Formularios de Hamilton West requeridos para autorizacion atlética

Utilice esta pagina como una lista de verificacién para sus formularios:

Atletas que regresan

Formulario de permiso de los padres - (Formulario 1 en el paquete) Debe completarse cada temporada
para el deporte que decida probar.

Actualizacién del Historial de Salud: cualquier atleta que regrese y haya tenido un examen fisico que
se completd en los ltimos 365 dias y fue autorizado para probar un deporte durante el afio escolar
anterior debe completar un NUEVO Cuestionario de Actualizacién del Historial de Salud del
Departamento de Educacién de NJ (Formulario 2 en el paquete)

Ambos formularios se pueden dejar en la oficina de la enfermera.

Nuevos Atletas

Formulario de permiso de los padres: (Formulario 1 en el paquete) Debe completarse cada temporada
para el deporte que decida probar.

Actualizacion del historial de salud: cualquier atleta que regrese y haya realizado un examen fisico en
los ultimos 365 dias y haya recibido autorizacién para probar un deporte durante el afio escolar anterior
debe completar un NUEVO Cuestionario de actualizacién del historial de salud del Departamento de
Educacion de NJ (Formulario 2 en el paquete)

Paquete Fisico del Departamento de Educacion de NJ (Formularios 3, 4, 5y 6)

Todos los formularios se pueden dejar en la oﬁciné de la enfermera.

Padres, tengan en cuenta lo siguiente:

Formulario de Historial de Evaluacion Fisica previa a la participacion (Formulario 3 y 4) para ser
completado y firmado por un padre / tutor y un estudiante atleta. Lleve consigo estos formularios
completos al médico junto con el Formulario de Examen Fisico (Formulario 5) y el Formulario de
Autorizacion (Formulario 6). Ambos formularios deben ser completados y firmados en el consultorio
del médico. Deben incluir el sello del médico en el formulario de autorizacion.

La enfermeria no aceptard formularios fisicos que no estén firmados por el consultorio de su médico.

Asegurese de que la documentacion este completa antes de enviarnosla.

Formulario #4 (El Atleta con Necesidades Especiales: El Formulario de Historial Suplementario
solo es necesario para estudiantes con necesidades especiales o discapacidades).

Los Exdmenes Fisicos estdn vigente durante 365 dias.

Para participar en casa deporte / cada temporada, se requiere un formulario de permiso de los padres. Si
su examen fisico aun esta vigente, también deberd completar junto con el formulario de permiso, un
Cuestionario de Actualizacidn del Historial de Salud.

Todo el papeleo fisico se puede encontrar en el sitio web de la escuela entrando a la pagina de inicio

y haciendo clic en Atletismo, luego en Examenes Fisicos Atléticos o Pagina de enfermeras.




Otros formularios que seran requeridos, pero los entregara a su entrenador
después de formar parte del equipo:

Q Hoja de datos de conmocién cerebral de Heads Up

U NJSIAA Formulario de reconocimiento de padres/tutores para pruebas de

conmocidn cerebral

U poliza de pruebas de esteroides de NJSIAA Consentimiento para pruebas

aleatorias

O Formulario de comunicado de prensa

Q Hoja de informacién sobre muerte stbita cardiaca en atletas joévenes

U Hoja informativa sobre el uso y el uso indebido de opioides




HAMILTON TOWNSHIP SCHOOLS
DEPARTMENT OF STUDENT SERVICES AND PROGRAMS
OFFICE OF SCHOOL HEALTH SERVICES
BULLETIN TO PARENTS REGARDING COMPETITIVE ATHLETICS

Your student has expressed an interest in participating in the competitive athletic program. As you know,
the school has the responsibility to safeguard and promote the health of all students.

Each student, prior to participation on a school-sponsored interscholastic or intramural athletic team or
Squad, must receive a medical examination and health screening. The examination must be conducted
within 365 days prior to the first practice session. The report of health findings of the medical examination
must be documented on the Athletic Pre-participation Physical Examination Form approved by the
Commussioner of Education and provide by the board of education A completed and parent signed
health history questionnaire must also be provided. Medical examinations are to be completed by the
student's physician. Students that do not have a private physician may request an examination by the
school physician. A physical must include: examination of mouth, teeth, throat, skin, eyes, nose, chest
contour, testes, hernias, as well as assessment of the neck, neurological functions, heart, abdomen,
back, and auscultation and percussion of lungs as defined in N.J.A.C. 6A: 16-2 2. A screening includes:
height, weight, vision, hearing, and blood pressure. Each student whose medical examination was
completed more than 60 days prior ta the first practice session must provide a new parent permission and
health history questionnaire update of medical problems experienced since the last medical examination

Both must be signed and dated by the parent.

