DEPTFQ ; Athletic Department
Jason Morrell — Athletic Director
1600 Old Crown Pt, Road, West Deptford, NF 08093
856-848-6110 ext, 2240 FAX: 856-848-1917

ATHLETIC PARTICIPATION SIGN OFF SHEET

Please sign at the bottom of this form after careful review. Your signature represents that you acknowledge and accept all
language represented on the following forms. You can find these forms on our school website and additional copies may be
obtained in the Athletic Office. All other attached forms must be filled out, signed and handed in to the Nurse’s Office.

THIS FORM MUST :BE RETURNED TO ‘THE ATHLETIC DEPARTMENT PRIOR TO PARTICIPATION

¢ I, the parent/guardian of the named student, give my son/daughter permission to participate in all sports at West
Deptford High School.

¢ Random Alcohol and Drug Testing Program Student Consent Form (I have read the forin/s and agree to all rules)

¢+  West Deptford District’s Concussion Procedures & Guidelines for Return to Competition (I have read the form/s and
agree to all rules)

e  Sports-Related Concussion and Head Injury Fact Sheet and Parent/Guardian Acknowledgment Form (I have read the
form/s and agree to all rules)

e NJSIAA Steroid Form (I have read the form/s and agree to all rules)
¢ ImPACT Testing Instructions - For first time WDIIS athletes. (I have read the form/s and agree to all rules)
¢ ImPACT Consent Form (I have read the form/s and agree to all rules)

¢ Sudden Cardiac Death Pamphlet (I have read the fornv/s and agree to all rules)

¢  Sport Physical Information: I understand that one complete physical is required each year (every 365 days) in order
for my son/daughier to participate in a sport/s. All physicals must be reviewed by our school doctor prior to
participation in practices or competitions.

¢ Sport Physical Information: Iunderstand that prior to each season (within the 365 days) a Health History Update
Interim Form must be completed and turned in to the Nurse’s Office,

e Equipment: Allissued equipment is expecfed to be returned. Students whose equipment is LOST or STOLEN will be
expected fo PAY FOR IT; failure to do so will resuli in the student not participating in athleties until the equipment is
accounted for.

e Injury Warning: I realize that such activities involve the potential for injury. Even with the use of reasonable care in
coaching, protective equipment and observance of rules, physical hazards and injuries are possible. On rare occasions
these physical hazards and injuries could result in fotal disability, paralysis, or even death.

¢ Insurance: Parents should be aware that student insurance coverage is limifed by the terms and conditions of the
policy and by the principle that payments are made only up to Usual and Reasonable Expenses. The latter means that
doctors’ fee and prices are not to exceed those generally charged in the locality for particular types of injuries and/or
procedures.

¢ Academic Eligibility: In order to be academically eligible to participate in athletics, a students must have earned the
following during each academic year: 15 credits at the conclusion of the 1% semester fo pariicipate in spring sports, and
30 credits at the conclusion of the 2" semester (including summer school) to participate in sports during the 1% semester
of the following school year.

Print Student’s Name:___ - . Grade: Sport(s):

Student Signature Date Parent/Guardian Signature Date



Please return to the Athletic
Office with payment WEST DEPTFORD HIGH SCHOOL
STUDENT ACTIVITY FEE REMITTANCE FORM

L. All participants in afhletics, band, and other eligible clubs will be assessed an annual fee due prior fo the
first practice or activity meeting. This fee covers spotts, clubs, and co-curricular activities for the entire
school year. There will be a fee of $50.00 for the first student in a family. For families with two or
more patticipating children in the high school, there will be a $75.00 maximum family fee. Payment
allows the students(s) to participate in all co-curricular activities offered that school year.

2. The user-fee for clubs, athletics and extra-curricular activities is non-refundable. Any participant who
leaves a club, activity or team voluntarily or who is dropped for disciplinary reasons is not eligible for a
refund.

£} If a student is not selected for a sport or activity, the activity fee will be refunded if it is the only activity

in which the student plans to participate during the school year. The parent must request the refund in
writing, and have the request signed by the principal. All refunds will be issued by the Business Office
at the close of the school year.

4, All payments should be made by check or money order payable to the West Deptford Board of
Education. Students who are eligible for free or reduced lunch may be approved for a fee waiver after
petitioning through the principal’s office.

