FULTON COUNTY SCHOOL SYSTEM DEPARTMENT OF ATHLETICS
VERFICATION OF INSURANCE COVERAGE

Effective for School Year 2022.2023

I have waived the medical/health insurance coverage that has been approved by the Fulton County School

System and offered to my child, ,Date of Birth:
(Name of Child)

The medicai/ health insurance that I am using for my child for the current school year at

,is provided by, .and
{(School Name) (Name of Insurance Company)

the insurance policy number is - This insurance policy
‘ (Insurance Policy Number)

is in effect from: to,
(Date) (Date)

Attach a copy of Medical/Health Insurance Certificate to this form to verify information listed above, Thank you.

The above medical/health insurance coverage provides for the following interscholastic athletics activities:
1. 2,

3. 4,

We/l understand that per The Georgia High School Association a Pre-participation Physical evaluation must be performed by a
physician to medically screen each student who participates in the interscholastic athletic programs of the Fulton County School
District, We/l understand that a basic medical screening (the required physical exam) is general in nature and limited in scope and
does not indicate or assure me/us that my/our child is completely free from impairments, If I/we wish for a more detailed physical
exam to be performed upon my/our child then it is my/our responsibility to arrange and to pay for such an exam. If this more
detailed exam is performed, it is my/our responsibility to notify the Fulton County School District, and it's appropriate employees,
of any potential medical problems uncovered by any physical exam given to my/our child other than the general physical required
by the school system for athletic participation. I agree to fully waive any and all claims of whatever nature, fully and finally. now
and forever, for my/our child, for myself, my estate, my heirs, my administrators, my executors, my assignees, my agents, my
successers, and for all members of my family, and to indemnify, release, defend, exonerate, discharge and hold harmless all
current, former and future members of the School Board of the Fulton County Board of Education, all current, former and future
employees of the Fulton County Board of Education, their schools, their trustees, officers, Board of Education, agents, coaches,
athletic trainers, physicians, volunteers, and any other practitioner of the healing arts (an "Indemnified Party”) from any and all
liability, personal or property damages, claims, causes of action or demands brought against the Fulton County School District or
indemnified party arising out of any injuries to my/our child or to his or her property or losses of any kind which may result from
or in connection with his or her participation in any activity related to the interscholastic athletic programs provided by the Fulton
County School District.

My signature below attests that I have read, understood and concur with the information on this form, and that I give consent for my
child to participate in the athletic programs as stated above.

ALL PARENTS/GUARDIANS/ MUST SIGN BELOW AND DATE

Signature of parent/guardian: Date:

Signature of parent/guardian: Date;

Date:

Signature of student

PRIOR TO PARTICIPATION IN ANY CONDITIONING, TRYOUT, PRACTICE SESSICN, OR PLAY IN ANY
INTERSCHOLASTIC ATHLETIC ACTIVITY, THE STUDENT-ATHLETE MUST SUBMIT THIS FORM FOR PARTICIPATION
IN INTERSCHOLASTIC ATHLETICS TO THE COACH OF THE ACTIVITY. FAILURE TO SUBMIT THIS FORM WILL
DELAY THE ELIGIBILITY OF THE STUDENT-ATHLETE TO JOIN THE TEAM
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FULTON COUNTY SCHOOL SYSTEM DEPARTMENT OF ATHLETICS

.STUDENT’S APPLICATION FOR PARTICIPATION IN INTERSCHOLASTIC ATHLETICS
AND VERIFICATION OF INSURANCE

Sport; i Date of first practice: » 2022/2023
Student Name: Male Qor Female Q
(Last name) (First name) M
Date of Birth; Ages years old
{Month) Day) (Year)
Address:
{(# and Street Name) {City) (State) {Zip Code)
Home Telephone #; Emergency Telephone #
Cellular Telephone #:

This application to represent my school in interscholastic activities is entirely voluntary on my part and is made with the
understanding that I have studied and understood the Eligibility Standards that I must meet to represent my school and that T have
not violated any of these standards. I understand that not meeting the standards set by the school or being ejected from an
interscholastic contest becauss of an unsportsmanlike act, could result in my not being allowed to participate in the next contest or
suspansion from the team either temporarily or permenently, I understand that if T transfer to another school my eligibility may be
affected under the Georgia High School Association’s eligibility standards,

Student Sigratare:

(Signature) ' (School) (Date)

