) SOMERSET COUNTY VOCATIONAL & TECHNICAL SCHOOLS
P.O. Box 6350 » 14 Vogt Drive ¢ Bridgewater, NI 08807-0350 « (908) 526-8900 + www.scvths.org

In order to be cleared for participation in sports at SCVTHS, a sports clearance packet
must be completed before an athlete can be involved in any athletic activity, including
tryouts/practice.

*NEW?* Physicals should be maintained by the healthcare provider completing the
physical exam. The only forms to be submitted to the SCVTHS Health Office are:
(Please note: all forms should be filled out in pen, not pencil)

Preparticipation Physical Evaluation Medical Eligibility Form
Standard Authorization of Use and Disclosure of Protected Health Information
Emergency Information / Medical Clearance Form

Somerset County Vocational & Tech High School Interscholastic Athletic Form

In addition to the sports packet there are additional acknowledgement forms that must be
read and signed by the parent/guardian and the student. As of August 1, 2024 links to
these forms are available in the Parent Portal under the Forms tab.

Deadlines for the sports packet and online forms are as follows:

e 2024 Fall Sport Physicals are due on Friday, August 2nd
e 2024-25 Winter Sport Physicals are due on Friday, November 1st
e 2025 Spring Sports Physicals are due on Friday, February 14th

The school nurse* will review all parts of the sports packet to make sure everything is
completed and signed by the parent/guardian and the student.

A new athletics sports packet is required for every school year. In order to be eligible for
the first day of tryouts, the completed forms must be submitted according to the above
deadlines. Forms not submitted within the specified timeframe may result in the
prospective student-athlete not being eligible for the start of tryouts. Coaches will be

notified of any ineligible players. *THE SCHOOL NURSE SHOULD BE INFORMED OF ANY
CHANGE IN MEDICAL STATUS OF A POTENTIAL ATHLETE THROUGHOUT THE SCHOOL YEAR.

Thank you for your cooperation.

Jaime Morales, Director of Athletics



This form should be maintained by the healthcare provider completing the physical exam (medical home), It should not be shared with
schools, The medical eligibility form is the only form that should be submitted to a school. The physical exam must be completed bya
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)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appoiniment.

Name: Date of birth:
Date of examinalion: Spori{s):
Sex assigned at birth (F, M, orintersex): ______ How do you identify your gender? (F, M, non-binary, or another gender):

Have you had COVID-192 (check one): OY 0ON

Have you been immunized for COVID-192 (check one)l: OY OMN Ifyes, have you had: [0 One shot 01 Two shots
M Three shots 1 Booster date(s)

List past and current medical conditions.

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

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nufritional).

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 hdlf the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little 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.)

GENERAL QUESTIONS HEARTHEALTH QUESTIONS ABOUT YOU
| [Explain “Yes" answers at.the end of this form. Circle (CONTINUED)
questions if you don't know the answer) 9. Do you get light-headed or feel shorier of breath
1. Do you have any concerns that you would like to than your friends during exercise?

discuss with your provider?

10. Have you ever had a seizure?
2. Has a provider ever denied or restricled your

parlicipalion in sporls for any reason? HEART HEALTH QUESTIONS ABOUT YOUR FAMILY: [Unsure 'Yes No
3. Do you have any ongoing medical issues or recent 11. Has any family member or relative died of
illness? heart problems or had an unexpected or
HEART HEALTH QUESTIONS ABOUT YOU Yes No unexplained sudden death before age 35
years (including drowning or unexpluined car
4. Have you ever passed out or nearly passed out crash)?

during or alter exercise?

12. Does anyone in your family have a genelic
heart problem such as hyperirophic cardio-
myopathy (HCM), Marfan syndrome, arrhyth-

6. Does your heart ever race, flutter in your chesl, mogenic right ventricular cardiomyopathy

or skip beals (irregular beats) during exercise? {ARVC), long QT syndrome (LQTS), short QT
syndrome (SQTS), Brugada syndrome, or
calecholaminergic polymorphic venlricular
tachycardia (CPVT)?

5. Have you ever had discomfort, pain, fighiness,
or pressure in your chest during exercise?

7. Has a doctor ever told you that you have any
heart problems?

8. Has a doctor ever requested a test for your

heart? For example, elecirocardiography (ECG) 13. Has anyone in your family had a pacemaker
or echocardiography. or an implanted defibrillator before age 352




bone, muscle, ligament, joint, or tendon that caused
you lo miss a praclice or game?

BONE AND JOINT QUESTIONS: Yes | No MEDICAL QUESTIONS (CONTINUED) Yes ' No|
14. Have you ever had o siress fraclure or an injury lo a 25. Do you worry about your weighl?

