Boyet Junior High School

59295 Rebel Dnive
Slidell, Louisiana 70461
Phone (985) 643-3775

Jennifer Clark Fax (985) 649-9470 Carolyn Duffaut
Principal Assistant Principal

[ hereby give permission for my child, to attend and participate in the athletic events as

herein described.
tryouts
=6, 00

Event:
Coach/Sponsor/Teacher:
Time/Date:

Location:

Means of Transportation (Check one){i7] Private Vehicle *see note below
[]st. Tammany Parish School Bus/other (Please describe)

Before signing this form, please note that your signature will serve as a declaration that you have read,
understood and agreed to the following:

A. You must provide evidence of possession of insurance before a student will be allowed to tryout or participate
in any athletic activity, dance team, or cheerleading squad.

B. Youmust provide evidence of a current physical for your child: a current physical provided during the current

school term (June - May 31). This must be done before a student will be allowed to tryout or participate in any

athletic activity, dance team. or cheerleading squad.

Your child must meet all athletic cligibility academic, and behavioral guidelines.

You must have completed an emergency card to be filed with the sponsor/coach of the activity.

You must secure your child within fifteen (15) minutes following the conclusion of the activity.

I give permission for Boyet personnel and/or chaperones to seck/administer emergency medical aid for/to my

child if they deem it necessary.

I will not hold St. Tammany Parish School Board, Boyet Jr. High, Boyet administrators and/or faculty and/or

the representative thereof responsible in the event of any accident during any and all aspects of the athletic

activity.

oWy a

Q

Note: Before signing this form, please be certain that all your questions or concerns are addressed;
you may contact the school at 985-643-3775.

Note: No ten (10) passenger vans/vehicles may be used to transport student to school activities.
Note: According to school board policy, owner of private vehicles that are used for school activities
arc primary insurance carriers.

Parent/Guardian Signature: Date:

For Adnyinjstratiye seﬁ-Only
Activity Approval: Oazwffﬁ'\, E’\d @M Date: 8 / 5/ Q_’D;LY




STUDENT: LD.#_
DATE OF BIRTH: :

PARENT GUARDIAN

TELEPHONE __ . WORKPHONE____
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Who wiil assume tamporary care and fesponsibllity foryaur chlld ln.the event of
. ernergancy: . - .
1. NAME PHONE:
2. NAME_ . PHONE:
3. NAME_ % PHONE:

.
ﬂ"ﬂ'ﬂl’ﬂlﬂ.ﬂ.l ﬂ..ﬁ..ﬂ.lﬂbl..“lﬂllnlllIﬂlllllt-lliIII-IUIII.la..nﬂlnl.lllllll

LJSTAN%ALLERGIESOQMEJICALUONDIHONS: ' e o an:
- .1‘ "

HE e ST

PROOF OF INSURANCE
1. Cotnpany:

W ¥ Pol!cy}Cornp'anWCard Number;__

L Nr—
!

3. Bxplration Date:, ¥

. . .
IBI..I-..IIﬂIli.I-hlBI-lUtlll’llﬂil‘.ulll'-ﬂll.l.-I..‘Ill.l.'ll.lll.ll'llllll

To Whom It May Concemn: I give penfuss{u‘n for Bayet Junior High Schoof
. >k personne! to seak/administer emerdehcy medical ald
fot my chilld as they deem ne ry.

Parent/&nardén Signature




SCHOOL WAIVER FORM
EXTRACURRICULAR ACTIVITES

The 8t, Tammany Parish School Board, jts employees, agents ang fnsurers have no liability,
no liability gor infuries or accidents occurring to students during their participation in taters
athietics or sports and related extracurricular teams or actlvities. The student and Parent(sfguardian(s)

assume any and al| risks, Including without limitation rislc of injury and risk of incurring medica]
expeuses r2socinted with the participation by the student.

