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Wadsworth High School Athletic Office
625 Broad Street, Wadsworth Ohio 44281 Phone: 330-335-1872, Fax: 330-3356-1450

ATHLETIC PARTICIPATION PACKET CHECKLIST

Wadsworth High School is a member of the Ohio High School: Athletic Association (OHSAA).
As a member, we abide by their rules. Student participation in sports is explained in the
OHSAA Student-Athlete Eligibility Guide whtch you can access on our website at
www.wadsworth.k12.oh.us under the Forms: tab which is Iocated on the right hand side
under Athletic Links. All of the forms listed below are located on the website under Required
Forms For Athletics. :

Any athlete plannlng on part:dpatlng in sports at Wadsworth High School must have the
followmg MANDATORY forms on file in the Athletic Office:

0 Pre Part:czpatlon Physical Evaluation Forms — 51gned and dated by parent/guardlan and
DOCTOR -

0 OHSAA/HIPPA Consent Forms (page 5 and 6 of the Physmal) - 5|gned and dated by
parent/guardian and STUDENT .. . »

0 Concussion Information Sheet — signed and dated by parent/guard:an and STUDENT

Sudden Cardiac Arrest Sheet ~ sngned and dated by parent/guardlan and STUDENT after

viewing required OHSAA video

1 Summa Center Consent to Treat & Authorization for Release of Athletlc Health
!nformatlon Form — signed and dated by parent/guardian and STUDENT

0 Wadsworth City School District Informed Drug Testing Consent Agreement - sighed
and dated by parent/guardian and STUDENT

0 Athlete Emergency Contact Form — completed and signed by parent/guardlan

|

. CHECK OFF EACH BOX AS THE FORMS ARE COMPLETED

Please pay special. attention__to all the _'a'ttached information. it'-.is.irng' erative that ALL
paperwork is completed, signed and returned to the Athletic Office before your child will be
allowed to participate in any try-out, practice or game.

“Where Quality Education is a Commanity Tradition”
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PREPARTICIPATION PHYSICAL EVALUATION 2017-2018

Ohio High School Athletic Association &]

HISTORY FORM - Please be advised that this paper form is no longer the OHSAA standard.

(Note: This form is to ke filled out by the student and parent prior to sseing the medics! examiner, )

Date of Exam

Page 1 of 6

Name Date of birth
Sex Age Grade School Sport(s)

Address

Emergency Contact: Relationship
Phone (H} W) (Celly (Emall}

Mediclnes and Allergies: Please list the prascription and over-the-counter medicines and supplements (herbal and nutritiona
currently taking

Hneluding energy drinks/ protein supplements) that you are

Do you have any aliergies? [ ] Yes [INc I yes, please identify specific allergy below.

Instabillty or allantoaxial Instability? (Down syndrome or dwarfism}

E1 Medicines Ll Poliens C1Food [] Stinging Insects
Explain "Yes" answers below. Circle questions you don't know the answers {0,
“GENERAL'QUESTIONS es|#No  [“BONEANDJQINT.QUESTIONS =CONTINUED & EEE
7. Has & doctar ever dered or restricted your pamclpat:on n spons for any 22. Do you regularly use a brace, orthotics, or other assistive device?
reason? 23, Do you have a bone, muscle, of joint injury that bothers you?
2. Do you have any ongolng medical conditions? If so, please (dentify 24, Do any of your jolnis become painful, swolllen, fes! warm, o look red?
E)L:Low: Asthma Anemia Diabstes Infections 25, Do you have any history of juvenlle arthritis ar connective tissue disease?
er:
3, Have you ever spent the nlgh in the hosgpital? MEMCAL QUESTIONS it 2] -Yeg [ No =
4. Have you ever had surgery? 26, Deyou cough, wheeze or have dlﬁ' culty hreaihlng dunng or after exercise?
HEART HEALTH'QUESTIONS ABODT YOU: i Yese [ Nes 27,  Have you ever used an inhaler or taken asthma medicine?
Have you ever passed out or nearly passed out DURING or AFTER 28, s there anyone in your family who has asthms?
exerclse? 29. _ Wers you hom withoul or are you missing a kidney, an eys, a testicle (males),
6. Mave you ever had discomfort, pain, ightness, or pressure in your chest your spleen, or ariy other argan?
during exerclse? 30. Do you have grein pain o a painful bulge or hernia in the groin area?
7. Does your heart gver race or skip beats (iregular beals) during exerclse? 31, Have you had infectlous mengnugieosis {mono} within the past month?
8. Has adoctor ever fold you that you have any heart problems? If so, check 32, Do you have any rashes, pressure sores, or other skin prablems?
all that apply: 33, Have you had a herpes (cold sores) or MRSA {staph) skin infection?
O High blood pressure 0 A heart murmur 34, Have you ever had a haad injury or concussion?
0 High cholestero! C A heartinfection 35, Have you ever had a hit or blow to the head that caused confusion,
r1 Kawasakl disease Other: prelongad headaches, or memory problems?
9. Has adocter ever ordered a test for your hearl? (For example, ECGIEKG, 36, Do you have a history of ssizure disorder or epilepsy?
echocardiogram) 37. Do you hava headaches with exarcisa?
10, Do you get lightheaded or feel more short of breath than expected during 38, Have you ever had numbness, lingling, or weakness In your arms or
axercise? fegs after baing hit or falling?
11, Have you sver had an unexplained seizure? 38, Have you ever been unable to move your amms or legs afer being hit or falling?
12, Do you gel more lired or shert of braath mare quickly than your friands 40 Have you ever bacome Ill while exercising in the heat?
during exerclse? 41, Do you get frequent muscle cramps when axercising?
HEART HEALTH QUESTICNS- ABOUT:YOUR FAMILY: “[No 42, Do you or someane in your family have sickle cell faif or disease?
13, Has any family member or relstive died of heart prublems or had an 43, Have you had any problems with your eyes or vislon?
unexpected or unexplained sudden death before age 50 (including 44, Have you had an eye njury?
drowning, unexplained oar accident, or sudden Infant death syndrome)? 45, Do you wear glasses or contact isnses?
14, Does anyone In your family have hypertrophic cardiomyapathy, Marfan 46, Do you wear protactive eyewear, such as goggles or a face shield?
syndrome, amyhthmogenic right ventricular cardiomyapathy, long QT 47. Do you warry about your weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 48, Ara you rylng to gain or lose welght? Has anyane recommended that you do?
pelymorphic ventricular tachycardia? 49, Are you on a spacla digt or do you avoid certaln types of foodsT
15, Doss anyone in your family have a heart problem, pacemaker, or implantad 80, Have you ever had an eating disorder?
defibrillator? 51. Do you have any concams that you would llke to discuss with a doclor?
16 Has anyone In your family had unexplained fainting, unexplainad seizures, ViFEMALES ONLY:
or near drowning? 52.  Have you ever had a menstrual pariod?
‘BONE AND: JOINT;QUESTIONS: 53, How old were you when you had your first menstrual period?
17. Have you ever had an injury to a bone, muscle, figament, or tendon that 54, How many periods have you had in the last 12 months?
caused you to miss a practice or game?
18, Have you ever had any broken or fractured bones or dislocated joints? Explain "yes" answers here
19, Have you ever had an injury that required x-rays, MRI, CT scan, Infections,
therapy, a brace, a cast, or crutches?
20, Have you ever had a slress fracture?
21, Have you ever been told that you have or have you had an x-ray for neck