Students planning to participate in school-sponsored contact or moderate contact sports teams are also
required to have pre-concussion testing prior to the start of practice for that team. Post-concussion

testing is also required iIf applicable.

The school distnct is required to provide written notification signed by the schaal physician to the parent
stating approval of the student's participation in athletics based upon the medical report or the reasons for
the school physician’s disapproval of the student’s participation.

A student that does not have a completed Athletic Pre-participation Physical Examination Form
shall not be permitted to participate. (N.J.AC.BA: 16-2.2)

The Board of Education has purchased insurance coverage to protect all participants in all interscholastic
sports programs, bands, marching units, and cheerleaders against accidental injury. Certificates of
insurance are posted in the Athletic Director’s office and band rooms. Although this coverage is very
broad, there are restrictions, imitations, and exclusions in this policy; and, in some cases, all medical bills

may not be covered in full Parents should also understand that medical bills are their primary
responsibility and not that of the school.

PLEASE NOTE® This policy I1s excess over any other insurance you may have.,
Thus PARENTS MUST USE THEIR QWN INSURANCE FIRST.

Please report any injuries immediately to the coach or faculty adviser. Claim forms will be provided by the
school, but it s always the parent’s responsibility to collect all medical bills and submit them to the
insurance company. Contact the High School Athletic Advisor or Middle Schoal Principal for insurance

information.

Thank you for your cooperation
SHIN 5Pa
Rev. 04/11
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HAMILTON TOWNSHIP SCHOOLS
DEPARTMENT OF STUDENT SERVICES AND PROGRAMS
OFFICE OF SCHOOL HEALTH SERVICES
Parent Pemmission for Student Athletics Participation Medical History

Student's Last Name First Name School/Grade Birth Date
Rar L ZE S
Sport Signature of Student Athlele Date

The school's athletic program is an integral part of the cumriculum and school personnel have devoted
gregt .eﬂo_n to assure that participating students are protected in every way possible. However,
participation in athlelics includes the risk of minor to severe injuries.

Participants have the responsibility to help reduce the chance of injury. Particlpants must obey all safety
rules and regulations, report all physical problems to the coach or athletic trainer, follow a proper
conditioning program and inspect protective equipment daily. Proper execution of skill techniques must
be followed by every sport, and especially contact sports.

Please read and acknowledge each of the following statements.
| consent to have my son/daughter represent histher school in approved athletic activities

except those excluded by the examining physician.
| grant permission for my son/daughter to accompany the school team of which he/she is

3 member o out-of-town trips.

in the event of an emergency requiring medical attention, | expect every reasonable
attemnpt to be made to contact me. In case | cannot be reached, | grant permissian for
any immediate treatment deemed necessary by the attending physician and transfer of
my son/daughter to a qualified medical facility. This authorization does not cover major
surgery unless formally decreed prior to surgery by two licensed physicians or dentists.

I agree not to hold the school, or anyone acting on its behalf, responsible for any injury
occurring to my son/daughter in the proper course of such athletic activities or travel.

I acknowledge that there are risks of physical injury involved in athletic participation which

may result in minor to severe injury.

| acknowledge that this activily is voluntary.
I grant pemmission for my son/daughter to participate in pre-concussion testing prior to the

L ]
start of practice and for post-concussion testing if applicable. (Mandatory to participata in
contact and moderate contact sports.)

Medical examinations are to be completed by the sludgnl's physician. Reports must be made by the
private physician on-the Athletic Pre-participation Physical Examination Form approved by the
Commissioner of Education and provided by the board of education. Students that do not have a private

physician may request an examination by the school physician. All examinations must be completed
within 365 days of the first day of practice.

| understand that the student athletg must refrain from practice of play whila ill or Injured, whether o not
receiving medical treatment and during medical treatment until he or she is discharged from treatment, A
signed statement from the attending physiclan is required for reentry. 3

| have read the Bulletin to Parents regarding competitive athletics on the back of this sheet.