Student’s Name Sports/Activities /4/ / -S:ﬂ&f?%_g Sex M F
School Grade Ape Date of Bixth____/____/___
Pm:nt'af(}uardian's Name R

Father's/Guardian's S8# XxXx-30¢ Motb.c:’&quardian's SSH# X3o¢-x3x
T,
Work Address

Phone Number ()

Home Addresg o 2 A
Phone Number ( ) : —
Another Person to Contact )
Relationship - Phone Number | T
Insurance Company Bl r
Policy Number and/or Group Numbers
ALLERGIES .
Pereat's Signature . Studeat's Signarure
(if over age | 8)
Date Date

TANT N CIE — It is the policy of the St. Temmany Parish School Board that ALL athletes

articipating in our school sports programs T
b T &;g A provide that information on this form, This information also
becomes important in case of injury or fliness and we are unable to immediately contact parents/guardiang




Loulstana High Schoo) Athletic Assoclatlon
Parent and Student-Athicte Concusslon Statement

O tunderstand that It is my responsibllity to report al] Infuries and lilnessas to my coach, nlh!éﬂc tralner

andfor team physldan.
O thave read and understang the Cancussion Fact Sheet,
After reading the Concussion FactSheet, lam sware of the following Information:

Facent tndat Student Initlal
A concussion Is a braln InJury, which 1am responsible for reporting to my

coach, athletle trainer, or team physidan,

A concusslon can affect my abllity to perform everyday scthvitles, and
affect reaction time, batance, sleep, and elassroom performance

You cannot see 3 concussion, but you might notice some of the symptorns
right away. Other Symptoms can show up hours or days after the injury.

If i suspecta teammate hag a concusslon, f am responsible for reporting
tha [njury to my coach, athlatic tralner, or team physidan,

{willl not return to PlayIn a game or practice If | have received » blow to
the head or body that Fesults {n concussion-related symptoms,

Followlng concusston tha brain needs tima to heal. You are much more Ukely
to have a repeat concussion If you return to play before your symptoms
resalve,

In race cages, repeat concussions can Qause permanent braln damage, and
even death,

Sigrature of Student-Athlete Date
Printad namu of Studant-Athlate

Signature of Pacent/Gusrdian Date
Printed nama of Parent/Guardiin




IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team.

Page 1 of 2

Plaase Print

LHSAA MEDICAL HISTORY EVALUATION

Name: ___School: Grade: Date;
Sport(s): Sex: M/ F Date of Birth: Age: Cell Phone:
Home Address: __City: State: Zip Code: Home Phone:
Parent / Guardian; _Employer: Work Phone:
FAMILY MEDICAL HISTORY: Has any member of your family under age 50 had these conditions?
Yes No Condition Whom Yes No Condition Whom Yes No Condition Whom
O 0O Heart Aftack/Disease ’ 0O O Sudden Death 0O O Arthritis
O 0O Stroke . O 0O High Blood Pressure O 0O Kidney Disease
O 0O Diabetes 0O 0O Sickle Cell TraittAnemia O 0O Epilepsy
ATHLETE ORTHOPAEDIC HISTORY: Has the athlete had any of the following injuries?
Yes No Condition Date Yes No Condition Date Yes No Condition Date
0O 0O Head Injury / Concussion O O Neck Injury / Stinger O O ShoulderL/R
O 0O Elbowl/R 0O 0O Arm/Wrist/Hand L/R O O Back
O O HplL/R 0O O ThighL/R O O KneelL/R
D O LowerLegL/R O 0O Chronic Shin Splints O O AnkleL/R
O O FoolL/R 0O 0O Severe Muscle Strain 0O O Pinched Nerve
O O Chest Previous Surgeries:

ATHLETE MEDICAL HISTORY: Has the athlete had any of these conditions?