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of Sludenl

The student has familg Insurance | Yes 0 No It yes. family insurance company name and policy number:
©2010 American Academy of Family Physicians, American Academy of Pedlatrics, American College of Sports Medicine, American Orthopaedic Society for Sports Medicine, and American Osteopathlc Academy

Signature of parant/guardian, y

Date:

of Sperfs Medfc.lne Permission Is granted to reprint for noncommerclal, educational purposes with acknowledgment, -Revised 1/13
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& Ohio High School Athletic Association

PREPARTICIPATION PHYSICAL EVALUATION 2017-2018 Page 2 of 6
THE ATHLETE WITH SPECIAL NEEDS - SUPPLEMENTAL HISTORY FORM

PLEASE COMPLETE ONLY {F YOUR STUDENT HAS SPECIAL NEEDS OR A DISABILITY.

Date of Exam
Name Date of birth
Sex Age Grade School Spori(s)

1. Type of disabfity

2. Date of disabifity

3. Classification {if available}

4. Cause of disability (birth, disease, accidentftrauma, other}

5.

List the sparts you ara interested in playing

Do you regularly use a brace, assistive device or prosthatic?

6
7. | Do you use a spaclal brace or assistive device for sparts?
8
9

Do yeu have any rashes, pressure sores, or any other skin problsms?

Do you have a hearing loss? Do you use a hearing aid?

10. | Do you have a visual impairment?

11, | Dayou have any special devices for bowel or bladder function?

12. | Do you have burning or discomfart when urinating?

13. | Have you had autenomic dysreflexia?

14, 1 Have you ever been diagnosed with a heat related (hyparthermia) or cold-related (hypothermia) illvess?
15. | Do you have muscle spasticity?

18, | Do you have frequent sefzures that cannot be contrelled by medicatlon?

Explain "yes" answers here

Please indicate if you have ever had any of the following

Atlantoaxial Instability
X-ray avaluation for atlantoaxial instabllity
Dislocaled jolnts {mors than one)
Easy bleeding

Enlarged spleen

Hepalitis

Osleopenia or ostecporosis

Difflculty controliing bowel

Difficully controlling bladder
Numbnaess or tingling In arms or hands
Numbness or tingling in fegs or feat
Weakness in arms or hands
Weakness in legs or fest

Recent change in coardination

Retent change in ability to walk

Splra bifida

Latex allergy
Explain "yes" answers hare

! hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct,
Slgnature of Student Signature of parent/guardian Date:

©2070 American Academy of Family Physiclans, American Academy of Padiatrics, American College of Sports Medicine, American Orthopaedic Society for Sports Medicine, and Amerlcan Osteopathic Acadamy
of Sports Medicine, Permission Is granted to reprint for noncommercial, educational purposes with acknowledgment, -Revised 1/13
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PREPARTICIPATION PHYSICAL EVALUATION 2017-2018 Page 3 of 6
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS
1, Consider additional questions on more sensitive issues,
¢ Do you feel stressad out or under a lot of pressure?
= Do you ever feel sad, hopeless, depressed or anxious?
< Do you feel safe af your home or residence?
e Have you ever trled cigarettes, chewing tobacco, snuff, or dip?
 During the past 30 days, did you use chewing tobacce, snuff, or dip?
¢ Do you drink aleohol or use any other drugs?
o Have you ever taken anabolic steroids er used any other performance supplsment?
¢ Have you ever taken any supplements to help you gain or lose weight or improve your performance?
L]
®
.G

Do you wear a seat belf, use a helmet or use condoms?
Do you consume energy drinks?

