BLACK HORSE PIKE REGIONAL SCHOOL DISTRICT
Triton @ Highland e Timber Creek

Please be sure to complete the following checklist in its entirety, otherwise this
athletic physical packet will not be considered “complete” and ready for review by
the school physician and/or school nurse:

a

Q

Athletic Registration Instructions - Sports Participation forms will now be
completed through Parent Access just as you have done in the past with other school
related  forms. Please log into your Parent Access account
at https://parents.bhprsd.org/genesis Once logged in, you will see the Sports
Participation form to complete. You must be logged in as a Parent account.

** Student accounts will not have access to the form **

If you do not remember your password, you can use the "forgot my password"
function. Your username is the email address we have on file, Only click it once. Please
be aware that the password reset could take some time, up to 24 hours. If you still do
not receive an email, you may be using the wrong email address. Try a different one or
contact the counseling office for the email you have on file.

IMPACT Test — Computerized baseline concussion testing. Required test to be
completed by ALL athletes and shall be valid for 2 years from the date of initial testing.

Physical Evaluation History Form — this form is 2 pages and should be

completed by the parent/guardian. Page 2 is only to be completed if the athlete has
special needs.

Physical Examination Form - this form is aiso 2 pages and must be completed by

the athlete’s family physician. */T 1S IMPERATIVE THAT ALONG WITH THE PHYSICIAN
5 _SIGNATURE & STAMP ON PAGE 1 OF THIS FORM, THAT THE PHYSICIAN ALSO SIGNS
AND ACKNOWLEDGES THE “C ARDIAC ASSESSMENT PROFESSIONAL MODULE” AT
THE BOTTOM OF PAGE 2 OF THIS FORM

Medication Dispensing Form — this form shall be completed if the athlete is

prescribed an inhaler or epi-pen, and must be completed by the parent/guardian and
family physician.

ALL PHYSICAL FORMS MUST BE TURNED INTO THE SCHOOL NURSE OR THE
MAIN OFFICE ONLY.

*Please be aware that completing the registration process and physician’s physical exam does NOT
guarantee the athlete’s eligibility. Eligibility is contingent upon:

ANENENENEN

Completed physical packet paperwork
A valid physical {good for 365 days)
Academic requirements/credits
Behavioral/conduct requirements

No outstanding fines



Black Horse Pike Regional School District
580 Erial Road, Blackwood, NJ 08012

IMPACT

All athletes must complete baseline INPACT testing before being allowed to participate
in their sport. IMPACT is a computerized concussion evaluation system that measures
verbal and visual memory, processing speed and reaction time. To most effectively
care for athletes who have sustained concussions, it is helpful to compare baseline data
to post-concussion data so that any deficits can be determined and proper return-
to-play decisions can be made.

INSTRUCTIONS FOR ATHLETES

Please understand that you cannot “fail” this test. It is extremely important, however,
that you:

1. Set aside 30 minutes in a quiet place with NO DISTRACTIONS.

2. READ the instructions very carefully. Failure to do this can affect the test results
and you may then have to re-take the test.

3. If you do not have Internet access at home and are unable to take the test
anywhere else, please contact your certified athletic trainer.

TO TAKE T E TEST:

Go to Internet Explorer or other web browser
Type in the website: www.impacttestonline.com/schools/
Select “New Jersey”
Launch baseline test
Follow the directions. Make sure to read all instructions!

TCHS Customer ID Code: 542D7DC4DA

HHS Customer ID Code: ADDB273F4E
THS Customer ID Code: 44907883D4

b wWwpy =

ANY QUESTIONS OR CONCERNS SHOULD BE DIRECTED
TO YOUR SCHOOL’S CERTIFIED ATHLETIC TRAINER LISTED BELOW.

Highland Regional High School = Timber Creek Regional High School  Triton Regional High School
Athena DeAngelis Dominic Acchitelli Rachel Pantaleo
(856) 227-4100, ext. 4100 (856) 232-9703, ext. 6050 (856) 939-4500, ext. 2078,
adeangelis@bhprsd.org dacchitelli@bhprsd.org rpantalec@bhprsd.org



PARENT/GUARDIAN FORM

B Preparticipation Physical Evaluation

HISTORY FORM

{Note: This form is to be flled out by the patient and parent pricr to seeing the physician. The physician should keep a copy of this form in the ¢hart.)

Date of Exam
Name Date of birth
Sex Age Grade School Sporl{s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? Yes

Medicines Pallens

No I yes, please identify specific allergy below.

