\ENNSAUKEN
ATHLETICS

Sports Physical Packet

Beginning July 1, 2024, the NJSIAA and the New Jersey Department of Education have
adopted a NEW Student-Athlete Pre-Participation Process (PPE). A frequently asked question
page can be found at: hitps://nj.gov/education/safety/health/athlete/. The new NJ PPE forms have
been updated to match the national PPE forms that have been recognized and recommended by
the American Academy of Pediatrics, the American Academy of Family Practice and the
American College of Sports Medicine.

The NEW Packet includes 6 pages:

Page 1- Parent/Guardian Permission Form
¢ To be completed by the Parent/Guardian
s Parent/Guardian must sign and date all 5 components
* This page needs to be turned into the Health Office at the student’s school

Pages 2-5 History Form and Preparticipation Physical Evaluation.
¢ To be completed by the Doctor/Medical professional conducting the Examination
e This form is to REMAIN in the Medical professional's Office

Page 6 - Medical Eligibility Form
¢ To be completed by the Doctor/Medical professional conducting the Examination
¢ This form is to be turned into the Health Office at the student’s school
¢ This form will be signed by the School Doctor for Final approval and will be kept in the
student’s schools Health Office

Please Be Advised

The new process no longer allows for the Pennsauken Public Schools to offer free sports
physicals. The school doctor will be able to perform the Sports Physical in his office for a flat fee
of $25. You can call Dr. Bonett’s office at 856-848-8081 to schedule an appointment. When
making the appointment, be sure you indicate that you are a Student-Athlete at Pennsauken
Public Schools.



PENNSAUKEN BOARD OF EDUCATION
ATHLETE PRE-PARTICIPATION PARENT/GUARDIAN
CONSENT FORM

Student: Date of Birth: Grade: St. 1D

Parent / Guardian Permission for Athletic Participation (All Grades)

| understand that unless my child has on file with the school nurse a complete physical examination and health history form,
my child will not be permitted to participate in any interscholastic athletic acﬁvitr‘. While | expect school authorities and
coaches fo exercise avery reasonable precaution to avoid accidents and injury, | heraby release the Pennsauken Board of
Education and its agents, servanis, and employees of any liability whatsoever for any accident that occurs during such
participation. | also understand that there are inherent dangers associated with participation in interscholastic athletics, 1

give parmission for my child, to participate in interscholastic athlelics.

X Parent/Guardian Signature Date
Urine Drug Screen Authorization (Grade 9-12)
X, the parent/guardian of authorize

the Pennsauken School District to conduct the screening of urine specimens provided by my son/daughter to
ascertain the use of certain lllegal drugs and/or alcohol, The list of drugs to be used includes alcohol, cocaine,
methamphetamines, cannabis, heroin ofpiates. barbiturates and PCP, | understand that the Pennsauken High
School will conduct these screenings of athletes in a random fashion. 1 further understand that a non-negative
screening result in any drug classification listed above shall result In the immediale removal of my
son/daughter from participation in interscholastic athletics for the balance of the season.

Sudden Cardiac Death Information Sheet (Ali Grades)

By signing the enclosed information sheet, we acknowledge that both the student athlete and his/her
parents/guardians have reviewed the enclosed information and/or have read the website concerning the basic
risks associated with sudden cardiac death in young athletes.

Link: Sudden Cardiac Death

X Parent Signature:

Sports Related Concussion and Head Iniury Fact Sheet (All Grades)

By signing the enclosed information sheet, we acknowledge that both the student athlete and his/her
parentsiguardians have reviewed the enclosed information and/or have read the website concerning basic risks

associated with continuing to play after sustaining a concussion.
Link: Concussion Fact Sheet Sign Off form

X Parent Signature;

NJSIAA Steroid Testing Policy - Consent to Random Testing (Grade 9-12 oniv)

By signing the enclosed information sheet, we consent to random testing in accordance with the NJSIAA steroid testing
policy. We understand that if the student or the student's team qualifies for a state championship toumament or state
championship competition, the student may be subject to testing for banned substances.