In my opinion, there is no physiqal reason to prevent my sgn'sldaugh!er‘s participation in the compelitive
athletics program. | therefore, give my permission for participation if he/shae is approved by their physician
and the school medical inspector and has appropriate documentatlon,

.

Signature of Parent/Guardian Home Phone  Work Phone  Cel| Phone Date

CUER 22 SHIN 5Pa



Cuestionario de actualizacién del historial médico del Departamento de Educacién de Nueva Jersey

Nombre de Escuela:

Para participar en un equipo o escuadrn atlético interescolar o intramuros patrocinado por la escuela,
cada estudiante cuyo examen fisico se completé mas de 90 dias antes del primer dia de practica oficial
deberd proporcionar un cuestionario de actualizacién del historial médico completado y firmado por
el padre o tutor del estudiante.

Estudiante: Edad: Grado:

Fecha del ultimo examen fisico: Deporte:

Desde el tiltimo examen fisico previo a la participacion, ;su hijo / a:

1. ;Se le ha recomendado médicamente que no participe en un deporte? Si| | No

En caso afirmativo, describa en detalle:

2. (Ha sufrido una conmocion cerebral, ha estado inconsciente o ha perdido la memoria por un golpe en

la cabeza? Si D No

En caso afirmativo, explique en detalle:

3. ;Se ha roto un hueso o se ha torcido / dislocado / dislocado algan misculo o articulacién?

SiD No

En caso afirmativo, describa en detalle:

4. ;Desmayado? Si EI No D

¢En caso afirmativo, fue durante o inmediatamente después del ejercicio?




5. ¢Dolor en el pecho, dificultad respiratoria o "corazén acelerado?"  Si No
En caso afirmativo, describa:

L
6. (Ha habido antecedentes recientes de fatiga y cansancio inusual? Si No
7. ¢Ha sido hospitalizado o ha tenido que ir a urgencias? Si No

Si es si, expliquelo en detalle:

8. Desde el Giltimo examen fisico, ;ha habido una muerte subita en la familia o algiin miembro de la

familia menor de 50 afios ha tenido un ataque cardiaco o "problemas cardiacos"? Si

9. (Comenzb o dej6 de tomar alglin medicamento recetado o de venta libre? Si

10.  ¢Le han diagnosticado Coronavirus (COVID-19)? Si D No D

H| No

NOD

Si se le diagnosticé Coronavirus (COVID-19), ;su hijo/a tuvo sintomas? Sif

No

Si le diagnosticaron Coronavirus (COVID-19), ; fue hospitalizado su hijo/a? Si

Fecha: Firma del padre / tutor:

Devuelva el formulario completo a la enfermeria de la escuela.




EVALUACION FISICA - PRE-PARTICIPACION
FORMULARIO DE HISTORIAL MEDICO

(Nota: Este formulario debe ser rellenado por el paciente y padre/madre antes de ver al doctor. El doctor debe mantener este formulario en el expediente)

Fecha del examen

Nombre Fecha de nacimiento

Sexo Edad Grado Escuela Deporte(s) ———  ———

Medicamentos y Alergias: Por favor, indica todos los medicamentos con y sin receta médica y suplementos (herbales y nutricionales) que
estas tomando actualmente

Tienes alergias Osi ONo Silarespuesta es si, por favor identifica abajo la alergia especifica.
COMedicamentos OPolen O Comida OPicaduras de insecto

Explica abajo las preguntas respondidas con un “si”. Pon un circulo alrededor de las preguntas cuyas respuestas desconoces.

PREGUNTAS GENERALES Si | No PREGUNTAS SOBRE LA SALUD DEL CORAZON DE TU X
i o
1. jAlguna vez un doctor te ha prohibido o limitado tu FAMILIA Si
participacién en deportes por alguna razén? 13. jHas tenido algtin familiar que ha fallecido a causa de

2. ;Tienes actualmente alguna condicién médica? problemas de Forazén o que haya fallecido de fomja
Si es asi, por favor identificala abajo: inexplicable o inesperada antes de la edad de 50 arios

DO Asma Dl Anemia []Diabetes (incluyendo ahogo, accidente de tréfico inesperado,

OInfecciones o sindrome de muerte subita infantil)?

Otro: 14, ;Sufre alguien en tu familia de cardiomiopatia
hipertrofica, sindrome Marfan, cardiomiopatia
arritmogénica ventricular derecha, sindrome de QT

3. ¢Hassido ingresado alguna vez en el hospital?