T hereby congent for the above student to represent hisfher school in interschalastic activities. I have received a Student/
Parent Handbook for GHSA Sanctioned Inferscholastic Activities 2020-2021, 1 understand that I am responsible for reading the
contents of this publication and that questions related to this publication can be addressed to the Fulton County
Athletic Director at 470-254-6892, If I, the parent(s)/guardian(s}), cannot be reached in the event of a medical emergency, I do give
consent for the school to obtain emergency transportation to the physician or hospital of its choice, and such medical care as is
reasonably necessary for the welfare of the student if he/she is injured in the course of participation in interscholastic activities, 1
give permission for the above student to perticipate in school-sponsored trips, including overnight trips, associated with Fulton
County School’s interscholastic athletio competitions. In the event that transportation is not provided by the Fulfon County School
System, transportation will be fite student’s or the parent's /guardian’s responsibility. In addition, I agree not to pssert agalngg the
Fuiton County Board of Edueation, all current, former and future members of the School Board of the Fulton County Board of
Education, all current, former and future employees and/or voluntesrs of the Fulton County Board of Education, and their heirs,
executors, administrators, successors, and assigns, in any court of law, any claim or claims that the student andfor parent or egal
guardian had, now have, or may have in the future, whether known or unknown,
arising out of, during, or in conjunction with the student’s participation in the activity, any trip, or transportation associated with
the activity, or the rendering or emergency medical procedures ot treatment, if any,

All parents and guardians must sign and date this form

Signature of parent/guardian: __Date:

Signature of parent/guardian: ‘ Date:

PRIOR TO PARTICIPATION IN ANY CONDITIONING, TRYQUT, PRACTICE SESSION, OR PLAY IN ANY
INTERSCHOLASTIC ATHLETIC ACTIVITY, THE STUDENT-ATHLETE MUST SUBMIT THIS FORM FOR
PARTICIPATION IN INTERSCHOLASTIC ATHLETICS TO THE COACH OF THE ACTIVITY, FAILURE TO
SUBMIT THEIS FORM WILL DELAY THE ELIGIBILITY OF THE STUDENT-ATHLETE TQ JOIN THE TEAM,
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FULTON COUNTY ATHLETIC
EMERGENCY CONTACT FORM

2022-2023
High School:
Athlete information: Sport: Grade-
Date Prepared:
Athlete Name: Date of Birth:
Home Address: Home Phone Number:; Parent Name(s):
In case of an emergency, please contact in the following:
1) Name Relationship:
Phone Numbers: (H) (C) (W)
1} Name Relationship:
Phone Numbers: (H) (C) (W)

Insurance Information: (Every athlete must have medical coverage through an individual policy or

purchased through Fulton County School System).
Insurance Company: Policy Number:

OR: Indicate School Insurance Purchased

Medical Information:

Date of Last Physical:

Please list any known allergies:

Please list ongoing medical conditions and current medications:

Please list previous injuries:

Has the athlete ever had a concussion?

Please note any known medical issues which should be known by medical personnel upon

treatment:

Permission to Treat:

» Inthe event of a minor injury or discomfort, | give permission for the athletic trainer to treat
the athlete as needed.

«  If the parent/guardian/other (listed above} cannot be reached in the event of a medical
emergency, | do give consent for the school to obtain emergency transportation to the
hospital of its choice and such medical care as is reasonably necessary for the welfare of
the athlete if he/she is injured in the course of participation in interscholastic activities.

Signature of Parent or Guardian:

Name: Date:




. Fulton County School Transportation Release 2022-23
Since your student will be transported between schaol sites, events, activities during and after the school day, please

complete and sign the following form, and return it to your coach.
Q I wish for my student to be transported by Fulton County bus transportation ONLY.,
| wish to designate additional person(s) who may transport my student (see below),

| agree to hold Fulton County Board of Education harmless in the event of injury to
(student's name), including any property damage while the student is driving or being driven to or from a school site
and/or to school-related events, activities, or sites after school hours in a vehicle other than that provided by Fulton
County Board of Education.

In addition, | agree not to assert against the Fulton County Board of Education, all current, former and future
members of the School Board of the Fulton County Board of Education, all current, former and future employses
and/or volunteers of the Fulton County Board of Education, and their heirs, executors, administrators, successors, and
assigns, in any court of law, any claim or claims that the student and/or parent or legal guardian had, now have, or
may havec}n the future, whether known or unknown, based on any injurles sustained by the student while being so
transported.

| have read the above agreement, and voluntarily sign the release and waiver of liability, and further agree that
no oral representations, statements or inducements apart from the foregoing written agreement have been made,

Signature of Parent or Legal Guardian: Date:

Signature of Student Athlete; Date;

Designated Driver (if apolicable): All designatad drivers must be over 18 years of age or an immediate family
relative.