2, Consider reviewing questions an cardiovascular symptoms (questions 5-14),
" EXAMINATION ;- :
Haight 0 Female
BP { { { } Visien R, 201 L20/ Corracted Oy ON

Appearance
Marfan stigmata (kyphoscoliosis, high-arched palate, pacius excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aorlic isufficlency)

Eyes/ears/nose/throat
Pupils equal
Hearing

Lymph nodes
Heart
Murmurs (auscuitation standing, supine, +- Valsalva)

Locatien of the point of maximal impulse (PM1)

Puises

Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary {males only)
Skin

HS8Y, lesions suggestive of MRSA, tinea corparis
Neurologic
" MUSCULOSKELETAL
Meck
Back
Shoulder/arm
Etbow/forearm
Wrist/hand/fingers
Hip/thigh
Knee
Leg/ankle
Foot/toes
Functiona

Duck walk, single leg hop

aConsider ECG, echocardiogram, or refarral to cardiology for abnermal cardiac history or axam,
bConsider GU/ exam if in private sefting. Having third part present is racommended.
Consider cognitive or baseling nsuropsychiatric lesting if a history of significant concussion.

€201 Amerlcan Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Orthopaedic Soclety for Sports Medicine, and American Osteopathic Academy
of Sports Medicine, Permission is granted to reprint for noncommarciai, educational purposes with ackrowledgment, -Revised /13




PREPARTICIPATION PHYSICAL EVALUATION 2017-2018 Page 4 of
CLEARANCE FORM

Note: Autherization forms {pages § and 6) must be signad by both the parent/guardian and the student,

Name Sex OM DOF Age Date of birth

[ Cleared for all sports without restriction

O Cleared for all sports without restriction with racommendzations for further svaluation or treatment for

[ Not Cleared
O Pending further evaluation

0 For any sports

O For certain sports

Reason

Recommendations

I have examined the above-named student and completed the pre-participation physical evaluation. The student 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 available fo
the school at the request of the parents, In the event that the examination is conducted en masse at the schoo!, the schoof administrator shall retain a copy of the
PPE. If conditions arise after the student has been cleared for participation, the physician may rescind the clearance until the problem is resoived and the potential
consequences are completely explained to the athlete {and parents/guardians), )

Name of physician or mecical examiner {print/type) Date of Exam
Address Phone
Signature of physician/medical examinar ,MD, DO, B.C., P.A or ANP.

EMERGENCY INFORMATION

Personal Physician Phone
In case of Emergency, contact Phone
Allergies

Other Informaticn

©2010 Ametican Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Orthopasdic Society for Sports Medicine, and American Osteopathic Academy
of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment, -Revised 1/13



PREPARTICIPATION PHYSICAL EVALUATION 2017-2018 Page 50f8

THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL

OHSAA AUTHORIZATION FORM  2017.2018

| hereby authorize the release and disclosure of the personal health information of {"Student*), as described below, to
{"School").

The information described below may ba relsased to the Schoal principal or assistant principal, athletic director, coach, athletic trainer, physical education teacher, scheol nurse
or other member of the School's administrative staff as necessary to evaluate the Student's eligibillly to participate in school sponsored aclivities, including but not limited to
interschalastic sports pragrams, physical education classes or other classroom activities,

- Personal health information of the Student which may be released and disclosed includes records of physical examinations performed to determine the Student's eligibility to
participate in school sponsored acfivities, including but not limited to the Pre-participation Evaluation form or other similar document required by the School prior to determining
eligibitity of the Student to participate in classroom or other School sponsored activities; records of the evaluation, dlagnosis and treatment of injuries which the Student incurred
while engaging In school sponsored activities, including but not limited to practice sessions, training and compefition; and other records as necessary to defermine fhe Student's
physical fitness to participate In school sponsored activities,

The personal health information described above may be released or disclosed to the School by the Student's personal physician or physicians; a physician or other health care
professional retained by the School to perform physical examinations fo determine the Student's eligibility to participale in certain school sponsored activities or to provide
treatment to students Injured while participating in such activilies, whether or not such physiclans or other health care professionals are pald for thelr services or volunteer their
time to the School; or any other EMT, hospital, physician or other health care professional who evaluates, diagnoses or reats an injury or other condition incurred by the siudent
while participating in schoot sponsored activifies.

| understand that the School has requested this authorization to release or disclose the personal health information described above to make certain decisions about the
Student's health and ability to participate in ceriain school sponsored and classrocm activities, and that the Scheol is a not a health care provider or health plan coverad by
federal HIPAA privacy regulations, and the information described below may be redisclosed and may not continue to ba protected by the federal HIPAA privacy regulaticns, |
also understand that the School is covered under the federal regulations that govern the privacy of sducational tecords, and that the personal health information disclosed undsr
this authorizafion may be protected by those regutations,

| also understand that health care providers and health plans may not condition the provision of treatment or payment on the sighing of this authorization; however, the Student's
participation in certain school spensored activities may be conditioned on the signing of this authorization,

[ understand that | may revoke this authorization in writing af any time, except ta the extent that action has been taken by a health care provider in reliance on this authorization,
by sending a written revocation to the school principal {or designee) whose name and address appears below.