Food Stinging Insects

Explain “Yes" answers below. Circle quesﬂons you dcn tknow the answers to.,

| GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS ' 1 Yes | No
[ 1. Hag a doctor ever denied or restricted your parlicipation in sports for 26, Do you cough, wheeze, or have difficulty breathing during or
any reason? afler exercise? |
} et —_ . sl
2. have 5o, identity | 27. Haveyou ever used an inhaler or taken asthma medicine? ‘
% A?mu?:ng 'xﬁ@! wm'ﬁlsime “‘ﬁa = -— {
m Rl fections | 28. ts there nyone in yaur family who hes asthma? ]
l | 29. Ve you bom without or are you missing a kidney, o eve, atesticle |
I__S_. Have you ever spent n'nrig'l in the hospital? - {males), your spleen, or any cther organ? =)
| 4. Have you ever had surgery? !}D.Doymlungohpainwapdrﬁhlge_u_‘_mﬁahﬂngmﬂea? | |
HEART HEALTH QUESTIONS ABOUT YOU Yes  No |  31.Haveyou had infeclious monanudeosis {mono) wihin the jast month? | |
| 5. Hawe you aver passed out of nearly passed oul DURING or | 32. Doyou have any rashes, pressure sores, or other skin problems? | ‘
pu— ATER eXe o0 & — | 33. Have yau hed aherpes or MRSASKN infection? |
| & mmuﬂ'&:ﬁw pein, lighiness, or pressure in your IIM.FMymmraiarm:lﬁlyuconcusslon? |
. : — 1 35, Have you ever had a hit or blow 1o the head thal caused corfusion, il
| 7,Doesmheu1mmeq'sﬁphaas(nmabqas)dnmexemlsa? | my;'dm“ rrory problems? .
8. Has a docior ever told you that you have any heert problems? If so, I " N PO
heck all that sl ISB.Doyu.llmearistuydm.radls.urdar? _ 1 1
High blood pressure Ahegrd murm ur | 37 Doyou have headaches with exercise? ! |
High cholesterol Ahear infection | :SB.Mymmfu;Imm o wealqess N your &S or |
Kawasaki disease Other: | | fexzs elter being hit or falling? ) | -
9. Has a doctor ever ordered atest for your heart? (For exarple, EOGEKG, | | 39. Haveyouever been unabie to move your anme or legs after being hit
echocardiogram) | orfalling? - | :
10. Doyou gat lightheaded or feef mone short of breath then expecied | 40. Have you ever becorrs il while exercising in the heat? | |
, duing exercise? | 41, Doyou get frequent muscie cramps when exercising? |
[11. Have you ever had en uneqiained seizure? | 42. Doyou or someonerin your family have sickle call et or disease? _L
|12 Dovwoum;MG'Mdemﬂmmfﬂends | 43, Haveyou had anty problems with your eyes or vision? |
bl it bl b ; 1 =
| dhring exercise i —— - i 44, I-hnwnrmaue;einjutji_ea? | |
e R e =
. Has any family member or relative died of hearl problems or had an I " " N — 1
unaxpected o unexplained sudden death befora aga 50 (including |46, Doyou wear pretective eyewear, such s goggles or aface sirietd? f
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry shout your welght? |
L A
14, Doas anyona in your family have hypertrophic cardiomyopathy, Marfan | 48. Ars you trying to or has enyone recommended that you gain or
mwmmmmm | lose weight? | |
syndrame, short QT syndme, Bugada syndroms, o catecholaminengic 49. re you on aspecial diet or do you avoid certain types of foods? I
polymorphic ventriculer tachycardia? — ——— | 1
(15 Doss - T Pyapr— = 50 Phnmmrmmmdlsordeﬂ 1
.irpimedﬁeﬂbriilator? ) 51 Doywmmymmltﬁ you would Iikatocim.ssm‘lh adocior? l |
L :
16. Has anyone in your family had unexpiined fainting, unexplained | FEMALES ONLY . =T IR
sezures, of near drovming? | 52. Have you ever had amenstnel period? e i |
BONE AND JOINT QUESTIONS - ) Yos | Neo 53. How old wene youwhen you had your fird menstnial period? |
47 Have you ever had an injury lo a bone, muscle, ligament, of tendon | 54 Howmany pericds have you had in the last 12 months?
that caused you to miss a practice or a game? | | A —
- ' | Explain“yes" answers here
18. Have you ever Frad any broken or fractured bones or disiocated joints? | |
19, Have you ever had an injury thet required xerays, MRY, CTscan, | |
inections, therapy, a brace, a cast, or crutches? | | |
20 Hove you ever had a siress fracture? b i
21. Have you ever been {old that you have or have you had an x-ray fior neck
instability or atlantosdal instability? (Down syndrome ar dwarfism)
22 Ooyou reguiarly use a brace, arthatics, o ather assistive device?
23. Do you have a bone, musda, or jaint iriuyihﬂ bothers you? a
24. Damydyuridrtsbemnepa‘:fu swollen, feal warm, or ook red? I
25 Doymmawmydmmnsummm | |
| hereby state that, to the best of my knowledge, my answers totheabowqu&shors are complete and correct.
Signature of ainlete Q) of o Date
©2010 American Acadernty of Family Physicians, American Acadeny of Pediatrics, American College of Sports Medicine, American Mecical Society for Sparts Medicine, American
Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommencial, educational purposes with acknowledgment
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ARENT/GUARDIAN FORM
B Preparticipation Physical Evaluation W
THE ATHLETE WITH SPECIAL NEEDS: [disablities. o
SUPPLEMENTAL HISTORY FORM DO NOT use for injuries.
Date of Exam
Name Date of birth
Sex Age Grade School Spori(s)
1. Type of disabliity e