(Student's Name) has my
permission to be transported to and from school sites during the school day and/or to school-related events, activities,
or sites after school hours as a paticipant on the School

Team. Either | or my designated driver, ,
will be transporting the student to and/for from the event or activity. Either | or my designated driver will present himself
or herself to tha head coach and/or assistant coach after the event or activity has been completed in order to verify the
intent to transport the above mentioned student.

Signature of Parent or Legal Guardian: Date:
Signature of Student Athlete: ' Date:_
Signature of Designated Driver; Date:
{FOR SCHOOL USE ONLY)
Received by . on
(print full name) (print date)

Signature of receliving party:

PRIOR TO PARTICIPATION IN ANY CONDITIONING, TRYOUT, PRACTICE SESSION, OR PLAY [N ANY
INTERSCHOLASTIC ATHLETIC ACTIVITY, THE STUDENT ATHLETE MUST SUBMIT THIS FORM TO THE
COACH OF THE ACTIVITY. FAILURE TO SUBMIT THIS FORM WILL DELAY THE ELIGIBILITY OF THE
STUDENT-ATHLETE TO JOIN THE TEAM.
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B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

Note: Complete and sign this form {with your parents I younger than 18) bafore your appointment,

Name: Dats of birth:
Date of examination: Sportfs):
Sex assignad ot birth {F M, or intersex): How do you Identify your gander? (F, M, or other}:

List past and current medica! conditions.

Have you ever had surgery? [f yes, list oll past surgical procedures.

Medicines and supplements; List all current prascriptions, over-the-counter medicines, and supplaments {herbal and nutritional),

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

Potiert Health Questionnaire Version 4 (PHG-4)
Over the last 2 wesks, how often have you bsen bothered by any of the following problems# (check box next to appropriate number)

Notatall  Several doys  Over halfthe days  Nearly every day

Foaling nervaus, anxious, or on edge Clo 1 2 K
Not being able fo stop or control worrying o O 02 03
Little interest or pleasure In doing things Clo Ch Oz s
Fealing down, deprassed, or hopeless o IR C2 3

(A sum of 23 is considlered posilive on either subscale [questions 1 and 2, or questions 3 and 4] for scraening purposes.)

| [GONTING

9. Do you get light-headed or fesl shorter of breath
thon your friends during exercise?

1. Do you hava any concerns that you would [iks to
dliscuss with your provider?

2. Has ¢ provider sver denled or restricted your 10, Heve you ever hol a selzure?

parficipation in sporls for any recson?

3. Do you have any engolng medical issues or

11. Hos ony fomily member or relativa died of haart
probloms or had an unexpected er unexplained
sudden death before age 35 years {including
drowning or unexplelned cor crash?

4. Hove you ever possed out or nearly passed out
during or after exergiss¥

12, Daes anyone in your kanlly have o genstic heart
problem such as hypartrophic cardiomyepcthy
{HCM), Marfon syndrorne, archythmogenic right
ventriculer cordiemyepathy (ARVC), long GT
syndrome (LQITS), short QT syndrome [SQTS),
Brugada syndreme, or catecholominergic poly-
morphic ventricular tachycardic {CPVT)E

5. Hava yau ever had discomfort, pein, fightness,
or pressurd In your chest during exercise?

OO
0
mllm
A

&, Dees your heart svar race, flutter in your chest,
or skip beats {irregulor becis) during exercised

7. Hos a dector ever told you that you have any
heart problams?

8. Has o doslor ever recuested o test for your

haortt For exemple, electracordiography (ECG)
or achocardiography.

I O | = |
(] () (|

13, Has anyone in your family had o pacemaker or D
an implanted deflbriflator before age 35%




INTQUESTION

+ Have you ever had a siress fracture or an injury
to a bone, muscls, ligamant, oint, or tendon that
caused you fo miss o prachice or gamed

15. Do you have a bene, muscle, ligoment, or joint
infury thet bothers yous

- Do you cough, whesze, or hove difficully
breathing during or aftar exarcise?