Narne of Principal:

School Address:

This authorization will expire when the student is no Jonger enrolled as a student at the school,

NOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR LEGAL GUARDIAN TO BE VALID, IF THE
STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS AUTHORIZATION PERSONALLY,

NG
Hudent's Signature Birth daté of Student, including year

Name of Student's personal representative, if applicable

[ am the Student's (check one): Parent Legal Guardian (documentation must be provided)
Signature of Student's personal representative, if applicable Date

A copy of this signed form has been provided to the student or hisfher personal representative

©2010 Amerlcan Academy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Orthopaedic Soclety for Sports Medicine, end American Osteopathic Academy
of Sports Medicine, Permissfon fs granted to reprint for noncommerclal, educational purposes with acknowledgment, -Revised 1/13




PREPARTICIPATION PHYSICAL EVALUATION 2017-2019 Page & of 6
[2017-2018 Chio High School Athletic Association Eligibility and Authorization Statement

This document is to be signed by the participant from an OHSAA member schoo! and by the participant's parent,

L0 I have read, understand and acknowledge receipt of the QHSAA Student Athlete Eligibility Guide which contains a summary of the eligibility rules
of the Ohio High School Athletic Association. | understand that a copy of the OHSAA Handbook is on file with the principal and athletic administrator and that |
may review it, in its entirety, if | so choose. All OHSAA bylaws and regulations from: the Handbook are also posted on the OHSAA website at ohsaa.org,
1 understand that an OHSAA member school must adhere to all rules and regulations that pertain to the interscholastic athletics programs that the
school sponsors, but that local rules may be mote stringent than OHSAA rules.
L | understand that participation in interscholastic athletics is a privilege not a right.
Student Code of Responsibitity

&5 as a student athlete, | understand and accept the following responsibilities:

L5 | will respect the rights and beliefs of others and will treat others with courtesy and consideration,

| will be fully responsible for my own actions and the consequences of my actions.

5 | wil respact the property of others,

5 il respect and obey the rules of my school and laws of my community, state and country.

&5 | will show respect to those who are responsible for enforcing the rules of my school and the laws of

my community, state and country.
LY understand that a student whose character or conduct violates the school's Athletic Code or School
Code of Responsibility is not in good standing and is ineligible for a period as determined by the principal.
LInformed Consent - By its nature, participation in interscholastic athletics includes risk of injury and transmission of infectious disease such as HIV and
Hepatitis B. Although serious injuries are not common and the risk of HIV transmission is almost nonexistent in supervised schoot athletic programs, it is
impossible to efiminate all risk. Participants have a responsibility to help reduce that risk. Parficipants must obey all safety rules, report all physical and
hygiene problems to their coaches, follow a proper conditioning program, and inspect their own equipment daily, PARENTS, GUARDIANS OR STUDENTS
WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN
AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN'S SIGNATURE.
43 | understand that in the case of injury or illness requiring treatment by medical personnel and transportation to a heaith care facility, that a
reasonable attempt will be made to contact the parent or guardian in the case of the student-athlete being a minor, but that, if necessary, the student-athlete
will be treated and transported via ambulance to the nearest hospital.
&3} consent to medical treatment for the student following an injury or illness suffered during practice andlor a contest,
£Ta enable the OHSAA to determine whether the herein named student is eligible fo participate in interscholastic athletics in an OHSAA member school |
consent to the release to the OHSAA any and all portions of school record files, beginning with seventh grade, of the hereln named student, specifically
including, without limiting the generality of the foregoing, birth and age records, name and residence address of parent(s)or guardian(s), residence address of
the student, academic work compieted, grades received and attendance data. :
£ consent to the OHSAA’s use of the herein named student's name, ilkeness, and athletic-related information In reports of contests, promotional
literature of the Association and other materials and releases related to interschotastic athletics.
& understand that if | drop a class, take course work through College Credit Plus, Credit Flexibility or other educational options, this action could affect
compliance with OHSAA academic standards and my eligibility. ) accept full responsibility for compliance with Bylaw 4-4-1, Scholarship, and the passing five
credit standard expressed therein,
&3 | understand all concussions are potentially serious and may result in complications including prolonged brain damage and death if not recognized
and managed properly. Further | understand that if my student is removed from a practice or competition due to a suspected concussion, he or she will be
unable to return to participation that day. After that day written authorization from a physician (M.D. or D.0.) or an athlefic trainer working under the
suparvision of a physician will be required in order for the student to retum to participation.
&% | have read and signed the Ohio Department of Health’s Concussion Information Sheet and have retained a copy for myseif.
‘@ilBy signing this we acknowledge that we have read the above information and that we consent to the herein named student's participation.
*Must Be Signed Before Physical Examination

A

étudent’s Signature Birth date Grade in School Date

N

l"Parenfs or Guardian’s Signature

Date

©2010 American Academy of Family Physicians, American Academy of Pedlatries, American College of Sports Medicine, American Orthopaedic Sociely for Sports Medicine, and Ametican Osteopathic Acadsmy
of Sports Medicine. Permission is granted to reptint for nuncommercial, educational purposes with acknowledgment. -Revised 1/13



'Ohio Department of Health Concussion Information Sheet
For Interscholastic Athletics

Dear Parent/Guardian and Athletes,

This information sheet is provided to assist you and your child in recognizing the signs and symptoms of a concussion. Every
athlete is different and responds to a brain injury differently, so seek medical attention if you suspect your child has a concus-
sion. Once a concussion occurs, it is very important your athlete return to normal activities slowly, so he/she does not do more

damage to his/her brain,

What is a Concussion?

A concussion is an injury to the brain that may be caused by a
blow, bump, or jolt to the head. Concussions may also happen
after a fall or hit that jars the brain. A blow elsewhere on the
body can cause a concussion even if an athlete does not hit
his/her head directly. Concussions can range from mild to
severe, and athletes can get a concussion even if they are
wearing a helmet,

Signs and Symptoms of a Concussion

Athletes do not have to be “knocked out” to have a concussion.
In fact, less than 1 out of 10 concussions result in loss of
conscicusness. Concussion symptoms can develop right away
or up to 48 hours after the injury. Ignoring any signs or
symptoms of a concussion puts your child’s health at risk!

