To be completed for
students participating in
all NSAA activities.

e P A

NEBRASKA SCHOOL ACTIVIﬁES ASSOCIATION (NSAA)
Student and Parent Consent Form

School Year: 20 -20 Member School:
Name of Student:
Date of Birth: Place of Birth:

The undersigned(s) are the Student and the pareni(s), guardian(s), or person(s) in charge of the above named Student and are
collectively referred to as "Parent”.

The Parent and Student hereby:
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege;

(2) Understand and agres that (a) by this Consent Form the NSAA has provided to the Parent and Student of the existence of potential
dangers associated with athletic participation; (b) participation in any athletic activity may involve injury of some type; (c) the severity
of such injury can rangs from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the body’s bones, joints,
ligaments, tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare occasions, injuries so severe as to
result in total disability, paralysis and death; and, (d) even the best coaching, the use of the best protective equipment and strict

observance of rules, injuries are still a possibility;

(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities’ rules of the NSAA member school for which the Student is
participating; and,

(4) Consent and agree to (a) the disclosure by the Member School at which the Student is earolled to the NSAA, and subsequent
disclosure by the NSAA, of information regarding the Student, including the student’s name, address, telephone listing, electronic
meil address, photograph, date of and place of birth, major fields of study, dates of attendance, grade level, enrollment status (e.g.,
full-time or part-time), participation in officially recognized activities and sports, weight and height as a member of athletic teams,
degrees, honors and awards received, statistics regarding performance, records or documentation related to eligibility for NSAA
sponsored activities, medical records, and any other information related to the Student’s participation in NSAA sponsored activities;
and, (b) the Student being photographed, video taped, audio taped, or recorded by any other means while participating in NSAA
activities and contests, consent to and waive any privacy rights with regard to the display of such recordings, and waive any claims of
ownership or other rights with regard to such photographs or recordings or to the broadeast, sale or display of such photographs or

recordings.
I acknowledge that I have read paragraphs (1) through (4) above, understand and agree to the terms thereof, including the warning of
potential risk of injury inherent in participation in athletic activities.

DATED this day of ,

Wame of Student [Print Name] Student Signature

(I am)(We are) the Student’s [circle appropriate choice] (Parent) (Guardian). (I)(We) acknowledge that (I}(We) have read paragraphs
(1) through (4) above, understand and agree to the terms thereof, including the warning of potential risk of injury inherent in
participation in athletic activities. FHaving read the waming in paragraph (3) above and understanding the potential risk of injury to
my Student, (I)(we) hereby give (my)(our) permission for [insert student name] to practice and compete for the
above named high school in activities approved by the NSAA, except those crossed out below: !

LR = o e Play Production | Basketball

Track Football Speech Cross County . |Gl

DATED this day of . s

Music

Parent [Print Name] Parent Signature

Revisad Juns 2018



H'PREPARTICIPATION PHYSICAL EVALUATION =
CLEARANCE FORM

MName SexOM DOF Age Date of birth

O Cleared for all sports without restrictien

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

0O Mot cleared
O Pending further evaluation

O Forany sparts

[0 For certain sports

Reason

Recommendations

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the spori(s) as outlined above. A copy of the physical exam Is on record in my office

and can be made availabie 1o the school at the request of the parents. [f conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem Is resolved and the polential consequences are completely explained to the athlete

(and parents/guardians).

Name of physician (prini/type) Date
Address Phaone

Signature of physician i , MD or DO

EMERGENCY INFORMATION

Allergies

Other information

©2010 American Academy of Family Physicians, Amedcan Acadermy of Pedialrics, American College of Sports Medicine, American Medical Sociely for Sporis Medicine, American Orihopagdic
Socigly for Sperts Medicine, and American Ostzopathic Academy of Sparts Medicinz. Parmission is granted fo reprint for noncommercial, educational purpsses with acknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION _ 153
HISTORY FORM

(Note: This farm is to be filled out by the patient and paran!:prfbr ta seeing the physician. The physician should keep this form In the chart.)

Date of Exam
Name “Date of birth
Sex Age Grade Schoal . Sporl(s) .

