BOONTON PUBLIC SCHOOLS
JOHN HILL SCHOOL
435 LATHROP AVENUE - BOONTON - NEW JERSEY - 07005

Consent for Sharing Sport Physical Exam

Sharing Sport Physical (PPE) Exam

The Annual Sport Physical Exam (PPE) is completed and stored in the Medical
Home of the Student Athlete.

A confidential copy of the physical exam can be made available to the school at the
request / consent of the parents. This is for best continuum of care for your child
with the school.

I agree as the parent/guardian to allow sharing of sport physical exam from
Medical Home (healthcare provider) and the school.

Please PRINT this form and submit to the school nurse.

Date:

Name of School/Sport:

Student/Athlete Name (Print):

Parent/Guardian Name (Print):

Parent/Guardian Signature:

WWW.BOONTONSCHOOLS.ORG 973-335-9700, EXxT.2000



BOONTON HICH SCHOOL / JOBIN BILL SCHOOL
2024=2025

ATHLETIC/ ACTIVITY EMERGENCY CARD & PERMISSION SLIP

Name Grade (in 2024-25) Sex: M/F  Sport

Date of Birth Place of Birth Home Phone

Address Town Zip

Parent/Guardian (1) Busg, Phone Cell Phote
Parent/Guardian (2) Bus. Phone Cell Phone
Parent/Guardian e-mail (1) @ Parent/Guardian e-mail {2) ' @
Emergency Contact Phone

Student’s Physiclan Phone

Student’s Dentist Phone

Please list any medical conditions, health concerns, allergies, and medications for your child:

Please review code of conduct, team respect pledge, sterold, cardiac, concusston, eye injury form, opioid
fact sheet, opioid video acknowledgement, Pavent/guardian & student signatures indicate you have
reviewed and acknowledge this information, and cousent o all ferms/stipulations en this page.

Iy child will e participating in flie Boonton athletic program, I understand that participation i a spozt or activity carries a 1isk of belng
injured that is inherent in all sports, And, despite the use of protective equiptment and proper technique, the risk of injury may be savere,
{ncluding the risk of fractures, brain injurles, paralysis or even death. Y will not hold the school authorities responsible in the event of accident
or {ujury resulting from my child’s pasticipation in the athlettc program, ¥ understand, however, that Boonton Public Schaols cairies
nswance and that my ohild will be covered by this insurance according to the limitations and conditions set forth In the poliey, The
insurance contract nvolves an agreement between the company and parents, Nelther the Board of Tducation nor its employees are to be

consldered participants in this polley beyond the normel actions required for the processing of clalms,

In the event of an eirergency and I cannot be reached, I give ny portnission for my son/daughter to bo glven necessary immediate medical
care at s hospital or other medical or dental facility. (sipnature of parent/guardian)

I give my consent and approval for my son/danghter to participate fn (spott) during
the school year in sccordance with the rules and regulations of the NISIAA and Boonton Board of Education,
1 have read, vaderstand and agree fo abide by the rules and regulations set forth by the Boonton Board of Education, Boonton Athletic

Deparhoent and the NJSTAA,

" Date:

Signature of Parent/Guardian:

Student Signature: ’ Date:
e

b

Immunizations Irapact Testing

Physical Completed Nurse’s Signature
Credits Adthletic Director’s Signature




Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Farm is the only form that should be submitted to
school. It should be kept on file with the student’s school health record.

Student Athlete’s Name Date of Birth

'

Date of Exam

o Medically eligible forall sports without restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sporis

o Not medically eligible pending further evaluation
o Notmedically eligible for any sports

Recommendations:

1 have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the spori(s) as outlined on this form. A copy of
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is
resolved and the potential consequences are comnpletely explained to the athlete (and parents or guardians).

Signature of physician, AFN, PA Difice stamyp {optional)

Address:

Name of healtheare professional (print}

I certify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of
Education.

Signature of healtheare provider

Shared Health Information

Allergies

Medications:

Other information:

Emergency Contacts:

© 2019 American Academy of Family Physicians, American Academy af Pediatrics, dmerican College of Sports Medicine, American Medical Society for Sports Medicine,
Americar Orthapaedic Society for Sparts Medicine, and American Osteapathic Academy of Sporis Medicine. Permission is granted lo reprint for noncommercial, educational

purposes with acknowledgment.
*This form has been modified to meef the statutes set forth by New Jersey.




