Attention:

ALL ATHLETES MUST COMPLETE THE FOLLOWING PRIOR TO PARTICIPATION
IN ANY TRYOUT OR PRACTICE:

UPDATE YEARLY:
1. Complete Aktivate.com online registration.
a. Create your account (same account throughout high school)
b. Log-in, create account, select sport(s) for that school year
c. Customer Service number 1-435-21 3-1601, M-F 8:00 am - 3:00 pm
2. Complete the Lyon County School District Athlete Registration Form (attached) and return to FHS
Athletic Secretary in the main office.

NIAA Pre-participation Physical Evaluation {4 pages)

Important Update as of 2025-2026: NIAA HAS CHANGED THE PHYSICAL AND HISTORY FORMS AND
PROCESS. ATHLETES WILL NOW NEED A NEW PHYSICAL EACH YEAR.

The following fee must be paid:
$25 Student Activity Fee
(Please make checks or money orders payable to “FHS Athletics”)

THANK YOU




First Name Student #

Last Name

Lyon County School District
Student Athlete
Registration Form
2025-2026

REGISTRATION INFORMATION

NAME: GRADE: AGE: GENDER:M F DOB.
RESIDENCE ADDRESS:
MAILING ADDRESS: If different:
CITY: STATE: ZIP CODE:
PHONE: (H) ' (C)
MOTHER’S NAME:; FATHER’S NAME:
LIVES WITH: BOTH PARENTS MOTHER ONLY FATHER ONLY OTHER: Please list:

L1 L[] (. (.

CIRCLE SPORTS INTERESTED IN PARTICIPATING IN

Bascball Basketball Cheer Cross Country Dance Football
Golf Soccer Softball Swimtning Track Volleyball
Wrestling

HEALTH INSURANCE INFORMATION—MANDATORY
ATHLETICS INSURANCE WAIVER - STUDENT

I certify that the above named student has full health and accident coverage with :
Address:
Name of Carrier

Policy #: Expiration Date of Policy:

This policy covers any and all accidents and injuries that may be sustained while engaging in any extracurricular athletic

activity, In the event of cancellation of the above policy or substitution of the policy, I will immediately notify the school
principal of such action.

EMERGENCY CONTACT INFORMATION

Home Phone Business Plione Cell Phone

FATHER:
MOTHER:
EMERGENCY CONTACT PERSON(S):

Name Phone

EMERGENCY TRANSPORTATION APPROVAL

This is to certify that (I/'we), the parents of the above named student give full permission to Lyon County coaches, trainers, or
administrators, at practice or at actual athletic events, in town or out of town, to call an ambulance service or otherwise provide
emergency transportation to a hospital for medical treatment.

(I/We) understand that every effort will be made to contact parents immediately, but should there be difficulty, (i/we) will not
hold any Lyon County School District representative responsible for any costs or liabilities associated with such actions.
EMERGENCY TRANSPORTATION BY SCHOOL.: YES NO

Please indicate in the space below if your child has any allergies or needs special attention,

In the event that the above named student should need emergency medical treatment or attention while under the carc of ath-

letic or school personnel, necessary treatment may be secured. 1 give LCSD permission to treat my child. The school shall
not be held responsible for any debts incurred.

PARENT SIGNATURE REQUIRED FOR PERMISSION TO TREAT




- LYON COUNTY SCHOOL DISTRICT

BOARD POLICY IGDC
EXTRA/C O-CURRICULAR ACTIVITIES EXPE CTATIONS

School/District Sponsored extra/co-curricular activities and events are learning Opportunities for

A A student suspended or expelled from school is automat@cally ineligib_le to participate in

2.
3. Use or possession of tobacco and/or like products of any kind.
1 o



LYON COUNTY SCHOOL DISTRICT
BOARD POLICY IGDC

D.

10.

11.

threatening, aggressive, or degrading langnage and/or gestures.

Students shall not engage in behaviors, grooming or dress which implies gang affiliation
and is in violation of Board Policy JFC.

‘When traveling as part of an organized school group, the student shall be required to go
to the activity and return in an assigned school vehicle. Only the parent/guardian, after
personally giving a signed note to the advisor, may take a student off the District
Transportation vehicle. Any exceptions to this must be arranged in advance and
approved by the school administrator.