Signs Observed by Parents of Guardians
Appears dazed or stunned.
/s confused about assignment or position.
Forgets plays.
- Is tnstire of game, score or opponent.
Moves clumsiy.
Answers questions siowly.
Loses consciousness (even briefly).
Shows behavior or personality changes (iritabifiy,
sadness, nervousness, feeling more emotional).
+ Can'trecall evenis before or after hit or fall

*> S S S B > 4 b

Symptomns Reported by Athlete
¢ Any headache or ‘pressure” in head. (How badly i hurts
does not matfer.)
Nauvsea or vormiting.
Balance problems or dizziness.
Double or bitrry vision.
Sensitivity to light and/or noise
Feeling sluggish, hazy, foggy or gregay.
Conceniration or memory problems.
Confusion.
Does not ‘feel Hight.”
" Trouble faling aslesp.
Sleeping more or less than usual,

* * & S b b & o

Be Honest

Encourage your athlete to be honest with you, his/her coach
and your health care provider about his/her symptoms. Many
young athletes get caught up in the moment and/or feel
pressured to return to sports before they are ready. It is better
to miss one game than the entire season... or risk permanent
damage!

Seek Medical Attention Right Away

Seeking medical attentlon is an important first step if you
suspect or are told your child has a concussion. A
qualified health care professicnal will be able to
determine how serious the concussion is and when it is
safe for your child to return to sports and other daily
activities. ‘

¢ No athlete should return to activity on the same day
he/she gels a concussion.

Athlafes should NEVER return fo practices/games if
they stilf have ANY symptoms.

->

Parenfs and coaches should never pressure any
athlsete to refurn tfo play.

The Dangers of Returning Too Soon

Returning to play too early may cause Secend Impact
Syndrome (S18) or Post-Concussion Syndrome {PCS).
SIS occurs when a second blow to the head happens
before an athlete has completsly recovered from a
concussion. This second impact causes the brain to
sweli, possibly resulting in brain damage, paralysis, and
even death. PCS can occur after a second impact. PCS
can result in permanent. long-term concussion
symptoms, The risk of SIS and PCS Is the reason why
no athlete should be allowed to participate in any
physical activity before they are cleared by a quallfied
health care professional.

Recovery

A concussion can affect school, work, and sports. Along
with coaches and teachers, the school nurse, athletic
trainer, employer, and other school administrators should
be aware of the athlete’s injury and their roles in helping
the child recaver,

During the recovery time after a concussion, physical and
mental rest are required. A concussion upsets the way
the brain normally works and causes it to work longer
and harder to complete even simple tasks. Activities that
reguire concentration and focus may make symptoms
worse and cause the brain to heal slower. Studies show
that children’s brains take several weeks to heal following

a concussion,.
7,

L
CHIO INJURY PREVENTICN
v PARTNERSHID
Chitd Injuty Action Group

concussion
Rev. 62.13

www.healthyohioprogram.or




What is a Concussion?

1. Be sure your child gets plenty of rest and enough
sleep at night — no late nights. Keep the same
bediime weekdays and weekends,

2. Encourage daytime naps or rest breaks when your
child feels tired or worn-out.

3, Limit your child's activities that require a lot of thinking
or concentration (including social activities,
homewaork, video games, texting, computer, driving,
job-related activities, movies, parties). These
activities can slow the brain’s recovery,

4, Limit your child’s physical activity, especlally those
activities where another injury or blow to the head
may occur.

5. -Have your qualified health care professional check
your child’'s symptoms at different times to help guide
recovery.

Returning to School

1. Your athlete may need to initially return to school eh a
limited basis, for example for only half-days, at first,
This should be done under the supervision of a
gualified health care professional.

2. . Inform teacher(s), school counselor or administrator(s)
about the injury and symptoms. School personnel
should be instructed to watch for:

a. Increased problems paying atltention.

b. Increased problems remembering or learning
new informalion.

c. Longer fime needed fo complete tasks or
assignments.

o. Greater irrffabifity and decreased abilily to cope
with siress.

e. Symptoms worsen (headache, tiredness) when
doing schoolwork.

3. Be sure your child takes multiple breaks during study
time and watch for worsening of symptoms,

4, If your child is still having concussion symptoms, he/
she may need extra help with school-related activities,
As the symptoms decrease during recovery, the extra

help or suppotts can be removed gradually.

ﬂasources

QODH Viclence and Injury Prevention Program
www . healthyohiopragram.org/vipp/injury.aspx

Centers for Disease Control and Prevention
www.cdc.gov/Concussion

National Federation of State High School Associations
www.nfhs org

Brain Injury Association of America
www.biausa.org/

/

Returning to Play

1. Retuming to play is specific for each person, depending on
the sport. Ohip /aw reguires writfen permission from & healfh
care provider before an athiefe can relum fo play. Follow
instructions and guidance provided by a health care
professional. It is important that you, your child and your
child's coach follow these instructions carefully.

2. Your child should NEVER return to play if he/she still
has ANY symptoms. (Be sure that your child does
not have any symptoms at rest and while doing any
physical activity and/or activities that require a lot of
thinking or concentration).

3. Be sure that the athletic trainer, coach and physical
education teacher are aware of your child's injury and
symptoms.

4, Your athlete should complete a step-by-step exercise
-based progression, under the direction of a qualified
healthcare professional.

5. A sample activity progression is listed below.
Generally, each step should take no less than 24
hours so that your child's full recovery would take
about one week once they have no symptoms at rest
and with moderate exercise.*

Sample Activity Progression™*

Step 1. Low levels of non-contact physical activity,
provided NO SYMPTOMS retfurn during or after activity.
(Examples. walking, light jogging, and easy stationary
biking for 20-30 minufes).