L L]

17. Ara you missing a kidney, un eye, o fesicle
{males), your splesn, ar eny oiher organ?

18. Do you have groin or lesticle pein or o painful
bulge or hernia in the groin arsq?

19. Do you heve any recurring skin rashes of
rashes that come and go, Ineluding herpes or

methicllin-resistant Staphylocoecus aureus
{MRSA)

20. Have you had a concussion or hed injury thas
caused confusion, & prolonged headache, or
memary problems?

21, Have yov ever had numbness, had fingling, had
weakness In your arms or legs, or baan unabls
to mave your arms or fegs after being hit or
falling?

| MEDICALE

23. Do yau worry choul your weight?

26 Ara you frying to or has anyone recommended

thait you galn or lose welght?

27. Areyou on a speclal dist or do you aveid
cerlain types of foods or food groups?

28. Have you ever had on eating disorder?
o
29. Have you ever had a menstrual period?

30. How old were you when you had your first
menstrual period?

31, Whan was your most recent mensirucl pericds

32, How many perlods have yeu hed in the past 12
months#

Explain “Yos” answers here,

22, Have you ever becoms Il while exerclsing in the
heci?

23, Do you or does someona in your fomily have
sickle cell trait or diserset

24, Have you ever hed or do you have any praob-

OO0 O o oooosos

LHEACT OO 1) OEiaieg

lems with your eyes or visian?

| hereby state that, to the best of my knowledge, my answers 1o the questions on this form are complete

and correct,
Signature of athlote:

Signature of parent or guardian:

Date:

© 2019 Amarlcan Academy of Family Physiclans, American Academy of Podlalrics, Amorlcan Collage of Sparts Medlcine,
Amerlcan Orihopasclis Sociaty for Sports Medlcine, and Americon Ostaopothic Academy of Sports Medicing, Permisslan Is

tional purposss with ocknowleclgment,

Amsrican Medical Soclely for Sporfs Madicine,
gronted to reprint for nonsemmercial, edvea-




PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name;

PHYSICIAN REMINDERS
1.

Considar additional questions on more-sensitive issues,

Da you feel stressed out or under o lot of pressure?

Do you ever feel sad, hopalass, depressed, or anxious?

Da you feel sofe ot your home or residsnce?

Have you ever Iried cigarsttes, o-cigaratias, chewing tobaceo, snuff, o dip?

During the prst 30 days, did you use chewing tobucco, snuff, or dip?

Do you drink alcohol or uss any other drugs?

Have you ever tokon anabolic sferoids or vsed ony other performance-enhoncing supplementt
Have you ever taken any supplements to help you gain or lose weight or imprave your performance®
Do you wear « ssat belt, yse & helmet, and use condoms?

2. Conslder raviewing questions on cardiovaseular symptoms [Qd=Q13 of Histary Form),

Daote of birth;

..Q'.!C.C

f) ALIE)
Haight: Wheight:
/ ) Pulse: Vision: R 20/

Appedrance
*  Marfan stigmate (kyphoscoliosis, high-arched paleta, pacius axcavalum,
myopia, miiral valve prolapse {MVP], and dortic insufficianey]

Eyes, ears, nose, and throat

* Pupils equel '

* Haoring

arachnodactyly, hypariaxity, D

Lytnph nodes

| []

' L

Hearie D
L]

*_Murmurs lauscultation standing, auseuliation supine, and & Valsalva maneuver)
Lungs

Abdoman

Skin

* Herpes simplax virus [HSV}, lesions suggestive of methicilin-resistant Stephylococcys qureus {MRSA), or
finea corporls

Neurological

) y
Neck
Back
Shouldsr and arm
Efbow and forearm
Whist, hand, and fingers -
Hip aind thigh
Knea
Leg and ankle
Foot and toes

o

s
D
(o]

Functiongl D
*__Double-leg squat test, single-leg squat test, and box drop or step drop test

" Consider electrocardiography ([ECG), echocardiography, referral 1o o cardiologlst for abnormal cardine histery or exemination findings, or o combi-
nafion of those, '

Name of heolih care professional | print or type): . Dute:
Addrass; i Phone:
Signature of health care professional; » MD, DO, NP er PA

© 2017 American Academy of Family Physicians, Amerlcan Acadsmy of Pachialries, Amerlcon Colleye of Sports Medleine, Amerlean Medical Saclely for Sporls Modlicine,
Amerlcan Orthepeedic Socialy for Sporss Medicine, and Americen Ostsopathic Acaddemy of Sports Medicine, Permission s gronted io raprint for noncermergicl, sduca-
tlonal purposes with acknowlsciment,




B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Nome: Dats of hirth:

[Medically eligible for ll sperts withaut restriction

O Medically efigible for il sports without restriction with recemmendations for further evaluction or treatmeni of .