2, Date of disability
3. Classification (i available)

4, Cama of disability (birth, disease, accideniArauma, other)
5, List the sparts you are inlerested in playing

% Y ("
6. Doyou regularly use a brace, assistive davice. of prosthetic? |
7. Doyouuse any spadial brace or assistive device for Sparts?
{8 Do you have any fashes, pressure sores, or ety dther sin problems?
9. Doyou have a hearing Ioss?myg_.lweheaim aid?
10, Doyou have a visud impaimment?
11, Doyou use any spacial devices for bowel or bladder function?
12, Doyou have buming o dscorrfort when urinating?
13. Have you had sutonomic dysreflexia? ,
" 14. Haveyou ever been diagnosed with & heet-reiated (Typertherial or coldelated (hypcthenial itiness? |
15. Doyou have musde spasticity? g [
| 16. Doyou have requent sezres thet cannt be cortrolled by medication? B l I ]

Explain“yes® answers here

Pleaseindicate if you have ever had any of the following.

Yes Na

Atlantoaxial instabllity

X-ray evaluation for atantoaxisl instability
Dislocated joints {(more than one)

Easy ble eding

Enlarged splaen

Hepatiis

Osteopenia or ostaoporosis

Difficulty controlling bowel

Difficulty controling bladder
Numbness or tingling in arms or hands
Numbness or tingling in legs or feet
Weakness in arms of hands
Weakness in legs or feet

Recent change in coordination
Recentchangé in ability to walk

Sping bifida

Latex allergy

Explain"yes” answers here

| hereby state thet, 1o the best of my knowledge, my answers to the above questions are complete and commect.

1] of athits Signature of pa i Cute

©2010 Amencan Academy of Family Physicians, American Academy of Pedialrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Madicine, and American Osteopathic Academy of Sports Medicine, Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

New Jersey Depariment of Education 2014; Pursuant to P.L2013. ¢ T1



B Preparticipation Phvsical Evaluation

PHYSICAL EXAMINATIONFORM

Name

Date of birth

PHYSICIAN REMINDERS
1. Consider additional questions on more sensitive |ssues
* Doyou fesl stressed ouvlor under a lot of pressure?
* Do you ever feel sad, hopeless, dapressed, or anxious?
* Do you feel safe at your home or residence?
* Have you ever lried cigarettes, chewing tobacco, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic sleroids or used any other performance supplement?
* Haveyou ever taken any supplements to heip you gain or lose weight or improve your performance?
" Do you wear a seat bell, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symploms (questions 5-14).

PHYSICIAN FORM

Physician/Provider's Stamp

Height Weight Male Femate
8P | { ! ) Pulse Vision R 20/

L2“D.' Corrected Y N

MEDICAL NORMAL

Appearance =
« Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
aim span > height, hypariaxity, myopia, MVF, aortic insufficiency)

ABNORMAL FINDING 5

Eyes/ears/nose/throat
« Pupils equal
= Hearing

Lymph nodes

Heart*
+ Murmurs [auscultation standing, supine, +/- Valsaiva)
= Location of point of maximal impulsa (PMI}