When traveling, students shall stay together as directed by the coach/advisor.

Students shall conduct themselves in a manner that upholds the values, vision, and mission
of the school and District.

A student shall be financially responsible for all school property checked out to
him/her. The student shall care for the property as directed by the coach/advisor.

. Students will abide by all school/District rules, policies (particularly LCSD policy JG)

and state/federal laws.

Students will model sportsmanlike behavior during all practices and competitions,
especially towards officials, coaches, advisors, opposing teams, spectators, etc.
Students will ensure that the bench area, locker room, bus, or any'other part of the
facility used for practice, competition, or travel is clean and orderly before departing
from the event/activity.

Students will always strive for the goal of earning the highest sportsmanship
recognition award provided by the NIAA, division, league, activity, club, etc.

Academic Eligibility

L.

Students involved in extra/co-curricular activities must maintain passing grades in both
academics and citizenship. Student athletes are subject to applicable NIAA rulesand
regulations. Any exceptions must be approved by the site principal.

A three-week check will be maintained by each school to reflect the student's

academic status from the beginning of that semester to the date of the grade check.

Reference: NAC 386.802, 386.803, 386.804, 386.805, 387.806.

1 have read and agree to abide by the rules and regulations in order to participate in the designated
student exira/co-curricular activity.

Activity:

School Year:

Student Signatare Parent/Guardian Signature Date

Policy # IGDC
Revised 4/26/22



DO NOT SHARE this form with schools or sports organizations. It should be placed into the athlete's medical filo.

The Medical Eligibility Form (PAGE 7} is the only form that should be submitted to a schoof or sports orgunizaﬁoﬁ.

E’isc!uimar: Athfates who have a eurrent Praparticipation Physical Evaluction [per state and local guidance) on file should not need to complete another history
.

@ PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Camplete and sign this form {with your parents if younger than 18) before your appointment,

Name: Date of birth:

Date of examination:

Sport(s):

Birth Sex (M/Fk Differences of Sex Development (DSD) Y/N: Comment:

List past and current medical conditions.

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

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

Do you have any dllergies? 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 offen have you been bofhered by any of the following problems? (Circle response,)

Not at all Several days Over half the days Nearly every day
Feeling nervous, anxious, or on edge G | 2 3
Not being able to stop or control worrying 0 ! 2 3
Lictle interest or pleasure in doing things 0 I 2 3
Feeling down, depressed, or hopeless 0 i 2 3

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

9. Do you get light-headed orfesl shorter of breath
than your friends during exercise!

1. Do you have any concerns that you would like to
discuss with your provider?

10. Have you ever had a seizure!

2. Mas 2 provider ever denied or restricted your
partiipation in sports for any reason!

3. Do you have any ongoing medical issues or ]
N . I, Has any family member orrefative died of heart
recent illness?
problems or had an unexpected or unexplained
sudden death before age 35 years (including
drowning or unexplained car crash)?

4. Have you ever passed out ar nearly passed out
during or after exercise?

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

6. Does your heart ever race, flutter in your chest,
or skip beats {irregular beats) during exercise?

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

8. Has a doctor ever requested a test foryour
heart? For example, electrocardiography (ECG)
ar echocardiography.

[2. Does anyone in your family have a genetic heart
problem such as hypertrophic cardiomyopathy
(HCM), Marfan syndrome, arrhythmogenic right
ventricular cardiomyopathy (ARVC), long QT
syndrome (LQTS), short QT syndrome (SQTS),
Brugada syndrome. or catecholaminergic poly-
marphic ventricular tachycardia (CPVT)?

I3. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 357

Page 1 NIAA 4/3/2025



DO NOT-SHARE this form with schools or sports organizations.

It should be placed into the athlete's medical file,

4. Have you ever had a stress fracure or an injury

t© a bone, muscle, ligament, joint, or tendon that
caused you to miss a practice or game!?

IS. Do you have a bone, musdle, ligament, or joint
injury that bothers you?

. Do you cough, wheeza, or have difficuley
breathing during or after exercise!

17, Are you missing a kidney, an eye, a testicla
{males}. your spleen, or any other organ!