[ Medically sligible for certain sporis

[ Not medically eligible pending furiher evaluation
B Not medicelly efigible for any sports

Recommendations:

| have excimined the student nemed on this form and complated the preparticipation physicol svaluation, The uthlete doss not have
apparent clinieal contraindications lo practice and can parficipete in the sporifs) s outlined on this form, A copy of the physical
examination findings are on record in my office and ean be made available to the schoal at the recuest of the parents. If condifions
arise after the othlete has been cleared for participation, the physician may rescind the madical eligibility until the problem is resolved
and the potential consequances are completely explained to the athlete {and parents or guardians),

Nome of heallh care prafessional {print or type}: Date:
Address: _ Phonat
Signature of health core professional: , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION
Allergies:

Medications:

Cther Information:

Emergency eonlacts:

il

@& 2019 Americon Academy of Family Physicans, Americon Acodsmy of Pedicirlcs, Amerlcon Coflege of Sparts Madicine, Amerlcun Madical Saciely for Sports Muflcine,
American Orthopdedit Soclely for Sports Medicine, and American Osteopathic Academy of Sports Madlcins, Permission is granted o reptint for noncommercial, edyea-
tionaf purposes with acknowladgment,



 PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name: Date of birth;
Type of disability:

Date of disabilily:

Classification {if availabls);

Cause of disability {birth, disease, injury, or other);
List the sporis you are playing:

1.
2,
3.
4.
5.

Doryay regularly use @ bracs, an assistive device, or a prosihetic device for dally activifles
7. Do you use any specal brace or assistive davica for sporiag
8, Do you have any rashes, pressure sores, or ofher skin problems®
?._Do you heve o haaring Joss? Do yeu vse a hearing aid?
10. Do you have a visudl impairment?
11. Do you use any special devices for bowel or bladder function?
12. Do you have burning or discamfor! when urinaling?
13. Have you had autonomic dysreflexia?
14, Have yau ever been diagnosed as having a heat-related {hyperthermic] or cold-related {hypothermia) fliness?
15, Do you have muscle spasticity?
16. Do you have frequent seizures that cannot be controlled by medication?
Explain “Yes” answers hers,

Please indicate whether you have ever had any of the fallowing conditions:

Aflentoaxicl instbility
Radiographic {x-ray} evaluation for atlanteaxial instability
Dislocated joints {méra than one)
Easy bleading
Enlarged spleen
Hepaititis
|_Ostaopenic or estecporasis
| Difficuity cantrolling bowel
Difficulty controfing bladder
MNumbnass or tingling in ams or hands
MNumbness or fingling in lags or fest
Weakness in arms or hands
Weatknass in lags or fest
Recent chunge in coordination
Recent change in chilily fo walk
Sping bifidy
Latex allorgy
Explain “Yes” answers here,

[ hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and torract.
Signalvre of athlate:
Signaturs of parent or guordian:
Date;

@ 2015 Amerlcan Acaclemy of Fomily Physicians, American Academy of Pedlirics, American Collsge of Sports Medicine, Amarlean Msdical Soclaty for Sports Medicns, Amerlcan
Orthopasdic Sosfely for Sports Medicins, and Americon Ostaaputhic Academy of Sporls Medlicine, Parmission Js gromlsd to reprint for poncommerelal, educalional purpasss with
ucknowladgment.



Georgia High School Association
Student/Parent Sudden Cardiac Arrest Awareness Form

SCHOOL:

1: Learn the Early Warning Signs
If you or your child has had one or more of these signs, see your primary care physician:

» Fainting suddenly and without warning, especially during exercise or in response to loud sounds like doorbells, alarm
clacks or ringing phones

¢ Unusual chest palh or shortness of breath during exercise

¢ Family members who had sudden, unexplained and unexpected death before age 50

s Family members who have been diagnosed with a condition that can cause sudden cardiac death, such as hypertrophic
cardiomyopathy (HCM) or Long QT syndrome

¢ A sejzure suddenly and without warning, especially during exercise or in response to loud sounds like doorbells, alarm
clocks or ringing phones

2: Learn to Recognize Sudden Cardiac Arrest

If you see someone collapse, assume he has experienced sudden cardiac arrest and respond quickly. This victim will be
unresponsive, gasping or not breathing normally, and may have some jerking {Selzure like activity). Send for help and start CPR.
You cannot hurt him.