Stfep 2. Moderate, non-confact physical activify, provided
NO SYMPTOMS return during or after activity.
(Examples. moderale jogging, brief sprint running,
moderate stationary biking, light calisthenics, and sport-
specific drills without contact or colfisions for 30-45
minutes).

Step 3: Heavy, non-contact physical activily, provided
NO SYMPTOMS refumn during or after activily.
(Examples. extensive sprint running, high intensity
stationary biking. resistance exercise with machines and
free weights, more infense non-contact sports specific
drills, agility training and jumping drifls for 45-60
minttes). :

Step 4: Full contact in controlled practice or scrimmage.

Step 5. Full contact in game piay.

*f any symptoms occur, the athlete should drop back to
the previous step and try to progress again after a 24
hour rest period.
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 Ohio Department of Health Concussion Information Sheet
For Interscholastic Athletics

[ have read the Ohio Department of Health’s Concussion Information Sheet and
understand that | have a responsibility to report my/my child's symptoms to coaches,
administrators and health care provider.

| also understand that I/my child must have no symptoms before return to play can
occur,

Athlete Date

Athlete

Please print name Rov. o113
Parent/Guardian Date

Signature

Parent/Guardian

Please print name







Sudden curdluc Arrest und Llndsuy’s Luw

o Lindsoy’s Luw is about Sudden Cardiac Arrest [SCAJin youth athletes. This law went into effect in 2017. SCA is the leading
couse of death in student athletes 19 years of age or younger. SCA occurs when the heart suddenly and unexpectedly stops
beating. This cuts off blood flow to the brain and other vital argans. SCA is fotal if not treated immediately.

«  “Youth" covered under Lindsay’s Law are all athletes 19 years of age or younger that wish to practice for or compete in
athletic activities orgenized by a school or youth sports arganization.

= Lindsay’s Law appiies to all public and private schools end oil youth sperts organizations for athletes aged 19 years or
younger whether or not they pay a fee to porticipate or are sponsored by o business or nonprafit. This inciudes;
11 All ethletic activities including interscholostic athletics, any athietic contest or competition sponsored by or
associated with a school
2} All cheerleading, club sports and school offilioted organizations including noncompetitive cheerleading
3] Allpractices, interschool practices and serimmages

= Any of these things may couse SCA;
11 Structural heart disease. This may or may not be present from hirth
2) Electrical heart disease. This is o probtem with the heort’s slectricol system that controls the heartbeat
3) Situational couses. These may be people with completely normal hearts who are either ore hit in the chest or
develop a heart infection

~« Warning signs in your family that you or your youth athlete mey be at high risk of SCA:
o A blood relative who suddenly and unexpectedly dies before nge 50
0 Any of the following conditions: cardiomyopathy, long QT syndrome, Morfan syndrome, or other rhythm problems of
the heart

»  Warning signs of SCA. If any of these things happen with exercise, see your health care professional;
+ Chest pain/discomfort
e Unexploined fointing/near fainting or dizziness
e Unexpluined tiredness, shorthess of breath or difficulty breathing
e Unusundly fast or racing heart beots

« The youthathlete whe faints or passes out before, during, or ofter an athletic octivity MUST be removed from _thé activity.
Before returning to the activity, the youth athlete must be seen by o heoith care professional and cleared in writinig.

« |fthe youth athlete’s biological parent, sibling or child has had a SCA, then the youth athlete must be remaved from activity.
Before returning to the activity, the youth athlete must be seen by o health care professional and cleared in writing.

© « Any young athlete with any of these warning signs connot participate in practices, interschool practices, scrimmages o
cOmpétitiun until cleared by o heaith care professienal,
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Other reasens to be seen by a heaithcare professional would be a heart murmur, high blood pressure, or prior heart
evaluation by a physicion.

Lindsay’s Law fists the health care professionals who may evoluate ond clear youth athletes. They are o physician [MD or
DO), ¢ certified nurse practitioner, o clinical nurse speciolist or certified nurse midwife. For school athletes, o physician’s
assistant or licensed athietic trainer may also clear o student. That person may refer the youth and family to another
health care provider for further evaluation. Clearance must be provided In writing to the schoal or sports official before the
athlete con return to the activity.

Despite everyane 'S best efforts, sometimes o young athlete will experlence SCA.If you have had CPR. trmnlng, vﬂu muy
knowthe term “Chain of Survival.” The Chain of Survival helps anyone survive SCA. .

Using an Automuted External Defibrillotor (AED) can save the life of a child with SCA. Depending on where a voung athlete

is during an activity; there may or may not be an AED close by. Many, but not all, schools have AEDs. The AEDs may be near
the athletic facilities, or they may be close to the school office. Losk around at a sporting event to see if you see one. If you -
are involved in community sports, look around to see if there is an AED nearby.

If you witness o parson experiencing a SCA: First, remain calm, Faiow the links in the Chain of Survival:
< Link 1. Early recagnition
»  Assess child for responsiveness. Does the child answer if you call his/her name?
«  Ifno, then attempt to assess pulse. If no pulse is felt or if you are unsure, call for help “someone dial 911"
< Link 2: Early CPR
»  Begin CPRimmediately
% Link 3; Eorly defibriliation (which is the use of an AED)
» Ifan AED is ovailable, send someone to get it immediately. Turn it on, attach it to the child ond follow the
instructions :
« |f an AEDis not aveilable, continue CPR until EMS arrives
< Link4: Early gdvanced life support and cerdiovascular care
» Continue CPRuntil EMS arrives

Lindsay’s Law requires both the youth athlgte and purentiguurdlun to acknowledge receipt of mformut[nn uhnut Sudden
Cardice Arrest by signing o form.