4. _¢Hastenido cirugia alguna vez? corto, sindrome de Brugada, o taquicardia ventricular
PREGUNTAS SOBRE LA SALUD DE TU CORAZON Si | No polimérfica catecolaminérgica?
5. ¢Te has desmayado alguna vez o casi te has desmayado 15. ;Alguien en tu familia tiene problemas de corazén, un
DURANTE o DESPUES de hacer ejercicio? marcapasos o un desfibrilador implantado en sucorazén?
6. ;Has tenido alguna vez molestias, dolor o presién en el 16. ;Ha sufrido alguien en tu familia un desmayo
pecho cuando haces ejercicio? inexplicable, convulsiones inexplicables, o casi se
: " ha ahogado?
7. iAlguna vez has sentido que tu corazén se acelera o
tiene latidos irregulares cuando haces ejercicio? PREGUNTAS SOBRE HUESOS Y ARTICULACIONES Si | No
8. ;Te hadicho alguna vez un doctor que tienes un 17. ¢Alguna vez has perdido un entrenamiento o partido
problema de corazén? Si es asi, marca el que sea porque te habias lesionado un hueso, musculo,
pertinente ligamento o tendén?
O Presion alta O Un soplo en el corazén 18. ;Te has roto o fracturado alguna vez un hueso o
O Nivel alto de colestero] = Unainfeccionen el dislocado una articulacion?
corazén - = -
CIEnfermedad de Kawasaki [JOtro: 19. LHés sufr[do alguna vezuna lesién que !1a)./a reqL.lerldo
- radiografias, resonancia (MRI) tomografia, inyecciones,
9. ;Alguna vez un doctor te ha pedido que te hagas terapia, un soporte ortopédico/tablilla, un yeso, o muletas?

pruebas de corazén? (Por ejemplo, ECG/EKG,

; 20. ;Has sufrido alguna vez una fra as?
ecocardiograma) I g ctura por estrés

10. ¢Te sientes mareado o te falta el aire més de lo 21. {Te han dicho alguna vez que tienes o has tenido una
esperado cuando haces ejercicio? radiografia para diagnosticar inestabilidad del cuello
o inestabilidad atlantoaxial? (Sindrome de Down o

11. ¢Has tenido alguna vez una convulsién inexplicable?

enanismo)

12. {Te cansas mas o te falta el aire con mas rapidez que a

s Siiiiges iando haces Sleicind 22. ;Usas regularmente una tabilla/soporte ortopédico,
jercicio?

ortesis, u otro dispositivo de asistencia?

23. ;Tienes una lesién en un hueso, masculo o
articulacion que te esté molestando?

24. ;Algunas de tus articulaciones se vuelven dolorosas,
inflamadas, se sienten calientes, o se ven enrojecidas?

25. ;Tienes historial de artritis juvenil o enfermedad del
tejido conectivo?
(Por favor, contintie)




PREGUNTAS MEDICAS Si [No| |SOLOPARA MUJERES Si | No

26. {Toses, tienes silbidos o dificultad para respirar 52. ;Has tenido alguna vez el periodo menstrual?

durante o después de hacer ejercicio?

27. {Has usado alguna vez un inhalador o has tomado
medicamento para el asma?

53. ;Qué edad tenias cuando tuviste tu primer periodo
menstrual?

54. ;Cuantos periodos has tenido en los Ultimos 12 meses?

28. ;Hay alguien en tu familia que tenga asma?

oo
1

29. ;Naciste sin o te falta un rifdn, un ojo, un testiculo Explica aqui las preguntas a las que respondiste con un“s
(varones), el bazo, o algtin otro érgano?

30. ;Tienes dolor en laingle o una protuberancia o hernia
dolorosa en el 4rea de laingle?

31. jHas tenido mononucleosis (mono) infecciosa en el
dltimo mes?

32. ;Tienes algun sarpullido, llagas, u otros problemas en
la piel?

33. jHas tenido herpes o infeccién de SARM en la piel?

34. ;Has sufrido alguna vez una lesién o contusidn en
la cabeza?

35. ;Has sufrido alguna vez un golpe en la cabeza que te
haya producido una confusién, dolor de cabeza
prolongado, o problemas de memoria?

36. ;Tienes un historial de un trastorno de convulsiones?

37. {Tienes dolores de cabeza cuando haces ejercicio?