. De you have groin or testicle pain ora painful
bulge or hernia in the groin areal

. Do you have any recurring skin rashes or

rashas that come and go, inctuding herpes or

methidllin-resistant  Staphylococcus gureus
(MRSA)?

20. Have you had a concussion or head injury that

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

e move your arms or legs after being hit or
falling? ,

22. Have you ever become ill while exercising in the

hear?

- Do yau worry about your waight!

26. Are you trying to or has anyone recommended

that you gain or lose weight?

27. Are you on a spacial -diet or do you avoid
cer@in types of foods or faod groups?

. Have you ever had an eating disorder?

. Have you ever had 2 menstrual period?

30. How old ware you when you had your firsc
menseryal period?

T -
31. When was your mdst recent menstrual period?

32. How many periods have you had in the past |2
months?

Explain “Yes” answers here.

23, Do you or does someone in your family have

sickle cell tralt or disease?

24. Have you ever had or do you have any prob-
lems with your eyes or vision?

I hereby state that, to the best of m
and correct.

Signature of athlete;

Signawre of parent or guardian:

Date:

Page 2
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Este formulario debe colocarse en el expediente médico del atleta y o debe compirtivse.con escuelissiii-orisinizaiones deps
formulario de elegibilidad médica es el inico formulorio que debe enviarse a una escuela v organizacion leportiva,

Aviso legal: Los atletas que fengan una evaluacian fisica de preporticipacién vigente en el archivo {segin los lineamientos generales estarales y

locales) no necesitan completar otro formulario de antecedentfes.

@ EVALUACION FISICA PREVIA A LA PARTICIPACION (orientacion provisional)
FORMULARIO DE HISTORIAL CLfNICO

Nota: Complete y firme este formutario {con la supervision de sus padres si es menor de 18 afios) antes de acudir a su cita.
Nombre;

Fecha de nacimiento:

Fecha del examen médico: Deporte(s);

Sexo de nacimiento (M/F): Diferencias en el Desarrollo Sexua! (DSD) S$ifNo

Comentzrios

Mencione los padecimientos médicos pasados y actuales que haya tenido.

iAlguna vez se le practicd una cirugia? Si b respuesta es afirmativa, haga uma lista de todas sus cirugias
previas.

Medicamentos y suplementos: Enumere todos los medicamentos recetados, medicamentos de venta libre ¥ suplementos (herbolarios
y hutricionales) que consume.

Sufre de algin dpo de alergia? Si la respuesta es afirmativa, haga una lista de todas sus alerghas (por efemplo, 2 alglin medica-
mento, al polen, a los alimentos, a las picaduras de insectos),
4

Cuestionario sobre la salud del paciente version 4 {(PHQ-4)

Durante las dltimas dos semanas, jcon qué frecuencia experimentd alguno de los siguientes problemas de salud? (Encierre en yn
circule la respuesta)

Mas de la Casi todos
Ningin dia Yarios dias mitad de los dias los dias
Se sfente nervioso, ansioso o inquieto 0 | 2 3
No es capaz de detener o controlar la preocupacion 0 | 2 3
Siente poco interés o satisfaccion por hacer cosas 0 ! 2 3
Se siente triste, deprimido o desesperado 0 | 2 3

(Una suma >3 se considera positiva en cualquiera de las subescaas,
[preguntas | y 2 o preguntas 3 y 4] a fin de obtener un diagnédstico).

5. jAlguna vez sintidé molesties, dolor, compresién

o presién en el pecho misntras hacia ejercicio?

R . . 6. ;Alguna vez sintid que su corazdn se aceleraba,
I, {Tiene alguna preocupacion que le gustaria

alpitba en su pecho o lata intermitente-
discutir con su praveedor de servicios médicos? paip P

mente {can latidos irreguiares) mientras hacia
2. jAlgura vez un proveedor de servicios médicos ejercicio?

le prohibié o restringié practicar deportes por

et o 7. Alguna vez un médico le dijo que tiene prob-
alglin motivo?

lemas cardiacos?

3. {Padece algin problema médico o enfermedad

) 8. jAlguna vez un médico le pidid que se hiciera
reciente?

un examen del corazdn? Por ejemplo, electro-
cardiografia (ECG) o ecocardiografia.