Yes No Condition

Yes No Condition

Yes No Condition

O O Heard Murmur/ Chest Pain / Tightness O 0O Asthma/ Prescribed Inhaler O 0O Menstrual irregularities: Last Cycle:
0O O Seizures O O Shortness of breath / Coughing O O Rapid weight loss / gain

O O Kidney Disease O O Hemia O O Take supplements/vitamins

O O lrregular Heartbeat O O Knocked out/ Concussion O 0O Heatrelated problems

O DO Single Testicle O O Hear Disease O O Recenl Mononucleosi

0O O High Blood Pressure D O Diabetes O O Enlarged Spleen

0O O Dizzy/Fainling O O Liver Disease O 0O Sickle Cell TraitAnemia

O O Organ Loss (kidney, spleen, etc) O O Tuberculosis O O Overnightin hospital

0O O Surgery 0O O Prescribed EPI PEN 0O 0O Allergies (Food, Drugs)

O O Medications

List Dates for: Last Tetanus Shot: Measles Immunization: Meningitis Vaccine:

PARENTS' WAIVER FORM

To the best of our knowledge, we have given true & accurate information & hereby grant permission for the physical screening evaluation. We understand the
evaluation involves a limited examination and the screening is not intended to nor will it prevent injury or sudden death. We further understand that if the
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against lthe team volunteer health-
care provider and/or employer under Louisiana law.

This waiver, execuled on the date below by the undersigned medical doctor, osteopathic dector, nurse practitioner or physician's assistant and parent of the
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage
caused by any act or omission related to the health care services if rendered valuntarily and without expectation of payment herein unless such loss or damage
was caused by gross negligence. Additionally,

1. If, in the judgment of a school representative, the named student-athlete needs care or treatment as a result of an injury

or sickness, | do hereby request, consent and authorize for such care as may be deemed necessary............ccc.c.vevevonnn P et e o Yes No
2. | understand that if the medical status of my child changes in any significant manner after his/her physical examination,

1 will notify his/her principal of the Change IMMEIAEIY. .......c.eoii i eiei et e e eb bt e e s rsin e e e raesasaessasaraaeas e s nsnsssansrsssrnsaeearnnas Yes No
3. | give my permission for the athletic trainer to release information concerning my child's injuries to the head coach/athletic

divsctar/printipal of BISIIOESOROOL oo om i me i v v o 10 A ¥ Y e 00 P SR FS S S b S e S H S o A A VA T R e R Yes No
4. By my signature below, | am agreeing to allow my child's medical history/exam form and all eligibility forms to be reviewed

by the LHSAA or its representative(s) or the associated medical PErSONNEL. ..o et e s e e e et e e e aeenan Yes No

Date Signed by Parent Signature of Parent Typed or Printed Name of Parent

Health Care Provider section on page 2



LHSAA MEDICAL HISTORY EVALUATION
Page 2 of 2

IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team.

Name: Date of Birth: Age: Date:
School:_ Grade: Sport(s):

li. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEQPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN’S ASSISTANT (PA)

Height Weight Blood Pressure Pulse
GENERAL MEDICAL EXAM :
Norm Abnl
ENT O o
Lungs O a]
Heart o 0o
Abdomen O ]
Skin m] (]

ORTHOPAEDIC EXAM :

I. Spine [ Neck Il. Upper Extremity 1Il. Lower Extremity
Norm Abnl Norm Abnl Norm Abn
Cervical O o Shoulder u] O Knee o 0
Thoracic O O Elbow O ) Hip (] n
Lumbar m] O Hand / Fingers o a Ankle O (]
Wrist O 0

Health Care Provider notes (if needed):

[ ] Medically eligible for all sports without restriction

[ 1 Medically eligible for certain sports

[ ] Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

[ 1 Not medically eligible pending further evaluation

[ 1 Not medically eligible for any sports
This recommendation is from a limited screening.

Printed Name of MD, DQ, APRN or PA Signature of MD, DO, APRN or PA Date of Medical Examination

Revised 5/23 This physical expires 13 months from the date it was signed and dated by the MD, DO, APRN or PA.




What are the signs and symptoms of a concussion?

What should I do if I think my child has had a
concussion?