3: Learn Hands-Only CPR

Effective CPR saves lives by circulating blood to the braln and other vital organs untll rescue teams arrive, Itis one of the most
important life skills you can learn —and it’s easier than ever.

s Call 911 {or ask bystanders to call 911 and get an AED)

* Push hard and fast in the center of the chest, Kneel at the victim’s side, place your hands on the lower half of the
breastbone, one on top of the other, elbows straight and locked. Push down 2 inches, then up 2 inches, at a rate of 100
times/minute, to the beat of the song “Stayin’ Alive.”

* If an Automated External Defibrillator {AED) is available, open it and follow the voice prompts. it will lead you step-by-
step through the process, and will never shock a victim that does not need a shock.

By slgning this sudden cardiac arrest form, | give High School
permission to transfer this sudden cardiac arrest form to the other sports that my child may play. ! am aware of the
dangers of sudden cardiac arrest and this signed sudden cardiac arrest form will represent myself and my child during the
2022-2023 school year. This form will be stored with the athletic physical form and other accompanying forms
required by the School System,

| HAVE READ THIS FORM AND | UNDERSTAND THE FACTS PRESENTED INIT,

Student Name {Printed) Student Name {Signed]} Date

Parent Name (Printed) Parent Name (Signed) Date
{Revised: 3/21)



Georgia High School Association
Student/Parent Concussion Awareness Form

SCHOOL:
DANGERS OF CONCUSSION
Concussions at all levels of sports have received a great deal of attention and a state law has been passed to address this issue.
Adolescent athletes are particularly vulnerable to the effects of concussion. Once cansidered little more than a minor “ding” to the
head, it is now understood that a concussion has the potential to result in death, or changes in braln function {elther short-term or
long-term). A concussion is & braih injury that results in a temporary disruption of normal brain function. A concussion gccurs when
the brain Is violently rocked back and forth or twisted inside the skull as a result of a blow ta the head or body. Continued participation
in any sport following a concussion can lead to worsening concussion symptoms, as well as increased risk for further injury to the
brain, and even death,
Piayer and parental education in this area is crucfal - that Is the reason for this document. Refer to It regularly. This form must be
slgned by a parent or guardian of each student who wishes to participate In GHSA athletics, One copy needs to be returned to the
school, and one retained at home,
COMMON SIGNS AND SYMPTOMS OF CONCUSSION

+ Headache, dizziness, poor balance, moves clumsily, reduced energy level/tlredness

¢ Nausea or vomiting

e Blurred vision, sensitivity to light and sounds

* Fogginess of memeory, difficulty concentrating, slowed thought processes, confused about surroundings or game

assignments
¢ Unexplained changes in behavior and personality
e Loss of consciousness (NOTE: This does not occur in all concussion eplsodes.)

BY-LAW 2.68: GHSA CONCUSSION POLICY: In accordance with Geergia law and national playing rules published by the Natlonal
Federation of State High School Associations, any athlete who exhibits signs, symptoms, or behaviors consistent with a concussion
shall be Immediately removed from the practice or contest and shall not return to play until an appropriate health care professional
has determined that no concussion has occurred, {NOTE: An appropriate health care professional may include licensed physician
(MD/DO) or another licensed Indlvidual under the supetvision of a licensed physiclan, such as a nurse practitioner, physician assistant,
or certlfled athletic trainer who has recelved training in concussion evaluation and management,

a) No athlete is allowed to return to a game or a practice on the same day that a concussion {a) has been diagnosed, OR (b} cannot be
ruled out,

b) Any athlete diagnosed with a concussion shall be cleared medically by an appropriate health care professional prior to resuming
participation in any future practice or contest. The formulation of a gradual return to play protocol shall be a part of the medical
clearance,

By signing this concussion form,! give High School
permission to transfer this concussion form ta the other sports that my child may play. | am aware of the dangers  of
concussion and this signed concussion form will represent myself and my child during the 2020-2023 school year, This
form will be stored with the uathletic physical form and other accompanying forms required by the

School System.
| HAVE READ THIS FORM AND [ UNDERSTAND THE FACTS PRESENTED IN IT,
Student Name {Printed) Student Nome (Signed) Date
Parent Name (Printed) Parent Name (Signed) Date

{Revised: 3/21)