38. ;Has tenido entumecimiento, hormigueo, o debilidad
en los brazos o piernas después de haber sufrido un
golpe o haberte caido?

39. jHas sido alguna vez incapaz de mover los brazos o las

in mi mas leal sab tender,
Slamias despuids de haber suftidls in Bolpei haberte Yo por la presente declaro que, segtin mi mas leal saber y entender,

mis respuestas a las preguntas anteriores estan completas y son

caido?
correctas.
40. ;Te has enfermado alguna vez al hacer ejercicio cuando
hace calor? Firma del atleta

41, ;Tienes calambres frecuentes en los musculos cuando

b iagiing Firma del padre/madre/tutor legal
aces ejercicio?

42, ;Tienes tu o alguien en tu familia el rasgo depranocitico Fecha
o la enfermedad drepanocitica?

43, ;Has tenido algtin problema con los ojos o la vista?

44, ;Has sufrido alguna lesién o daio en los ojos?

45, ;Usas lentes o lentes de contacto?

46. ;Usas proteccion para los ojos, tal como lentes
protectoras o un escudo facial?

47. ;Te preocupa tu peso?

48, ;Estas intentando aumentar o perder de peso o alguien
te ha recomendado que lo hagas?

49, ;Estés siguiendo alguna dieta especial o evitas ciertos
tipos de comida?

50. ;Has tenido alguna vez un trastorno alimenticio?

51. ¢Tienes alguna preocupacién de la que quieras hablar
con el doctor?

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

New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71




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.

m 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 abrace, an assistive device, or a prosthetic device for daily activities!

R R, WL ORGSR oA R NN

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 dysreflexia?

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

5. 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 followin

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 or feet

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 questions on this form are complete and correct.

Signature of athlete:

Signature of parent or guardian:
Date:

© 2019 American Academy of Family Physicians, American Academy of Pedatrics, American College of Spots Medcine, American Medcal Sociely for Sports Medcine, American
Orlhopaedic Sociely for Sporfs Medicine, and American Osleopalhic Academy of Spats Medicine. Pemmission fis granled lo reprint for noncommercid, educationa puposes 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 2 school. The physical exam must be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or phyzician assistant who has completed the
Student - Athlets Cardiac Assessment Professional Development module Hosted by the New Jersey Department of Education.

W PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
PHYSICAL EXAMINATION FORM

Name; Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sansitive issues.

* Do you feel stressed out or under a lot of pressure?

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

Do you feel safe at your home or residence?
Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, 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 steroids or used any other performance-enhancing supplement?
Have you ever loken any supplements 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 questions on cardiovascular symptoms (Q4-Q13 of History Form),

® & o o o @ & o

O Second dose 1 Third dose 0 Booster date(s) R,
febaicirioinzamiasisiy ) NORMAL 1 ABNORMAL FINDINGS 5

& MEDICAL S0

Appearance

* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

r AL s Rl Pl I
Dy & s G LA s ot

Eyes, ears, nose, and throat
¢ Pupils equal
* Hearing

Lymph nodes

Heart®
o  Murmurs [auscullation stonding, cuscullation supine, and £ Valsalva maneuver)

Lungs

Abdomen

Skin
* Herpes simplex virus HSV), lesions suggestive of methicillin-resistant Staphylococcus aureus (MRSA), or

tinea corporis

Neurological

. A » SR PLB TR0 0 o e S e ek b ain St R e VIR LTy
b g L bl o ou e B0 o S o g Rah s ka8 Ly e R e Ve by om0 g

Neck

Back

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

Knee

Leg and ankle

Foot and toes

Functional
o Double-leg squat lest, single-leg squat fest, and bax drop or step drop fest

* Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or @ combi-

nation of those,
Nome of health care professional (print or type): Date:
Address: Phone:
Signature of health care professional: , MD, DO, NP, or PA
© 2019 American Academy of Family Physicians, American Academy of Pedialrics, American Collega of Sports Medicins, Amer_ican Medical Socisly for Sports Medicine, American
Orthopasdic Society for Sports Medicine, and American Osleopathic Academy of Sporis Medicine. Permission is granied fo reprint for noncommercial, educational purposes wih
owledament.




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 cligible for all sports without restriction

o Medically eligible 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 Office stamp (optional)

Address:

Name of healthcare professional (print)

I certify T 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 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational
purposes with acknowledgment.

*This form has been modified to meet the statutes set forth by New Jersey.