9. Cuando hace ejercicio, jse siente mareado o
siente que le falta el aire més que a sus amigos?

4. jAlguna vez se desmayé o estuve apunta de

desmayarse mientras hacia, o después de hacer, -
A 10, jAlguna vez tyvo convulsones?
efercicio!

Page 3 NIAA 4/3/2025



s.deportivas.

escuelas u organizacione

Este formulario debe colocarse en el expediente médico dei atleta y nio debe:conipa

L Alguno de los miembros de su familia o pari-
ente murio debide aproblemas cardiacos o tuvo
una muerte sdbita e inesperada o inexplicable
antes de los 35 afias de edad {incluyendo
muerte por ahogamiente o un accidente auro-
mavilistico inexplicables)?

12 jAlguno de los miembros de su familia padece
un prablema cardiaco genético como [l mio~
cardiopatia hipertréfica (HCM), el sindrome de
Marfan, fa miocardiopatia arritmogénica def
ventriculo derecho {ARVC), el sindrome del QT
largo {LQTS), el sindrame def QT corto (SQTS),
el sivdrome de Brugada o la taquicardia ven-
tricutar polimérfica catecolaminérgica {CPVT)?

13. jAlgunc de los miembros de sy familia ueilizé
Un marcapasos o se le implanté un desfibrilador
antes de los 35 afos?

iAlguna vez sufrié una fractura por estrés o una
tesion en un huesa, midsculo, ligamento, articu~
lacién o tendan que le hizo faltar a una prictica
0 juego?

I5. Sufre alguna lesidn dsea, muscular, de los
ligamentos o de las articulaciones que le causa
molestial

I6. {Tose, sibila o experimen@ alguna dificultad
para respirar durante o después de hacer
ejercicio!

17. iLe fa& un Fifién, un ojo, un testieylo {en ef

caso de los hombres), el bazo o cualquier otro
organo?

18, Sufre dolor en la ingle o en los resticulos, o©
tiene alguna protuberancia o hernia dolorosa en
ta zona inguinal?

F9. Padece &lrupciones cutdneas recuirentes o que
aparecen y desaparecen, ineluyendo el herpes o

Staphylococcus aureus resistents a ka meticilina
(MRSA?

20, jAlguna vez sufrié un traumatismo cranecence-
filico o una lesién en la cabeza que le causéd
confusidn, un dolor de cabeza prolongado o
problemas de memorial

21, jAlguna vez sinté adormecimiento, harmigueo,
debilidad en los brazos o piernas, o fue Incapaz
de mover los brazos o las plermas después de
sufrir un galpe o una caida?

22 jAlguna vez se enfermd al realizar ejercicio
cuando hacia calor?

23. Usted o algiin miembro de su familiz tiene ef
rasgo drepanociico o padece una enfermedad
drepanocitica?

24, ;Alguna eI tuvo o tene algin problema con
5Us 0jos ¢ su vision!

25. jle preocupa su peso?

26. Esd rratando de bajar o subir de peso, o
dlguien le recomendd que baje o suba de peso?

27. Sigue alguna dieta especial o evita ciertos tipos
o grupos de alimentos?

28. jAlguna vez sufris un desorden alimenticio?
Es Spo

29. ;Ha tenido al menes un periodo menstrual?

30. A los cuintos afios tuvo su primer periodo

menstrual?

31, iCudndo fue su perioda menstrual mas reciente?

32. [Cudnwos periodos menstruales ha tenido en fas
dldmos |2 meses?

Proporcione una explicacion aqui para las preguntas en

las que contestd *gj”,

Por la presente declare que, seglin mis conocimientos, mis

completas y son correctas.

Firma del atleta:

fespuestas a las preguntas de este formulario estan

Firma del padre o tutor:

Fecha:

Page 4

NIAA 4/3/2025



NOT SHARE this form with schools or sports o

o

rganizations. It should be placed into the athlete's medical file.

m PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name:

Date of birth:

PHYSICIAN REMINDERS
f.

Consider additional questions on more-sensitive issyes,

Do you feel stressed out or undera ot of pressure?

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

Do you feel safe at your home or residence?

Have you ever tried cigaretres, e-clgarettes, chewing tobaceo,
During the past 30 days, did you use chewing tobacco, snuff,
Do you drink aleoho! or use any other drugs?