If an athlete is suspected of having a concussion, he or she must be immediately
removed from play, be it a game or practice. Continuing to participate in physical
aclivity after a concussion can lead to worsening concussion symptoms,
increased risk for further Injury, and even death. Parents and coaches are not
expected to be able to “diagnose” a concussion, as that |s the job of a medical
professional. However, you must be aware of the signs and symptoms of a
concussion and if you are suspicious, then your child must stop playing:

When in doubt, sit them out!

All athletes who sustain a concussion need to be evaluated by a health care
professional who Is familiar with sports concussions. You should call your child's
physician and explain what has happened and follow your physician's
instructions. If your child is vomiting, has a severe headache, is having difficulty
staying awake or answering simple questions he or she should be taken to the
emergency department immediately.




National Federation of State
High School Assaciations

A Parent’s Guide to Concussion in Sports

What is a concussion?

A concussion is a brain injury which results in a temporary disruption of
normal brain function. A concussion occurs when the brain is violently
rocked back and forth or twisted inside the skull as a result of a blow to the
head or body. An athiete does not have to lose consciousness (“knocked-
out”) to suffer a concussion,

Concussion Facts

L]

It is estimated that over 140,000 high school athletes across the United
States suffer a concussion each year. (Data from NFHS Injury
Survelillance System)

Concussions occur most frequently in football, but girl's lacrosse, girl's
soccer, boy's lacrosse, wrestling and girl's basketball follow closely
behind. All athletes are at risk.

A concussion is a traumatic injury to the brain.

Concussion symptoms may last from a few days to several months.,
Concussions can cause symptoms which interfere with school, work, and
social life.

An athlete should not return to sports while still having symptoms from a
concussion as they are at risk for prolonging symptoms and further injury.
A concusslon may cause multiple symptoms. Many symptoms appear
immediately after the injury, while others may develop over the next
several days or weeks. The symptoms may be subtle and are often
difficult to fully recognize.
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U.S. DeparrTHzNnT oF HEALTH aND HuMman Senvices

CENTERS FOR OISEASE CONTROL AND FREVENTION .4 m

CONCUSSIONJ

1IN YOUTH SPORTS

A Fact Sheet for ATHLETES

WHAT IS A CONCUSSION?
A concusslon is a brain injury that:
* Is caused by a bump or blow to the head
* Can change fhe way your brain normally warks

* Get a medical check up. A doctor or health care
professional can tell you if you have-a concussion
and when you are OK {o return to play:

* Canoceur duting practices or games I * Glve yourself time to get bietter. 1f you have

ahy spont had a concussian, your braln needs time to heal.
3 Ca):’; hi" en even if you hiaven't been While.your brain is still healing, you are much

' knucke:f:iut Y more likely ta have a second concussion, Second
. i) h "l Wi or later concussions can cause damage to your

Can be serious even |f yau've just been “dinged brain, It Is Important to rest unti it gat

M, approval from a doctor or-health care
rg:;:g g SI:;::,;S'YMPTOMS oF professional to return to play.

. . w 1

:"ada""" SRl HOW CAN I PREVENT A CONCUSSION?

' B:'usez:or vg;n :zr el Every sport is different, but there are steps you
’ ance problem ne

bl blui Ish can take to protect yourself.
’ gouh A ur\r: i ¢ Follow your coach’s rules for safety and the
"SRRt lght rules of the sport.

* Practice good sportsmaniship at all times,

* Bothered by noise
* Feeling slugglsh, hazy, foggy, or groggy

; * Use the praper sports equipment, Including
) leficuity.paying RiAen personal protective equipment (such as helmets,
* Memory problems padding, shin guards, and eye and mouth
* Eonfuslon quards). In order for equipment to protect you,
* Does not “feel right” B T b

WHAT SHOULD X b0 IF I THINK

> The right équipment for the game, position,
I'HAVE A CONCUSSION? or activlty
* Tell your coaches and your parents. Never > Worn correctly and fit well
lgnore a bump or blow to the head even f you > Used-every time you play

feel fine. Also, tell your coach If one of your
" teammates might have a concusslon,