26. Are you lrying to or has anyone recommended that
you gain or lose weight?

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

L. MEDICAL QUESTIONS

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

17. Are you missing a kidney, an eye, a lesticle, your
spleen, or any other organ?

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

28, Have you ever had an ealing disorder?

U MENSTRUAL QUESTIONS

29. Have you ever had a mensirual period?

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

18. Do you have groin or leslicle 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 Staphylococcus aureus (MRSA)2

20. Have you had a concussion or head injury thal
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable to
move your arms or legs after being hil or falling?

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

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

24. Have you ever had or do you have any problems
with your eyes or vision?

31. When was your most recent mensirual period?

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

months?

Explain “Yes” answers here,

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

and correct,

Signalure of alhlete:

Signalure of parent or guardian:

Dale:

© 2023 American Academy of Family Physicians, American Academy of Pedialrics, American College of Sports Medicine, American Medical Sociely for Sporls Medicine,
American Orlhopaedic Sociely for Sporls Medicine, and American Osteapalhic Academy of Sporls Medicine. Permission is granted lo reprint for noncommerciol, educa-

lional purposes with acknowledgment.



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

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

Name; Date of birth:

I. Type of disability:

2, Date of disability:

3. Classification (if available):

4, Cause of disability (birth, disease, injury, or other):

5. List the sports you are playing:

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

7. Do you use any special brace or assistive device for sports?

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

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

10. Do you have a visual impairment!

I1. Doyou use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating!

13. Have you had autonomic dysreflexial

14, Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?

15. Do you have muscle spasticity!

16. Do you have frequent seizures that cannot be controlled by medication?

Explain "Yes" answers here.

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

Atlantoaxial instability

Radiographic (x-ray) evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs orfeet

Recent change in coordination

Recent change in ability to walk

Spina_bifida

Latex allergy

Explain “Yes" answers here.

| hereby state that, to the best of my knowledge, my answers to the ¢uestions on this form are complete and correct.
Signature of athlete:

Signature of parent or guardian:

Date:

O X019 Aneican Awskmy o Family Physicians, American Acslemy o Peddrics, Ameican Cdlep? o Sporls Medcine, Amedcan Meded Swidly le Spds Medcine, Amedcan
Odhopaed e Swiely for Speds Medcine, ad Aredcan Osteopattic Ardhmy o Spds Medcine. Pemission s gaded lo regart for mecommerdd, condiond pposes with
acknowledgmentl.



This form should be maintained by the healthcare provider completing the physical exam (medical home), It should not be shared
with schools, The medical eligibility form is the only form that should be submitted to a school, The physical exam must 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,

M PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider addilional questions on more-sensiive issues.
* Do you feel siressed oul or under a lot of pressure?
Do you ever feel sad, hopeless, depressed, or anxious?
Do you leel sale at your home or residence?
Have you ever triedy cigarelies, e-cigurelles, chewing tobacco, snuff, or dip?
During the past 30 days, did you use chewing tobacco, snulf, or dip?
Do you drink alcohol or use any other drugs?
Have you ever laken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplemenis to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing queslions on cardiovascular symploms {Q4-Q13 of History Form).

Height: Weight:

‘ BP: / ( / Pulse:
COVID:19 VACCINE

Previously received COVID-19 vaccine: OY ON _

Administered COVID-19 vaccine al thisvisit  OY (ON Ifyes: O First dose [ Second dose 01 Third dose O Boosler date(s)

Vision: R 20/ L20/ Corrected: Y ON

MEDICAL NORMAL | ABNORMAL FINDINGS

Appearance

e Marlan sligmata (kyphoscoliosis, high-arched polate, pectus excavalum, arachnodactyly, hyperlaxity,
myopia, milral valve prolapse [MVP), and aorlic insufficiency)

Eyes, ears, nose, and throat

e Pupils equal

¢ Hearing

Lymph nodes

Hearr

¢ Murmurs (auscultation standing, auscullalion supine, and #+ Valsalva maneuver)

Lungs

Abdomen

Skin

o Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus [MRSA, or
linea corporis

Neuralogical
0 A ORMA ABNORMA )

Neck

Back

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Fool and toes

Funclional
» Double-leg squal fesl, single-leg squal test, and box drop or step drop fest

* Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examinalion findings, or a combi-
nation of those.

Name of hedlth care professional (print or type): Date:

Address: Phone:

Signalure of health care professional: , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pedialrics, American College of Sporls Medicine, American Medical Sociely lor Sporls Medicine, American

O.v’:hop‘;:j‘;c Sociely for Sports Medicine, and American Osleopolhic Academy of Sports Medicine. Permission is granled lo reprint for noncommercial, educalional purposes with
acknoy menl,



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form 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 for all sports without restriction

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

o Medically eligible for certain sports

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

Recommendations:

I 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 sport(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 completely explained to the athlete (and parents or guardians).