"This form should be maintained by the healfhcare provider completing the physical exam (medical home). T should not be shared
with schools. The medical eligibility form is the only form that should be submitted to a school. The physical exam roust be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the
Student - Athlete Cardiac Assessment Professional Development module Hosted by the New Jersey Department of Education,

B PREPARTICIPATION PHYSICAL EVALUATION (interim Guidance)
PHYSICAL EXARINATION FORM

Name:

PHYSICIAN REMINDERS
1. Consider additional questions on more-sensitive issues.
s Do you feef stressed out or under a lot of pressure? |
o Do you ever feel sad, hopeless, depressed, or anxious?
» Do you feel safe at your home or residence?
 Have you ever fried cigareHles, e-cigareftes, chewing fobacco, snulf, or dip?
During the past 30 days, did you use chewing tobacco, snuff, or dip?
Do you drink aleohol or use any other drugs?
Have you ever taken anabolic sleroids or used any other performance-enhancing supplement?
s Have you ever fuken any supplements fo help you gain or lose weight or improve your performance?
v Do you wear a seal bell, use o hefmet, and use condoms?
2. Consider reviewing quastions on cardiovascular symptomns (Q4-@13 of History Form},

Date of birth:

]

e ®

e
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BP: / [/ }  Pubse Vision: R 20/ L 20/ Corrected: Y [N

LT s Glieie e 2L
Previously received COVID-19 vaccine: OY DON
Administered COVID-19 vaccine at this visit: (1

ON  Ifyes

Appearance
o Marfun stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnadaclyly, hyperlaxity,

myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
o Pypils equod
» Hearing

Lymph nodes

Hearte
e Murmurs {ausculiation standing, auscullation supine, and * Valsalva maneuver)

Lungs
Abdomen

Skin
o Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphyfococcus aureus [MRSA), or

tinea corporis

Neurelogical

| (ASKELETA ORMA ABKIORME b
Neck

Buck

Shovider and arm
Elbow and forearm
Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Feot and toes

Functional
* Double-leg squat test, single-leg squat test, and box drop or step drop test

= Consider electrocardiography {ECG), echocardiography, referral to o cardiologist for abnormal cardiae history or exaeination findings, or a combi-

nation of those.
Name of health care professional (print or type):
Address: Fhone:
Signature of hedfth care professional:

@ 2019 American Academy of Family Physicians, American Academy of Pediairics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Onthopaedic Sociaty for Sports Medicine, and American Qsteoputhic Acadamy of Sparis Medicine. Permission is graned lo reprint for noncommercicd, educalional purposes with

acknowledgment,

Date:

, MD, DO, NP, or PA




This form should be maintained by the healtheare provider completing the physical exam. (medical home). Tt should not be shared with.
schoals. The medical eligibility form is the only farm that should be submitéed to a schoel. The physical exam must be campleted by a
healtheare provider who is a licensed physician, advanced practice muse or physician assistant who has completed the Student-Athlete
Cardiac Assessment Professional Development module hosted by the New Jersey Department. of Education.

[ PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

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

Name: Date of hirth:
Date of examination: Sport{sk:
Sex assigned at birth (F, M, or intersex}: How do you identify your gender? {F, M, non-binary, or another gender}:

Have you had COVID-192 (check one): (1Y ON

Have you been immunized for COVID-192 {checkonel: OY ON  Ifyes, have you had: 00 One shot [ Two shols
O Three shots [ Booster dalels)

List past and current medical conditions.

Have you ever had surgery? IFyes, list all past surgical procedures.

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

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

Patient Health Questionnaire Version 4 {PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

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

(A sum of 23 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes. )

9. Do you get light-headed or feel shorter of breath
1. Do you have any concsrns thal you would like to than your Friends during exercise?

discuss with your provider?

10. Have you ever had o seizure?

2. Has a provider ever denied or restricted your
participation in sports for any reason? : Fad L
11. Has any family member or relative died of
heart problems or had an unexpected or
unexplained sudden death before age 35
years {including drowning or unexplained car
4. Have you ever passed out or nearly passed out crash)?

during or after exercise?