Link: Steroid Testing Policy-Consent to Random Testing (Grade 9-12 only)

X Parent Signature:

Revised February 2025




This form should be maintained by the healthcare provider completing the physical exam {medical home). Tt should not be shared with
schools, The medical eligibility form is the only form that should be submitted to a schoal. The physical exam must be completed by a
healthcare provider who is a licensed physician, advanced practice marse 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 appointment.

Name: Date of birth:
Date of examination: Sporils):
Sex assigned atbirth (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 (checkone): C1Y COMN  If yes, have you had:  £1 One shot  £3 Two shots
(1 Three shots 1 Booster dates)

List past and current medical conditions.

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

Medicines and supplemenis: List all 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 ] 2 3
Not being able to stop or cantrol worrying v 1 2 3
Litile interest or pleasure in doing things 0 ] 2 3
Feeling down, depressed, or hopeless 0 1 2 3

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

NI
sify W 9. Do you get light-headed or feel shorter 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

parlicipation in sporls for any reason?

3. Do you have any ongoing medical issues or recent
illnesse heart problems or had an unexpected or

unexplained sudden death before age 35

s years (including drowning or unexplained car
4. Have you ever passed out or nearly passed out crashj?

during or after exercise?

12. Does anyone in your family have a genetic
heart problem such s hyperirophic cardio-
myopathy (HCM}, Marfan syndrome, arrhyih-

4. Does your heart ever race, flutter in your chest, mogenie right ventricolar eardiomyopathy

or skip beats {irragulor beats) during exercise? {ARVC), long QT syndrome (LQTS), short QT
syndrome [SQTS}, Brugada syndrome, or
catecholaminergic polymorphic ventriculor
tachyeardia (CPVT}2

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

7. Hos a doctor ever told you that you have any
hearl problems?

8. Has a doclor ever requested o test for your

heart? For example, elec!rocclrdiography {ECG) 13. Has anyone in your family had a pacemaker
or echocardiography. or an implonted defibrillator before age 352




. Have you ever had a siress fracture or an injury le a
bone, muscle, ligoment, joint, or tendon that caused
you to miss a practice or game?

15. Do you have a bone, muscle, ligamenl, or joinl
injury that bothers you?

UESTION

during or after exercise?

16. Do you cough, wheeze, or have difficuliy breathing

25,

Do you worry abeut your weight?

26.

Are you hrying to or has anyone recommended that
you gain or lose weight?

27.

Are you on o special diet or do you avoid ceriain

types of foads or food groups?

29.

. Have you ever had an eating disarder?

Have you ever had a menstrual period?

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

30.

How old were you when you had your firsi menstrual
period?

18. Do you have grein or testicle 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 thet
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 o
move your arms 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
have sickle cell rait or disease?

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

3L

When was your most recent menstrual pericd?

32.

How many periods have you had in the post 12
months?

Explain “Yes” answers here.

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

and carrect.

Signature of alhlete:

Signature of parent or guardian:

Date;

© 2023 Amsrican Academy of Family Physicians, Ametican Academy of Pediatries, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sports Medicine, and Americon Osteopathic Academy of Sporis Medicine. Permission is granted to reprint for noncommercial, educa-

tional 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. The physical exam must be
completed by a healtheare provider who is a lcensed physician, advanced practice nurse or physician assistant who has completed the
Student - Athlete Cardiac Assessment Professional Development module Hosted by the New Jersey Depariment of Education,

PREPARTICIPATION PHYSICAL EVALUATION {Interim Guidance)
PHYSICAL EXAMINATION FORM

MName: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.

Do you feel stressed out or under a lof of pressure?

Do you ever fedl sad, hopeless, depressed, or anxious?

Do you feel sale al your home or residence?

Have you ever Iried cigorettes, e-cigareites, chewing tobaceo, snuff, or dip?