SUdden Curdluc Arrest und Lmdsuy’s Luw
DurentIAthIete Slgnuture Form

' Whut is Llndsuy ) Luw’P Lmdsuy S Low is ubout Sudden {:urdmc Arrest [SCA] in veuth uthletes u cOovers u!I uthletes 19 yeurs ar ynunger

who practice for or compete in athletic activities. Activities moy be organized by o school or youth sperts arganization.

. Which youth athletic activities are included in Lindsay’s low?

Athletics ot all schools in Ohie (public and nen-public)

Any athletic contest or competition sponsored by or ossociated with o schoel

All interscholastic athletics, including oll practices, interschool proctices and scrimmages
All youth sports organizations

All cheerleading ond club sports, including noncompetitive cheerleading

What is SCA? SCA Is when the heart stops beating suddenly and unexpectedty. This cuts off blood flow to the brain and other vital
organs. People with SCA will die if not treated immediately. SCA can be caused by 1) a structural issue with the heart, OR 2] on heart
electrical problem which controls the heartbeat, OR 3) a situation such as a person who is hitin the chest or  gets o heart infection.

~Whaot is o warning sign for SCA? If a family member died suddenly before age 50, or o family member hos cardiomyopathy, long QT
syndrome, Marfan syndrome or other rhythm problems of the heart.

What symptoms ore a warning sign of SCA? A young athlete may hove these things with exercise:

Chest pain/discomfort

Unexploined fainting/near fainting or dizziness

Unexplained titedness, shortness of breath or difficulty brenthing
Unusually fast or racing heart begts

- What happens if an athlete experiences syncape o fainting before, during or after a practice, scrimmage, or competitive

- ploy? The coach MUST remove the youth athlete from octivity immediately. The youth athlete MUST be seen and cleared by o health care
- provider before returning to activity. This written clearance must be shared with a school or sports official.

- What happens if an othiete experiences any other warning signs of SCA? The youth athlete should be seen by o heaith care professional.

who can evaluate and clear youth athletes? A physician (MD or BO), a certified nurse practitioner, o chinical nurse specialist,
certified nurse midwife. For school athletes, a physicion’s assistant or licensed athletic truiner may also cleor o student. That person
- may refer the youth to another health cure provider for further evaluation.

What is needed for the youth athlete to return to the octivity? There must be clearance from the health care provider In writing.
- This must be given to the conch and schoof or sports official before return to activity,

Al youth athletes and their parents/guardions must review information about Sudden Cardicc Arrest, then sign and return this form.

Ohlo
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Parent/Guordion Nome (Print] Student Nome (Print)
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‘Summa
Health.

Sports Medicine

Consent to Treat and Authorization for
Release of Athletic Health Information

Athlete's name:

Last: First:

Middie:

School:

Phone Number:

[ aim aware that the athletic training services and care

for

High Schoat Athietics will be provided by Summa Health
Systern's Center for Sports Health and its affiliates, By
providing my signature below, | consent to medical care
and treatment provided by the athletic trainer(s) and other
medicat personnel. | understand that this care may include
triage, evaluation, examination, special tests and limited
medical treatment of injuries sustained during participation
in OHSAA athletic events, | understand that as a result of
the medical evaluation, my child may be transported to a
hospital emergency department for further treatment.

| am zlso aware that if my child sustains an injury and is
participating in an interscholastic sport, itis imperative
that the athletic tralnar be able to communicate with
coaches, staff, medical personnel, administrators and
physicians, | hereby authorize the athletic trainer(s)
providing the coverage for my child’s school,
employed by Summa Health to communicate with the
aforementioned personnet,

Purpose of disclosure:

L. injury / liness information

2, Playing and participation status
3. Return to play status

Sport{s):

Date of Birth:

If this box is checked, it applies te your schoel O Your
schoel has purchased a neuropsychological concussion
program, This program assists our eam physicians/athletic
trainers in evaluating and treating traumatic brain injurles :
{e.g., concussion). A computerized exam is usually given
to athletes before beginning contact sport practice or :
competition, Athletes are tested at least once during their
iigh schoo! career. Athletes participating in sports where a
head mjury s more likely to happen le.g., soccer, basketball,
wrestling, footbalt, baseball) will be tested, Athletes
participating in tennis, cross country, golf, swimming, or
track (except field events), will not be pre-tested. If an
athleta is belisved to have suffered a haad injury, this test

is used to help determing te severity of that head Injury
and when the injury has fully healed. | hereby authorize
the athletic trainer(s) providing coverage for my child’s
school, employed by Summa Health to test my chitd,

For the following dates of service/coverage:
Juna b, 20 - June 15, 20

Signature of Athlete / Date

Parent/Guardian / Date







Wadswerth

Phone: 330.336.3571

524 Broad Street, Wadsworth, OH 44281 FAX: 330.335.1313

WADSWORTH CITY SCHOOL DISTRICT
INFORMED CONSENT AGREEMENT

STUDENT NAME: GRADE:

AS A STUDENT:

e Tunderstand and agree that participation in athletics, extracurricular activities not tied to an
academic grade, and the ability to purchase a parking pass is a privilege that may be withdrawn
for violations of Wadsworth City School District’s policies, guidelines, and handbooks including,
but not limited to, the Wadsworth City School District Random Alcohol, Drug and Nicotine
Testing Policy.

e ]have read Wadsworth City School District Board of Education Policy 5512.01, Random
Alcohol, Drug and Nicotine Testing of Wadsworth City School District Students, and thoroughly
understand the consequences that I will face if I do not honor my commitment to the Policy.

e Junderstand that when [ participate in any athletic program, any extracurricular activity not tied
to an academic grade, or when I purchase a parking pass, I will be subject to initial and random
urine alcohol, drug, and nicotine testing, and if I refuse, I will not be allowed to practice or
participate in any athietic or extracurricular activities not tied to a grade and I will not be
permitted to purchase a parking pass and/or drive to school. I have read the Informed Consent
Agreement and agree to its terms.