5. Parents and students should understand that this fee entitles the participant to a place in an activity. It
does not guarantee participation time in games, leads in performances, roles, positions, etc. These
decisions will be made by the coaches and advisors. Fees collected are designed to help defiay the cost

of operating these activities. If a student is cut from (or chooses to leave) an activity before
participation begins, the payment will be returned assuming that this is the only activity in which the
student participated.

STUDENT ACTIVITY FEE REMITTANCE FORM

Please complete one form per family by PRINTING the information requested
and returning the form and payment to the main office at the high school.

Student’s Name Grade Fee

1. $50.00

2. ‘ $75.00

3. $15.00 Reduced
4, No fee

Parent/Guardian signature indicates he/she has read and understands the above information.

Parent name: Signature:

Parent phone #: Parent email:
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West Depiford Athletic Training Office

_ImPACT™

856.848.6110 ext 2212

ImMPACT Testing Instructions

To ensure a valid test, please follow these instructions. It is very important that you are ahle to fully
concentrate durmg the entqre ~test. Poor performance will result In an invalid test and will require a re-
take! The Clistormer ID cods is: _QFBMYTJFXW

%

S

Set aside 30-45 minutes In a qulet room with ne distractlons to take the test,

No headphones or cell phone use during the test, Tura off any televisions, radio, or anything else that can produce
background nolse,

Tell sblings and family members about the impartance of the test to avold Interruptions or disteactions.
Note: The test wlll begin by asking you backgreund questions called the “demographic” section. There are 6 test
sections called “modules.” These include word memory, destgn memory, Xs and Os, symbol match, color word

match, and three letters,

Take your time to read each section's Instructlons very carefully. Each modulels self explanatory, It ls common to
perform the color word match module Incorrectly, Please read that section's instructions thoroughly.

Other than the Inftial demographic section, do not ask anyone to help you with your performance during the test,
stich as assistance with mermory questions, etc. Do not write anything down during the test to sid memory.

You MUST use a standard external mouse. You may not use a finger mouse pad {l.e., taptop), a Track Mouse, or
anything other than a standard mouse.

Minimum computer requirements:

*  Make sure youare using Internet Explorer 6.0 and above, or Flrefox 1.5 or above, and $afari for the MAC
running OSX 10.2 and shove,

¢ You must have Macromedia FLASH PLAYER 8.0 or newer Installed. You can download FLASH PLAYER at
www.adobe.com,

¢ If you have a pop up blocker installed, you must turn it off for the duration of the test,

¢ Close all other programs on your computer hefore taking the test,

¢ You need a broadband internet connection,

To take the baseline test, go to: Wikw.im acuestonime coni_ festm__ ; enter the Customer 1D Code (located at the top
of this page), then ¢lick an “Launch Baseling Test? 7 00

Make certain to select “West Deptford High School” when asked for “school/organfzation” In the demographic
section,

Your test results are not displayed once you are finished {all results are password protected). See Ms, English If you
are interested In your baseline results.

Please note our test contract with mPACT does NOT allow for unlimited baseline tests, Please do not allow others ta
take an additional test,

if you do not have access to the lnternet or a home computer that meets the ebove requirements, contact Ms.
English or the Athletic Department to arrange a testing time at school.

Return your imPACT test recelpt to Mr. Panchella or to the Athletic Offfce once you have completed the test,

Thank you for participating In our ImPACT Concusston Management Program,

wWww.impacttest., ¢om




WDHS Nurse’s Office
Nurse — Lynn Zoll, BSN, RN
Phone: 856-848-6110 ext 2240
Fax: 856-384-5825

Information on Completing Physicals

When obtaining and completing a physical form:
The main physical form has some areas of attention for the athlete and parent/guardian.

a.

The History Form page must be completed, and then reviewed by the examining provider. The
parent/guardian signature is required along with the athlete’s.

The Physical Examination Form, must be filled out in its entirety. Anything missing from it will keep the
athlete from participating in a sport. Please make certain that your examining physician has filled out
the form properly and that nothing is missing , including the area where vision, blood pressure,
height, pulse, etc. are listed. (Note that if you decline your child’s visual exam by the examining
provider, you must attach their visual acuity from their eye doctor.) Only a licensed provider with MD,
DO, APN or PA can fill in this form. The physical must be completed and signed by a provider who
hus completed the Student-Athletic Cardiac Assessment Professional Development Module. Please
note that the History Form must be filled out and attached to the Physical Examination Form when
your provider does the medical exam.