3. Do you have uny ongoing medical issues or recent
ilfness?

12. Does anyone in your family have a genetic

5. Have you ever had discomfolrf, pain, !.ighiness, hedst problem such as hypertrophic cardio-
or pressure in your chest during exercise? myopathy (HCM), Marfan syndrome, archyth-
6. Doaes your heart ever race, flutter in your chest, mogenic right veniricular cardiomyopathy
or skip heats (irregular heats) during exercise? [ARVC), long QT syndrome {LQTS), short QT

syndrome {SQTS), Brugada syndrome, or

7. Has a doctor ever told you that you have any i ' °
catecholuminergic polymorphic ventricular

heart problems?
eqrl proverms tachycardia (CPYT)?
8. Has a doclor ever requested « test for your
heart? For example, eleckocardiography (ECG] 13. Has anyone in your family had a pacemaker

or echocardiography. or an implanted defibrillator before age 352




e . = 2E S
14, Have you ever had o siress fraclure or an injury to a
bone, muscle, ligament, joint, or tenden that caused
I
you fo miss a practice or game?

25. Do you worry about your weight?

26. Are you trying fo or has anyone recommended that
you gain or Jose weight?

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

16. Do you cough, wheeze, or have difficulty breathing
during or after exercise?

27. Are you on a special diet or do you avoid certain
types of foods or food groups?

28. Have you ever had an eating disorder?

29. Have you ever had o menstrual period?

17. Ase you missing o kidney, an eye, o testicle, your
spleen, or any other organ?

30. How old were you when you hod your first mensteual
period?

18. Do you have groin or lesficle pain or a painful bulge
or hernia in the groin area?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Sfaphylocaecus aureus (MRSAJE

31. When was your most recent menstrual period?

32. How many periods have you had in the past 12

20. Hove you had a concussion or head injury that
caused confusion, a prolonged headuche, or
memory problems?

months?

Explain “Yes” answers here,

21. Have you ever had numbness, had fingling, had
waakness in your arms or legs, or been unabte lo
move your orms or legs after being hit or falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family U
have sickle cell trait or disease?

24, Have you ever had or do you have any problems
with your eyes or visiong

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

and correch,

Signature of athlefe:

Signature of parent or guardion:

Date:

@ 2023 American Academy of Family Physicians, American Academy of Pedialrics, American College of Sparis Medicine, American Medical Society for Sporis Medicine,
American Orthopaedic Sociely for Sports Medicine, and American Osteapathic Academy of Sports Medicine, Permission is granted fo reprint for noncommercial, educa-

tional purposes with ucknowledgment,




This form should be maintained by the healthcare provider completing the physical exam [medical home). It should not be
shared with schools. Tha Medical Eligibility Form is the only form that should be submitted to a school.

m PREPARTICIPATION PHYSIGAL EVALUATION

ATHLETES WATH DISABILITIES FORIV: SUPPLEMENT TO THE ATHLETE HISTORY
Date of birth:

Name:

1. Type of disability:

2. Date of disabifity:

3. Classification {if available):
4

5

. Cause of disabllity {birth, disease, injury, or other):
. List the sports you are playing:

. Do you regularly use a brace, an assistive device, or a prosthetic device for daily activities?

. 2o you use any special brace or assistive device for sports?

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

Do you have a visual impairment?
Do you use any special devices for bowel or bladder function?

6

7

8. Do you have any rashes, pressura sores, or other skin problems?
4.

0.

1.

|
I
12, Do you have burning or discomfort when urinating!

13, Have you had autonomic dysreflexial
14, Have you ever beendisgnosed as having a heatrelated {(hyperthermia) or cold-related {hypothermia) illness?

15, Do you have muscde spasticity!
t6. Do you have frequent seizures that cannot be controlled by medication!

Explain “Yes” answers here,

of the following conditions:

Please indicate whether you have ever had

Atlantoaxial instability

Radiographic (x-ray] evaluation for atlantoaxial instability

Dislocated joints {more than one)

Easy bieeding

Enfarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficuley controlling bowe}

Difficulty controlling bladder
Numbness or tingling in arms or hands

Numbness or tingfing in legs or feet

Weakness in arms or hands

Weakness in legs orfeet
Recent change in coordination

Recent change in abifity to walk
Spina bifida

Latex allergy

Explain “Yes” answers here.

i hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.

Signature of athfete:

Signature of parent or guardian;
Dare:

Amesican  Colfege  of Spods  Medicine, Amedcan Medeal Scciely for Spords  Medicine, American

© 2018 Amencan Acedemy of Family Physiclans, Ameican Academy of Pedairics,
Pemission I granfed lo repint for noncommerdidl, edwalfond puposes with

Orhopaedic Sociely for Spos  Medicine, and Americen Osteopathic Academy o Spods Medicine.
acknaowledgment.