Medicines and Allergles: Please list all of the prescripticn and over-the-counter medicines and supplements:(herba and nutriticrial) that you are currently taking

Doyouhave anyallergles? [ Yes [ No If yes, please identify specific allergy below. :
| Med}mnes ’ 1 Pollens 3. Food 0 Stinging Insects

Explaln uYas” answars below. Cirgle questians yau don't know te answers o,

GENEAALQUESTIONS - | ¥Yes | mo | pMEDICALQUESTIONS = = o Taae T

1. Has a doctor éver denied or rgsmcred vour pamcxpahon in sperts for 26. Bo you cough, ‘-‘4?15828 or have dWCUFU breathlng dUﬂﬂH ar

anyrezson? after exercise?

2. Do you have any dngoing madical conditions? If so, please Idantify 27. Have you ever used an Inhafer or taken asthma medicina?.

belov: 1 Asthma [ Anemia 3 Diabstes ‘0O Infectiens 28. b3 there anyone in your family who has asthma?.

: Other; = . 29. Were you borm wlthaul of are you missing a Kldney, an eye; a testicle

3. Have you ever spent the night in the hospital? - {males), your-spieen, ar any atier organ?

4. Have you ever had surgery? i 30, Do yourhave groin pain or & painful bulge or hermia In ihe groin area?
HEART HEALTH QUESTIONS ABDUT YOU _ s =hi st Nes | o= 31, Have you had Infectious monenucleoss {mono} within tha last month?
5. Have you ever passed out or nearly passed out DURING or -32. Do you have any rashes, pressira sares, or other skin prablems?

5 :F[EH exem]si? e =y s -33; Havs you had a'harpes of MRSA skin Infaction?.

. Have you ever had discomfo pmn g mes.,, or prassure in yuur e i

- chast during exarcise? - i s gi :a\ﬂ? you evar’ ::3 a :ead ::;irytzrl;un:us;;?hn ]

i - CEr e ey Bphat s T 5. Have you ever a hitor blow ¢-head that causad nontusmn
..7_ Does your Rearl aver race or skip beals g]rregular beals) dun:g exereise? profonged headache, of memory problains?

8. L{::c?( i{ﬁcg;!a:pe; ;told yore that you have any heart problems? H so, 36, Do your hiave 4 histary o Selziie disorder?

m} High _D_FDQU prassure’ m} K heart mupiar 37. Do your have headaches with exerciga?
‘[0 High chaolestero! [ A heart Infaction 38. Have you ever had numbness, tingling, or waakness in your drms of
I Kawasaki diseaze Other: -lags affer being hit or falling?

"9, Has a doctor ever ordered & testfor ynur heart? {For example, EEG/ERG, 39. Have you ever been unablg to mbve your dams or [6gs aftal being hit

~ -echocardiogram) ‘it falfing? )

10. Do yau get fightteadad or feel mare short of breath than expected 40, Have you éver beconie lll while exeftising in'the haat?

-during ex@rcise? 41, Doyou get frequént milscle cramps when exarclsing?

1. Have you ever had an unexplained seizura? 42, D you or s6meane i your family have sickle cell frait o dlsease?

12, [o you'gat mors tired or sherd of hrea!h morg quickly than your friends’ 43, "Have you had any pmhlems withi your eyes or vislon?
during exerclse'? I h 8

NS ABOUTYOURFAMIY - 44. Have you hat any eys Injiri .

HEART HEALTH O B UK bRt P i fes i clin 45. Do you wear glasses or contact lanses?

13. Hasanyfamﬂymemberarrel-alweriledufheanpmb!emsorhad an T D e e s S T T P
unsxpected or unexplalned sudden death before age 50 {including 45- B yu wear prolacilve eyuwear, suciyas goggles Oba tace shiold?
drowaing, unexplained caraceldent, or sudden Infant death syndrome)? 47.. Do you worry about your weight?

14, Does anyunﬁ m ]ﬂJur family have hype;imphlc tardiomyopathy, Marfan 48, Are'you trying to or has anyona Tecomimended that you galn or
syndrome, arhythmogenlc right venlricular cardlomyopathy, long QT fese weight?
syndrome, short QT syndrame, Brugada syndrome, or cat&cholammargic 3 =5 A v P . e
Hoimorphic. ve nlrzr:ular \achyeardia? 49, Are,sfeu nr} grspec!a],dllef ur;qn )‘qu avoid certain types of foods?

a 50. Havé you ever had an eating disorder?

15. Does anyone | in your family havea heaﬁ pmblam‘ pat:nmakar or
Impiantod: defibrliator? 51. Doyou have amf concers that you waulri fike to dISEU".:S wFlh 8 doclm

16. Has anyene In you family had unexplained fainting, tmexplalned FEMALES DALY e L e S
" selzures, or near drowning? o 52, Have you ever had a menstrual parlncl"

BONE AND JOINT QUESTIONS e R | ¥Yes | Mo | | 53. How old Wereyou whén you had your first menstrual pariod?

17 Have you ver had an Injury Hi a bone! musc!e, llsam?-ﬁf or temion 54, How many perfods have you'bad In the fast 12 manlhs?

that caused you {0 miss & praclice of a game?
18. Have you aver had any broken or iractured bonas or dislocated joints?

19: Have you ever had an injury that required x-rays, NIRL, CT scan,
Injactions, therapy. & bracs, a cast, or crulches?

20. Have you ever Fiad a stress fraclure?

Expla!n yes” answers here

21. Have you gver been 1ol that you have or have you had an x-ray oz neck
instabRity ar aflantoatial Instabifity? (Down syndrome or dwarfism)

22. Do you réguiarly use a brace; oriholics, or other assistive dévica?

7}

23, Do vou have 2 bene, muscle, orjaint injury that bathers you?
24. Da any of your joinds become painfut, swallan, feet wam, of look red?
25. Bo yau have any histery of juvenile arthritis or cannective tissue disease?

| hereby state that, to ihe best of my knowledge, my answers to the ahnve guestions are cump!eie and correch.

‘Signatura of athlzta "

Sigraturz of pan_nuglmzwn . . Dawe

Q2010 American Acadamy of Farmily ¢ Physicians, American Aademy of Padiatrics, A.rnencan College of Sports Kedicine, Amenican Medival Suc;ury far Spor's Mw‘.’nn_ﬂ. Amencan Cribopdedic
Society for Sports Medicine, and American Ostecpaihic Acadenty of Sparis Mevicine. Permission is granted i reprint for noricommersial, educational purpeses wilh acknowledgment,

I hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the school for the purposes of
participation in athletics and activities.
Parent or Legal Guardian Signature Date




PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

MName

Date of birth

PHYSICIAN REMINDERS
1. Consider additional questions on more sensilive Issues
» Do you feal stressed out or under a lat of pressure?
« Do you ever feel sad, hopeless, depressed, or anxious?
« Do you feel safe at your home or residence?
« Have you ever tried cigareites, chewing tobacco, snuff, or dip?
« During the past 30 days, did you use chewing tobacco, snuff, er dip?
= Do you.drink alcohol or use any other drugs?
* Have you ever taken anabolic steraids or used any other performance supplement?
= Have you ever taken 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 reviewing questions on cardiovascular symptoms (questions 5-14).

155

EXAMINATION

Height Waight 0O Male O Female

BP ! ( ! } Pulse Vision B 20/
MOl eeees s s s sa et s B S S e SHORNAL S S 5

Lao/ Corrected O0Y O N
= o = ABNORMALFINDHIGS = = = = =

Appearance
« Marian stigmata {ikyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throal
» Pupils equal
» Hearing

Lymph nodes

Heart?
« Murmurs (auscuilation standing, supine, +/- Valsalva)
+ L ocation of paint of maximel impulse (PMI)

Pulses . i
» Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin
» HSV. lesions suggestive of MRSA, tinea corperis

Neurologic®

MUSCULOSKELETAL =

Neck

Back

Shoulder/arm

Elbow/forearm

Wristhand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional
+ Duck-walk, single leg hap

*Consider ECG, echocardiogram, and referral o cardialogy for abnormal cardiac history or exam.

*Consider GU exam if in private setting. Having third party present is recommended.

<Conslder cognitive evaluation or basefine neuropsychialric testing if 2 history of significant concussion.

O Cleared for all sporis without restriction

0 Cleared for all sporls without restriction with recommandations for furiher evalualion of lreatment for

O Mol cleared
O Pending further evaluation
O Forany sporis
O For certain sports

Reason

Recommendations

| have examinad the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contralndications to practice and

participate in the spori(s) as outlined abave. A copy of ths physical exam Is on record in my office and can be made available to the school at the requast of the parenis. i condi-

tions arise after the athlete has been cleared for participation, the physiclan may rescind the elearance until the problem Is resolved and the potential consequences are complelely

explained to the athlele {and parents/guardians).

Name of physician (prinl/type)

Date

Address

Phone

Signature of physician

,MD or DO

©2010 American Acacemy of Family Fliysicians, American Academy of Pechalrics, American College of Speris Medizine, American Medical Seciety for Sparts Madicine, American Urihepasdic
Seclety for Sports Medicine, and American Osteapaihic Academy af Sports Medicine. Permission is grantad lo rapiint for noncammiereial, educational purposes willy acknowleggment.



Nebraska Law requires a physical examination prior to entrance into
kindergarten, 7" grade, and all students transferring into the State of Nebraska.

Name of Studenl iLast ! First / Micdle;

Binthdate Age

Grade Schaal

Name of Parent/Guardian

Address

Phere £ Cell Mumber

Family Provider City Family Denist City
IMMUNIZATIONS

DtaP/DTP/Tdap / DTTd  #1 72 #3 #4 #3 #5

Polio (IPV/OPV) #1 72 73 = #3

HIB 71 #2 #3 #

PCYiPravnar w1 C) 73 =

MMR / MMRY #1 #2

Hepatitis B (Hep Bor HBY}  #1 #2 #3 #4

Hepatitis A i1 # Menactra (Menmgitis Yaczine) #1 #2

RotaTeq (Rota Virus Vacsine)) #1 #2 #3

Varicella (Chickengox Vaccing) #1 #2 Year of Chickanpoyx Dissass

HPVIGardisil (Females Cnly) #1 #2 #3

Qther Immunizations

HEALTH HISTORY (Please check Yes or No fer gach)

Bowel / Bladder Problems [ Yes O
Kidney Problems COYes O
Hearing Loss OYes O
ADHD OYes O
Allergy to meds ¥es E1
Allergy to foad OYes O
Other allergies OYes O
Diabetes OvYes O
Seizures/Convulsions OYes O
Concussions / Dates OYes O
Addiional Medications OYes O

Family History of Early Cardiac Death
Psychiatric/Behavior/Emational Concerns

Surgery / Dates Explain

No
No
No
No
No
No
No
No
No
Na
No

Asthma O VYes
Asthma Action Plan [ Yes
Diabetes O Yes
Meds

O
a
O

No Meds
No
No Meds

Explain Reaction

Explain Reaclicn

Explain Reactien

Meds

Explain / Meds
Explain / Meds

Explain / Meds

Explain

Explain

Cther Health Problems  Exglain

Additional Information

| verify that the above information is correct to the best of my knowledge.

Pareni / Guardian Signature

Dale

OVER
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FEETELE L

Name of Student {Last/ First ! Micdis;

Crads School

PHYSICAL EXAMINATION

(to be complsted by 2 physician, physician's assistant. or rurse practitiorer)

Heignt Neck
Weight Lungs
BP Eyes
Pulse Ears
Heart Skin

Urinalysis results

Comments

Mouih/Testh
Abdomen

_ Spine

l‘ Scoliosis
Extremities

Hgb/Het rasults

Hearing Test izkss=ume) Normal f Abnormal

. iLeftFar- |..RightEar | .r..2Hz. - |
dB d8 | 500

B 6B | 1000

dB a5 | 2006

. B 400

List any additional information regarding this student that may affect safety or optimal performance in school:

A School Vision Evaluation is required for all children within six months prior to entering Mebraska schaols for the first time (includes
beginner grades including Kindergarteners, transfers, and other students naw to Nebraska) [NE revised Statute 79-214]

Vision Test iplease arte) Normal ! Abnormal
. 3 Recominendaﬁc;; u r Contacts! elther %
Amblyopia Right eye @ Far (20} 201 aided / unaided |
Strabismus Lelteve @ Far (20 20/ aided / unaided
Internal Eye Health
Extenal Eye Health Right eye @ Mear (157) 20/ aided! unaided
Visual Acuity ! Lefl eve @ Near (157} 20/ aided / unaided

Pravider's Signalure

Date

Is oral hygiene adequate  Yes / No

Recommendations:

DENTAL EXAMINATION gotions)

Number of fillings present

Number of restorations needed

Dentisf's Signature

2 N e e D e S

|, the parent/guardian of

3
=
3
4
S
]
=
&
=
3

. do not feel it necessary for hefshe to

Mame of Child

Parent/Guardian Signature,

a physical and/or vision examination and therefore exercise my right to waiver his’her physical and/or vision examination. &
3

3

i

Date k|

s S e T S e

.
af
y
b
b
I
|

OVER