The Clearance Form must be filled out in its entirety by the examining provider, including the
provider’s stamp and date of exam.

Neither copies nor faxes will be accepted. A physical form is not complete unless all pages are handed
in together.

When utllizing a previous physical:
Athletes may use a physical obtained in a previous year {less than 364 days before start date), but you must do
the following.

d.

b.

Complete all pages in their entirety (see above directions.)

The entire History Form, Physical Examination Form and Clearance Form must be filled out (neither
copies nor faxes will be accepted.} Note that date of exam must be presented in all areas as a record
that permits 364 day check.

If the 365™ day after the physical is after the NJSIAA start date (first practice for your sport), then the
physical is acceptable for the entire season; if not, a whole new physical examination is required.

A completed Physical Questionnaire/Permission and Drug Test Form {first sport of the year only)
Parent must complete Health History Update Questionnaire.



A'ITENT IGH PAHENTIGUARBIAH. The prepamciapﬂon physma[ examlnaﬂon (page 3) miust be oomp!eted by a healih care provider who fras completed
lhe Sludenl Athlete Gardiae Assessmient Professional Davelopment Modale,

HISTORY FORM

{Hate: This form is fo be filled out by the patient and parent prior ta sesing the physician. The physician should keeps copy of this form in the chart))

PREPARTICIPATION PHYSICAL EVALUATION

‘This form must be retumed
to the Nurse's Office!

Date of Exam
Nama Date of birth
Sex Age Grada Schaal Sporifs)

Medicines and Alfergles: Please list all of the prescription and over-The-counter medicines and supplaments (herbal and nutritionaf) that you are currently taking

Da you have any allergies?

[T Medicines 1 Pallens

O Yes [1 No If yes, please entily specific allergy below.
0 Food

O Stinging Insects

Explaln “Yas® answers below. Cil‘dﬁ quashnns you dDI‘l lknnw "’lB answers 1o,

1A : S vesT] e | | MEDIGAUQUESTIONS T U iNes, | Ha
1 Hasa m« ever deﬂ’r&d o resm(;rd your parbicipabon in spods fO{ 26. Da you cough, wheeze, of have difficulty breathing dunng of
any 1eason? aftor exercise?
2. Do you have any ongaing medical candions? I so, pleass identify 27. Hava you ever used an inhaler of taken asthma medicine?
below: [0 Asthma {0 Anemla OO Disbstes O3 Infections 28, Is There anyona In your famity who has asthma?
Other: 29, Were you born without or are you missing a Kidney, an eye, a testicks
3. Have you ever speni the night in the hosplial? {malesy, your spleen, or any other organ?
4. Have you ever had surgery? 30. Doyou have groin pain or a painfid bulga or hernia in the geotn area?
IIEAHT HEAI.TH QUESI]OHS ABUUI‘ YOU : o }-Yq.'ij “No . | | 81. Have you had infectious monenudeosts {mono) wilhin the fast month?
5. Kave you tver passed out or nearly paswd out DUHﬂ!G of 32. Doyou have any rashes, pressure sores, or other skin problams?
AFTER evercisa? 33. Have you had a herpes or BARSA skin infection?
8 lﬁ;ﬁﬁgﬂi{i dg'els?mmfm, paln, ightness, of pressure b your 34, Have you ever hag & head Infury or concussion?
7. Dozs yeux heart ever 1a0s of skip beals (uregular beals) during exerciss? . ;‘f;;{;’é’d?;d":;ﬂ ﬁ;’nﬂ’y‘;ﬁm‘; That caused canfusson,
8 }éla: ; %duﬁ te:pe; ]};{d you that yous have any heart problems? If so, 36. Do you have a history of selzura disorder?
O High tiond pressure O Aheart murtoe 37. Da you hava headaches with exercise?
O High cholasterol O Aheartinfection 38. Have you ever had numbness, tinging, or weakness In your arms ar
O Kawasad diseass Oher {205 after befng hit or f2%ing?
9. Has a doclor ever ordered a test for your heart? {For example, ECA/EXG, 39, Bave you ever been unable to move your arms of 1egs after belng hit
echocardingrem) of falling?
0. Do you gat Fghtheaded or feel more short of breath than expected 40. Hava you ever become El vwhils exercising in the heal?
during exercise? 41. Doyou get frequent muscle cramps when sxerclsing?
11, Hava you evir had a0 Unerplained sefare? 42, Da you or someons in your famity have sickla cell trait or disease?
12, Dayou get mvoce tired or short of freath more qufckdy than your friends 43. Have you had any problems with your ey93 or viston?
during exercise? ‘ E— ——{ | 44. Hava you had any gye injuries?
HEART HEALTH QUESTIONS ABOUT YOUR FARILY) " - 1 'Yesi|i'Ho 45, D0 you vt glasses 6 contacl s
b E::rﬂgg ga{ Jﬁ%@ﬁﬁﬁﬁuﬂf&ﬂﬁmﬁﬁé ! 48. Do you wear preteciive eyewesr, such as goggles or a face shield?
droviming, unevplained car accident, or sudden infant death syndrome)? 47. Do you viawry about your wagight?
14, Daes anyons I your family have hypertrophlc cardiomyopatiy, Marfzn 48, Are you lrving fo or has anyons recommended that you galn of
e T o i
:)gl rmc\eﬂlﬁwbnamyéa{?gg yrdrome, o ¢ nerg 49, Are youon a specal dlel?rdoywaxudcedan types of foeds?
- - 50. Hava you ever had an eafing disorder?
. E:;;ﬁ{‘éﬁ:&%&mﬁ flave aheart protiem, pacemaes, of 61, Do you have any r.onoems lhatmu wwid Eketo dm:ssu.ﬂh & doclor)
16. Has anyona In your ity had Unexialned feliing, uiexpiained FEMMES ORLY! -
salzures, or near dfo\‘ming? 52, Have you gver had a menstrual paﬂod?
NE AND JOINT QUESTIONS "1 ¥es #|i Na | |53, How oid wers you when you had your first menstrsal pedod?

17, Hava you gver had an lnjurytu a hone musde 1‘gamenl o 1endm
that caused you to miss a praclios or a game?

18. Hava you ever had any hraken or fractured bones or disocated joints?

19. Have you ever had an Injury that required x-rays, MAI, GT scan,
tnjsctions, thesapy, a brace, a cast, or crutches?

20. Hava you ever had a stress fracture?

21. Have you ever been toli that you have o have you had an x-ray for neck
instability or atfantoadal inslability? {Dovn syndrome or dvarfism)

22. Boyou regularly us2 a brace, orthotics, or offher assistive devics?

23. Da you hava a bone, musde, or joint nJury ihat bathars you?

24, Do any of your joints becoms painful, swollan, feel warm, or book red?

25, Do you have any Tstory of irvendls arthritls of connestive tissus diseasa?

54, Hew many periods hava you had In the [ast 12 months?

Explain ¥yes® answers kere

| hereby state that, to the hest of my knowleadge, my answers to the above questions are comiplete and cerrect.

Siprasre of allels

Sigrature of parentpuardizn

Date

B2010 Amesrican Acadanty of Family Physicians, Amarican Asadamy of Pedfalriss, American Colage of Sporis Mediing, American Medical Socialy for Spors Medicing, Amsrican Drthopasdic
Soclaty for Sports Medicina, and Amarican Osteopathic Acadamy of Sporfs Medielna. Parmission Is granted #o repeint for noncommercial, sucational purposas with acknewiedomant,

HEGSE
New dersay Depariment of Education 2014; Purstant lo PL2GT3, ¢.71
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NOTE: Thio preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practictan
nrse, or phystcian aséistant; and 2) completéd the Stadent-Athlate Cardiac Assessment Professional Development Module.

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Hame Date af birih

PHYSIGIAN REMINDERS
1, Consider additional questions on more sensitive fssues

* Do you feel slressed out or under a lot of pressure? Note that if you decline your ¢hild's vispal
* Do you ever feel sad, hopeless, depressed, or anxious? . s "
* Do you feel safe at your homa or residence? exam by the examining provider, you must

* Have you ever tried cinareifes, chewing tobaces, snuff, or dip? attach their visual acuity from their eye doctor!
* During the past 30 days, did you use chewing tokzeca, snuff, or dip?
* Do you drink alcohol or iise any other drugs?
* Hava you ever taken anabolic steroids or used any cther performance supplement?
* Have you ever aken any supplements 1o help you gain or luse weight or improve your pedformance?
* Do you wear a seat belt, pse & helmet, and use condoms?
2. Consider reviewing questians on cardiovascular symptoms {queslions 5-14).
EXAMINATION 753 70 v oy 0 o e T T T T e e T
Height VWelght O Mals O Female
8p ! { ! } Pulse Vision R 20/ .20/ Comected DY D M
MEDJGAL: © i DT T R T Col e RORMAR L s S e ABNORMALFINDINGS e
Appearance
+ Marfan stigmata {kyphoscaliasts, high-arched palate, pectus excavatum, arachriodactyly,
arm span > helght, hyperaxity, myopla, MVE, 2ortic insufficiency)
Eyesfearsinasathroat
* Pupils equal
*» Hearing
Lymph nodes
Heast?
» Mumnurs {auscultation standing, supine, +/- Valsahva)
» Lecation of point of mavimal impulse (Pill)
Puises
» Stmuttanenus femoral and radial polses
Lungs
Abdomen
Genttourinary {malkes only)*
Skin
+ HSV, Jasions suggastive of MRSA, tinea corperis
Hevrologle
MUSCULOSKELETAL- , B L R
Meck
Back
Shouider/arm
Flbeuzffoream
Wristhand/fingers
Hipithigh
Knea
Leglankls
Foothaas
Functional
o Duck-vrlk, single leg hop
orsider FOG, exhacardogram, 2nd refomal b cardiofony bor atnomal cardras Wty of eeam,
orsidyr Gleram tHin privats e210n4. Having Tird party present s recommendsd.
=Cnrcidar cognithe ev2iuation or baselna neuropsyciEakic tastng ¥ a sty of Sgntficent concussian.

Date of Exam

O Cleared for all sports vithout restriction
(3 Cleared for all sports without restriction vith recommendations for further evalization or treatntent for

O Hot eeared
1 Pending further evaluation
O For any spivis
3 For cerdaln sports
Reastn
Recommendations

Ehave examined {he zbove-named studenl and ¢ompleted {he prepaetisipalion physical avaluation. The aihlele dees not presenl apparent cliniszl cantraindications 1o prastice and
parlicipate In the spori{s) as oulllned above. A copy of lhe physleal exam Is on tecord in my oitise 2nd ¢an be made avzilable Jo 1he schoo! al the request of the parents. [f condilions
arise aller iba athiele has been cleared for partieipalion, a physician may reseind the elearance ualil the probiem Is resolved and lite petentiak consequences are complefely explained
la the alhteta (and parents/guardians).

Name of physiclan, advanced practice nurse {APN), physician assistant (PA) {printAype) Data
Address Phong
Signature of physician, APH, PA

)

©2010 American Asadamy of Family Physiclans, American Academy of Peaialics, American Colizge of Sports Medicing, American Medital Sociely for Sports Kadicing, American Githopasdic
Soclety for Sports Mzdicins, and Amencan Ostecpathle Acadamy of Sperls Medicine. Permission ks granted fo reprint for noncommercial, edveabional puposes with acknoviedgment
(2]

S0
New Jorsay Deparfment of Education 2014; Pursuant fo P.L.2013, ¢.71




PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Nams Sex OM OF Age Date of birth
O Clearsd for all sports without restrigtion

OO Cleared for all sports without restriction with recommendattons for further evaluation or treatment for

0 Notcleared
B Pending further gvaluation
O For any sports
O Far certain sports

Reason

Recommendations

EMERGENCY INFORMATION
Alergles

Other information

HCP OFFICE STAMP SGHOOL PHYSICIAN:
Reviewed on
- {Date}
Approved Not Approved
Signature;

I have examined the above-named student and completed the proparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and ¢an be made available te the schaol at the request of the parents. I conditions arise after the athlete has been cleared for participation,
the physictan may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlste
(and parents/guardians). Date of Exam

Name of physician, advanced practice nurse (APN), physician assistant {PA) i Date

Address : ) Phone

Signature cf physiclan, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010 American Acadermy of Family Prysicians, Amerfcan Acadzmy of Pediatiics, American tollsge of Spaits Medicing, American hedical Soclely fd Sports Madicine, American Orthopaedie
Soclely for Spors idedicine, and American Osteopathic Acadzmy of Sporls Medicine, Parmission is granted to reprint for nencommercial, educational purposes with acknewiedgment,
New Jersey Depatment of Educalion 2014; Pusuant to L2013, .71