During the post 30 days, did you use chewing fobacco, snuff, or dip?

Do you drink alcohol or use any other drugs?

Have you ever loken anabolic stercids or used any other performance-enhancing supplement?
Have you ever taken any supplements fo help you gain or lose weight or improve your performance?
Do you weor o seat belt, use o helmet, and use condoms?

2. Consider roviewing questions on cardiovascular symptoms (Q4-Q13 of History Form)

. & % * & * » & &

Height: Weight:
P / { 7/ '} pose Vision: R 20/

L2/ _ Correct: oy

Previously received COVID-19 vaccine: 1Y ON
Administered COVID-19 veiccine at this visit. (1Y [N [fyes: [ First dose [ Second dose [ Third dose [1 Booster d

Appearance
*  Marfan stigmata [kyphoscoliosis, high-arched palate, pectus excavalum, arachnodactyly, hyperlaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency}

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

Eymph nodes

Hearp
*  Murmurs [auscullation standing, ausculiotion supina, and + Valsalva manouver}

Lungs

Abdomen

Skin

»  Herpes simplex virus {HSV}, lesions suggestive of methicillin-resistant Stophylococeus aurevs (MRSA), or
linea corporis

Neurological

Neck

Back
Shoulder and arm

Elbow and forecrm
‘Wrist, hand, and fingers
Hip and thigh

Knee

Leg and ankle

Fool and toes

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

> Consider electrocardiography {ECG), echocardiography, referral to o cardiologist for abnormal cardiac histery or examination findings, or a combi-
nalion of those.

Name of health care professional {print or lype); Date:

Address: Phone:

Signature of heolth care professional: MD, DO, NP, or PA

© 2019 American Academy of Family Physicions, American Academy of Pediatrics, American College of Sports Medicine, American Medical Saciety for Sports Medicine, American
Orthopaedic Seciety for Sports Medicine, and Americon Osteoputhic Acadeny of Sports Medicine, Permission is granted to reprin! for noncommercial, educational purpases with
acknowledgmen.




This form should be mainfained 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 submiited to a school.

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

Name: Date of birth:

. Type of disability:
. Date of disability:

. Classification  (if available):

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

W] b |-

. List the sports you are playing:

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

6
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!

1i, Do you use any special devices for bowel or bladder function?

12, Do you have burning or discomfort when urinating!

13. Have you had autonemic dysreflexial

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

15, Do you have musde spasticity!

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

Explain “Yes” answers here,

Please indicate whether you have ever had

Atlantoaxial instability

Radiographic {x-ray) evaluation for atlantoaxial instability

Distocated Jolnts {more than one)

Easy bleeding

Enlarged spleen
Hepatitls

Osteopenia or osteoporosis

Difficulty conwoliing bowel

Difficulty controlling bladder
Numbness or dngling In arms or hands

Numbness or tngling in legs or feet

Weakness i arms or hands

YWeakness in legs orfeet

Recent change in coordination

Recent change in ability to walk
Spina bifida
Latex aflergy

Explain “Yes" answers here.

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

Signature of athlete:

Signature of parent or guardian:
Date:

& 019 Ameican Acalemy o Fawlly Physicians, American Academy o Poddrics, Amefican OCollegr of Spods Medcine, Amedcan Medcd Soclely for Spols  Medcing,  Amedoan
Critopaecte  Sociefy for Spols  Mediclne, and Ameican Oslespsfic Arodemy of Spots Moddine, Pemission is gated to repint for nonsommoercid, edwdiond puposes wilh
acknowledgment.




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.

Studeni 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 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 clinicat 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 physictan, APN, PA Offiee stamp {optional)

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 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Medical Society for Sports Medicine,
American Ortiopaedic Society for Sports Medicine, and American Osteopathic Acodemy of Sports Medicine. Permission is granted to reprind for noncommercial, educational
purposes with acknowledgment,

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