Have you ever taken any supplements to hel
Do you wear a seat belt, use a heimer, and

-

use tondoms?

Birth Sex (M/F):

Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Farmj,

snuff, or dip?
or dip?

Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
P You gain or lose weight or improve your performance!

SRY Screen Result* (optional) o SRY+ 0 SRY-

Appearance
* Marfan stgmaea (lkyphoscoliasis, high-arched palate,

Vision: R 20/

pectus excavatum, arachnodactyly,
myapia, mitral valve prolpse [MVP], and aortic insufficiency)

Corracted:

L 20/ ¥ oN

hyperlaxity,

Eyes, ears, nose, and throat

Pupils equal

Hearing

Lymph nodes

Heare

Murmurs (auscultation standing, auscultation supine, and # Valsal

va_ maneuver)

Lungs

Abdomen

Skin

Herpes simplex virus (HSV), lesions suggestive of mathicillin-
tinea corporis

rasistan

t Staphylococeus aureus (MRSA), or

Neurologicai

Neck

Bacl

Shoulder and arm

Elbow and forearm

Wrist, hand, and fingers

Hip and thigh

Knee

Leg and ankle

Footand wes

Functional

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

* A positive SRY result will anly be eligible for boy's sports on the Medical Eli
a Consider electrocardiography (ECG), echocardiography,

referral to a cardiologist far abnormal cardiac history or examination findings,

igibility Form unfess cleared to have no male androgenization (e.g. CAIS),
or a combination of thase.

Date;

Name of health care professional {prine or type);
Address: ‘

Phone:

Signature of health care professionat:

MB, DO, NP, PA or DC

Page 5 NIAA 4/3/2025



DO NOT SHARE this form with schools or sporfs organizations. I should be placed into the athlete's medical file,

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

Name: Date of birth:

- Type of disability:
- Date of disability:

. Classification  {jf available ):
- Cause of disabiliey (bireh, disease, injury, ar other):
. List the sporcs you are playing:

il bl )—

6. Do you regularly use 2 brace, an assistive device, or 2 prosthetic device for daily activities?
7. Da you use any spedial brace or assistive device for sports!
8

. Do you have any rashas, 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!

[f. Do you use any special devices for bowel or bladder function?
12, Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia? v

14. Have you ever been diagnased as having a heat-related {hyperthermia} or cold-refated (hypothermia} illness?
I5. Do you have musde spasticity!

16. Do you have frequent seizures that eannot be controlled by medication?

Explain “Yes” answers here.

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

Adantoaxiaf instability

Radiographic (x-ray) evaluation for athneoaxial instabiliyy
Dislocated joints {more chan one}

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or Osteoporasis
Ditficulty convolling 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.

I hereby state that, to the best of my knowiedge, my answers fo the questions on this form are complete and correct.
Signatura of athlece:

Signawre of parencor guardian:
Date:

Page 6 NIAA 4/3/2025



Submit this form ONLY (page 7) to the school or sports organization.

m PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth: Date of exam:

Birch Sax (M/F): 01 Medically eligible for girls sports Medically eligible for boys sports

"Male" means a persan belonging ta the sex intended 1o praduce the small reproductive cell, "Female” means a person intended o produce the large repraductive ceff,

I have reviewed the History Form for the student nam
information provided below will be used to assist athlet
administrator, athletic director, and/or athletic traine

ed on this form and will provide all relevant information below. The
ic personnel, which may include but is not limited to an athletic
r, in the supervision and treatment of the student named on this form.

IITIALS 0f Health Care Professional: -

Allergies:

Medications:

Medical Conditions andior Surgeries:

Any relevant YES answers on History Form;

PMIARIC ONE;

M Medically eligible for all sparts without restriction

t1 Medicaliy eligible for all sports without restriction with recommendations for further evaluation or treatment of

2

Medically eligible for certain sports

1 Not medically efigible pending further evaluation

L1 Not medically eligible for any sports

Recommendations:

thave examnined the student named on this form and combleted 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 hasbeen cleared for participation, the physician may rescind the medical eligibility untif the problem is resolved
and the potential Consequences are completely explained to the athlete (and parents or guardians),

Name of health care professional {print or type}: Date:

Address:

Phone:

+ MD, DO, NP, PA or DC

Health Care Professional License Number:




