussiops and the 1HBA
Performance:Eriliandiig Testing Policy. We also acknowledge thatwe are providing consent o be tested In
accardante with fhe procedures sutfiied in the IHSA Performance-Enhancing Testing Policy.

STUDENT

Student:Name (Prinf): _ ” S Grade (912) ____
Student Signature; ... i . . _ Date:

PAHENT or LEGAL GUARDIAN |

Name (Prinf);

Blgnaturer : . : . : Date: |

Relationshin fo student e o .



M PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Datle of birth:

O Medically eligible for all sports withoul resiriction

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

0 Medically eligible for certain sports

O Not medically eligible pending further evaluation
2 Net medically eligible for any sports

Recommendafions;

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications fo practice and can parficipate in the sporfs] as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. If conditions
arise after the athlete has been cleared for parficipation, 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).

Neme of health care professional [print or type}: Date:

Address: . Phone:

Signalure of health care professional: . MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

@ 2019 American Academy of Family Physicians, American Acedemy of Pediatrics, American College of Sports Medicine, Americon Medical Secialy for Sports Medicine,
American Orthopaedic Sociefy for Sporls Medicins, and American Osteapaihic Academy of Sports Medicine. Permission is granied fo reprint for noncommercial, aduca-
tional purposes with acknowledgment.