Pulses
= Simultaneous femoral and radial pulses

Lungs
Abdomen

L e

Genitourinary (males only]*

Skin
= HSV,lesions suggestive of MRSA, tinea corporis

Neuralogic*

MUSCULOSKELETAL

Neck

Back
Shaulderiarm___

Elbow/forearm

msﬂhanMngers -

| Hipfthigh
Knee

I
| Leg/ankie
Footftoes

Functional
= Duck-walk, single leg hop

‘Consider ECG, achocardiogram, and referral to cardiology for abnormat cardiac history o0 exam
*Consider GU exam il in private setting Having thied parly prasen) is racommanded
Consider cogith luaticn or bessling paychiatric testing if a history of significant concussion

Cleared for all sports without restriction
Clesrad for all sperts wilhout restriction with recommendations for fusther evalualion or trezimend for

Not cleared
Pending furiher avaluation
For any sports
For certain sports

Reason

Recommendations

participate in the spori(s) as outlined above, A copy of the physical exam is on record in my office and can be made available 1o the school at the request of t he pasents. If conditions
arise after the athlete has been cleared for participation, a physician may rescind ihe dlearance until the problem is resolved and the potential consequences are compietely explained

10 the athlete (and parenis/guardians).
Name of physician, advanced practice nurse (APN), physician assistant (PA] (printitype)

Date

Address

Pene

Signature of physician, APN, PA

2010 American Acadermy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sp(;‘is Mecdicine, Mnericmoﬁhopedic
Society for Sports Medicine, and American Osteopathic Acadenty of Sports Medicine. Permission is granted to reprint for noncommercial, educational purpeses with acknowledgment.
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PHYSICIAN FORM

B Preparticipation Physical Evaluation

CLEARANCE FORM

Name Sex OM OF Age Date of birth
O Cleared for all sports without restriction

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

O Not cleared
O Pending further evaluation
O Forany sporls
O Forcentain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
dinical 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 available to the school at the request of the parents. If condiitions arise after the athlete has been cleared for participation,
the physician may rescind the dlearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parentsi/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date
Address Phone

Signature of physician

Completed Cardiac Assessment Professional Development Module

Date Signature
22010 Amevican Acaderny of Fantly Physidians, American Acaderny of Pedialrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopedic
Sociely for Sporls Medicine, and Amencan Osteopathic Academy of Sports Medicine. Permission is granted to reprinf for noncommercial, educational purposes with acknowledgment.

New Jersey Depariment of Education 2014; Pursuantto P.L.2013, ¢.71
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This page Is to be completed by Parent/Guardian and Physician

Form 4

Black Horse Pike Regional School District -Medication - Dispensing Form

List only one medication on a form, additional forms available upon request.

PARENTS SHOULD FilL OUT THE BOLDED AREAS
| request the enclosed medication, in the original conlainer. to be administered to my child and shall release school

personnel from all liability. | give the School Nurse permission fo contact the physician and/or pharmacist with any
question concerning the medication.

Name of Child
Name & Strength of Medication

Dosage

Signature of Parent/Guardian X

[T — T T SN e
INHALER AND EPi-PEN PATIENTS ONLY
In case of ASTHMA cr potentially life threatening iliness, will the student be giving himself/herself this medication?
Qves QOno i yes, please sign below
We the parents or guardians of the pupil. acknowledge that the district shall incur no liability as a result of any injury
arising from the self-administration of medication by the pupil and that we shall indemnify and hold harmless the

dislict and its employees or agents ogainst any claims arising out of the self-administration of medication by the
pupil. The permission is effective for the school year for which it is granted.

Signature of Parent/Guardian X Date

Both sections must have completed information and required signatures.

DOCTORS MUST COMPLETE ALL BOLDED INFORMATION

Students Name Age Grade School

Name & Strength of Medication Dosage
Time & Route of Adminisiration in School _

Reason for Medication =

Effective Dates: from to

Most common side effects:

It is my understanding the School Nurse charged with the administration of medication may rely upon my direction as
contained in this document. | further certify that | am the physician who prescribed the medication and that the
student named above is under my supervision as o patient for diagnosis and freatment, Any alterafion to the above
will occur only with written directions from the attending physician.

X :
Doctor's Name (Print) Doctor's Signature

Patient's Medication Allergles Doctor's Address

Date Doctor's Telephone Number

T e —— e e o
INHALER AND EPI-PEN PATIENTS ONLY

| cerlify that the pupil has asthma or another life threatening iliness and is capable of, and has been instrucled in,

the proper method of self-administration of medicafion.

In case of ASTHMA or potentially life threatening iliness, will the student be giving himself/herself this medication?

Qves Q No X

Doctor's Signature REQUIRED