Signature of physician, APN, PA Olice stmmp foptional)

Address:

Name of healthcare professional (print)

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

Signature of healthcare provider

Shared Health Information

Allergies

Medications:

Other information:

Emergency Contacts:

© 2019 Amevican Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, Anierican Medical Sociely for Sports Medicine,
American Orthopuedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educational
purposes with acknowledgment.

*This form has been modified to meet the statules sel forth by New Jersey.



Doctors
is? Express

URGENT CARI

601 W, Union Ave, Bound Brook, NJ 08805
P: (732) 469-3627 F: (732) 667-3708

STANDARD AUTHORIZATION O USE
AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Information to be Used or Disclosed:
The information covered by (his authorization includes: School Doctor, Nurse

Person(s) Authorized to Use or Disclose Information:
Information listed above will be used or disclosed by: School Doctor, Nurse

Person(s) to Whom Information May Be Disclosed:
Information described above may be disclosed to: Somerset County Vocational Technical High School

Expiration Date of Authorization:
This authorization is cffcctive through — one school year — unless revoked or terminated by the patient or
the patient’s personal representative,

Right to Terminate of Revoke Authorization:
You may revoke or terminate this authorization by submitting a written revocalion to AFC Urgent Care.
You should contact Normelis Bido, Center Administrator, to terminate this authorization.

Potential for Re-disclosure:

Information that is disclosed under this authorization may be disclosed again by the organization or
person to which it is sent, The privacy of this information may not be protected under the federal privacy
regulations.

Name of Patient/Student (print or type) Date
Signature of Patient/Student Date
Signature of Parent/Guardian Date

Relationship of Paticnt Representative to Patient Date



School District: Somerset County Vo-Tech High School

Emergency Information/Medical Clearance

Student Name: ' Birth Date:
Age: Grade: |ID#:
Address:
Street Town Zip Code

Home Telephone: ( )
Name of Parent(s) or Guardian(s):
Work Phone: ( ) Cell: ( ) )

Name Relationship
Work Phone: ( ) Cell: ( ) ,

Nome Relationship
Emergency Contact humbers: ( ) ,

Name Relationship
Emergency Contact numbers: ( ) _

Name Relationship
Family Physician: Phone: ( )
Insurance Company: Policy #:

In the event of a serious injury and your family doctor cannot be contacted, and if we are
unable to contact one or the other parent, does the coaching staff/athletic trainer have
your permission to seek medical attention from the nearest physician?

YES( ) NO{( ) Ifyour answeris NO, please state the procedure you wish the coaching

staff/athletic trainer to follow:

Parent/Guardian Signature:

Parent email:

SPORTS RELATED CONCUSSION/HEAD INJURY/CARDIAC FACT SHEET PARENT/GUARDIAN ACKNOWLEDGEMENT

| have reviewed the information regarding concussion, head injury and cardiac death in young athletes associated

with playing sports.

Parent/Guardian Signature:

Date:




Somerset County Vocational & Technical High School
Interscholastic Athletic Form

1. Request for Enrollment

, a student of the Somerset County Vo-Tech High School and in the

Student name
grade at Somerset County Vo-Tech High School, hereby request that | be enrolled as

a candldate for a place on the ' team of the aforementioned school.
Name of sporl

Date:

Stgnoture of student

2. Aclknowledgement of Physical Hazards

The undersigned hereby acknowledge that participation in athletics involves an inherent potential for injury.
Further, the undersigned acknowledge that even with the best coaching, rules, injuries are still a possibility, On
rare occasion these injuries can be so severe as to result in total disability, paralysis or even death. The
undersigned understand and accept this fact.

The Board of Education does not provide medical insurance coverage for student athletics. Such coverage must
be provided by your home, private or business insurance or the optional insurance company parents must choose
to purchase annually through BOLLINGER Insurance Company, P.0O, Box 1346, Morristown, NJ 07962; Phone il
(866)267-0092; http://www.bollingerschools.com/site/.

Date:

Signoture of Parent or Guardian

Date:

Signoture of student

|/we also hereby authorize the SCVTS school district Athletic Trainer, who is under the direction and guidance of
the SCVTS School Physician and Medical Director of AFC to render to our child any preventive measures for
injuries, first aid, treatment, rehabilitation, emergency treatment and telehealth and telemedicine that they deem
reasonable and necessary to the health and well-being of our child.

3. Consent of Parent/Guardian

, as the Parent/Guardian of hereby give
Name of Parent/Guardian Name of Student
consent to the participation of said student on the team at Somerset County Vo-Tech High
Name of Sport
School, | hereby certify that he/she was born in . | am advised that
Date of Birth Cily & State

student-athletes are held responsible for the athletic equipment and uniforms Issued to them by the school

district and | agree to be responsible for the same if they are lost.

Date:

Slgnature of Parent/Guardion

HO-Interscholastic athletic form.doc