¢ I further understand that I may be subjected to certain penalties including, but not limited to,
denial of participation in any athletic or extracurricular activities not tied to a grade and I will not
be permitted to purchase a parking pass and/or drive to school, if I test positive for any substances
bannmed by the Wadsworth City School District Board of Education.

» Thave read the Informed Consent Agreement and agree to its terms — including the disclosure of
personally identifiable information necessary to implement the drug testing program,

¢ 1 understand this agreement is binding while I am a student in the Wadsworth City School District.

STUDENT SIGNATURE DATE

AS A PARENT/GUARDIAN/CUSTODIAN:

¢ | have read Wadsworth City School District Board of Education Policy 5512.01, Random
Alcohol, Drug and Nicotine Testing of Wadsworth City School District Students, and understand
the responsibilities of my son/daughter/ward as a participant in athletic activities, extracurricular
activities not tied to an academic grade, and the ability to purchase a parking pass and/or drive to
school in the Wadsworth City School District.

» [ further understand that my son/daughter/ward, when participating in any athletic program, any
extracurricular activity not tied to an acadernic grade or when purchasing a parking pass enabling
him/her to drive to school will be subject to initial and random urine alcohol, drug, and nicotine
testing, and if he/she refuses, will not be allowed to practice or participate in any athletic or
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extracurricular activities not tied to a grade and will not be permitted to purchase a parking pass
and/or drive to school. Ihave read the Informed Consent Agreement and agree to its terms.

o I further understand that my son/daughter/ward may be subjected to certain penalties including,
but not limited to, denial of participation in any athletic or extracurricular activities not tied fo a
grade and will not be permitted to purchase a parking pass and/or drive to school, if he/she tests
positive for any substances banned by the Wadsworth City School District Board of Education.

o Ihave read the Informed Consent Agreement and agree to its terms — including the disclosure of
personally identifiable information necessary to implement the drug testing program.

e Tunderstand this agreement is binding while my son/daughter/ward is a participant in athletics or
extracurricular activities not tied to a grade and/or purchases a parking pass and/or drives to
school in the Wadsworth City School Distriet.

PARENT/GUARDIAN/CUSTODIAN SIGNATURE DATE

PARENT/GUARDIAN/CUSTODIAN PRINTED NAME PHONE

INFORMED CONSENT AGREEMENT

We hereby consent to allow the student named on the reverse side to undergo vrinalysis testing for the
presence of illicit alcohol, drugs, and nicotine in accordance with Wadsworth City School District Board
of Education Policy 5512.01, Random Alcohol, Drug and Nicotine Testing of Wadsworth City School

District Students.

We understand that testing will be administered in accordance with the guidelines of the Wadsworth City
School District Drug Testing Policy for students.

We understand that any urine sample taken for testing will be tested only by a Board approved company.

We hereby give our consent to the company selected by the Wadsworth City School Board of Education,
its employees, or agents, together with any company, hospital, or laboratory designated to perform
urinalysis testing for the detection of alcohol, drugs and nicotine.

We further give our consent to the company selected by the Wadsworth City School Board of Education,
its employees, or agents, to release all results of these tests to designated School District employees or
agents. We understand that these results will also be available to us upon request,

1, the student, hereby authorize the release of the results of such testing to my parent/guardian/custodian.

We hereby release the Wadsworth City School Board, its employees or agents from any legal
responsibility or liability related to the implementation of the policy for the drug testing of students and
for the release of such information and records.

This will be deemed consent pursuant to the Family Educational Rights and Privacy Act of 1974, 20
U.S.C. 1232g as amended, and the Ohio Revised Code 3319.321, for the release of the test results as
authorized by the Informed Consent Agreement or as required by law.
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City S ¢hoolsy

Wadsworth High School Athletics |
625 Broad Street, Wadsworth Ohio 44281
Phone: 330-335-1372  Fax; 330-335-1450  Email: bmusgrave@wadsworthschools.org :

ATHLETE EMERGENCY CONTACT FORM

COACHES PLEASE KEEP A COPY OF THIS ON YOU AND RETURN TO THE ATHLETIC DEPARTMENT 1
STUDENT INFORMATION:

Student Name: ID NO: _ ‘
Address: City Zip: |

Year in school (please circle):: 9 10 11 12

Parent/Guardian: Ermail: Cell Phone:
Parent/Guardian: Email: Cell Phone:
Student lives with (please circle): Mother & Father Father & S'tepmother Father only

Mother & Stepfather Mother only Grandparents Guardian

EMERGENCY CONTACT INFORMATION: Please provide information for primary and alternative contact
persons who may be notified in case of an emergency.

Name of Primary Contact: ‘ Relation:
Address: City: Zip:
Primary Phone: Alternate Phone: :
Name of Alternative Contact: Relation: ’
Address: City: Zip:

Primary Phone: Alternate Phone:

CONDITIONS/ISSUES:  Please list any medical issues the student may have; i.e. asthma, allergies......

The information requested on this form is confidential and for emergency use only. In the event of an emergency while participating in
an athletic event, the information will be used by Wadsworth City School Athletic Department personnel. Please provide accurate,
complete and true information.

tn case of an emergency, | give permission for my child and child's information to be released/treated for emergency purposes. | also
agree that any of my emergency contacts listed on this card may be notified in an emergency, as needed.

Parent Signature: Today's Date:

“Where Quality Education i5s a Community Tradition”






