REGISTER MY

ATHLETE cow

Register My Athlete.com is the online platform the Broward County Public Schools uses to
manage athletic registrations for student-athletes. Your student athlete will need to have
completed this registration that includes the doctor’s examination documentation BEFORE
they can tryout. Any athletes who RegisterMyAthlete.com is NOT complete will NOT be
allowed to try out.

RegisterMyAthlete.com steps

On this website parents will need to create an account for their athlete and follow the
steps.

1. Create Account (If you don’t currently have an account)
2. Selectwho is creating the account and fill in all the (*) fields (Name, Email,
Password, Phone Number, Address, and Security Questions)
a. The website will send a verification code to your email. Put that in to finish
creating the account.
3. Clickthe link “Parent/Guardian access to manage athlete registrations”
4. Click “Start/Complete Registration”
a. New Registration +
5. You will now be to the Athlete Registration, and it has 5 boxes needing to be
completed (- Complete, I:l Taskin Progress,D Task to Complete)
Registration Started
Athlete Information
Pre-Registration

o 0o T o

Special Offers
e. Registration Checklist

6. Complete the first task of “Select School”
a. Florida will be pre-filled, Type “Falcon Cove” in the 2" box
b. Select Falcon Cove as your school of choice


file:///C:/Users/P00127331/AppData/Roaming/Microsoft/Word/RegisterMyAthlete.com

7. Next complete “Select Athlete”
a. “Add New Athlete”
b. Fillall (*) (Name, Select a Document, DOB, Gender, Address, Grade, High
School Graduation year)
c. Checkthe acknowledgement box
d. “Submit”
8. Next “Select Year/Sport”
a. Selectthe 2026-2027
b. Check boxes of all sports that your student athlete will be interested in trying
out for (They are not committed to trying out for sport, this just allows the
coaches to see their names when they check RegisterMyAthlete.com before
tryouts)
c. “Submit” button
d. Review your sports selected and then Click “l have selected the correct
information”
9. “Registration Started” should now show complete and you’re onto “Athlete
Information”
a. Complete Guardian info (Click the guardiano Father, Mother, or Legal
Guardian), Fillin Emergency Contact
b. Insurance (Primary Insurance information)
i. Click box to Verify athlete coverage
c. MedicalInfo (Doctor name and number, answer the medical questions
d. Gap Medical Insurance (accept or decline)
10. Special Offers
a. Additional Opportunities (College Athlete Mentorship Program information)
11. Registration Checklist
a. Final E-Signature
i. Guardian e-signature
ii. Student athlete e-signature
b. Physical Document
i. Download if needed (attached below)

ii. Upload the completed PhysicalW'TH DOCTOR STAMP

1. (Doctor stamp is very important to have or the physical will not
be accepted)



12. The Athletic Director (Shaun Smedley), and/or Head Coaches will review your
documentation to confirm your student athlete’s registration is complete. Please
review this checklist is completed on day of tryout or your student athlete may not
be able to try out.

13. For any questions or concerns please contact Shaun Smedley at
Shaun.Smedley@browardschools.com



mailto:Shaun.Smedley@browardschools.com

PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4)
This medical history form should be retained by the healthcore provider and/or parent. E L 2
This form is valid for 365 calendar doys from the date signed below.

Revised 424
MEDICAL HISTORY FORM
Student Information (to be completed by student and parent) print fegibly
Student’s Full Mame: Biological Sex Age: Date of Birth-___ /7
Schiool: Grade in school: Sport(s):
Home Address: City/State: Home Phone: | )
Name of Parent/Guardian: E-mail:
Person ta Contact in Case of Emengency: Relationship to Student:
Emergency Contact Cell Phona: | ] waork Phone: | ] Othar Phone: | ]
Family Healthcare Provider: City/5tata: office Phone: | ]

]
List past and current meadical conditions:

Hawe you ever had surgery? If yes, please list all surgical procedures and dates:

Medicines and supplements (please st all current prescription medications, over-the-counter medicines, and supplements (herixal and nutritional):

Do you have any allergies? If yas, please list all of your allergies [ie., medicines, pollens, food, insects):

Patient Health Questionaire wersion 4 [PHO-4)
Ower the past two weeks, how often hawve yow been bothered by any of the following problems ? (Circle response)

Mot at all Several days oreer half of the days HNearly everyday
Fealing nervous, anxious,
or on edge o 1 z 3
Mot being able to stop or o 1 2 3
control wWorrying
!JlﬂE_l'ItEl";Et or pleasure o 1 2 3
in doing things
Fealing down, depressed, o 1 2 3
or hopeless
GEMERAL QUESTIONS HEART HEALTH QUESTIONS ABOUT YOU
Euplain “¥as” anseers at the =nd of this form. ves Mo (continued) Yes MO
Ginde questions if you don't know the answer.
D you have sy concesms thet you would ke to discuss with Feas 8 doctar ever requested s test for your hear? For
1 your prowider? B :::;rrmfllf elsctrocardiography (ECE) or echocsndiography
Has o prowider eser denied o restriced your participetion in [+ light-rzacad or fesl shorter of Breath than
2 Sparts for &y reason? 2 fﬁﬂ ;.FtnnEE ewerTiseT =
3 | Do you heve amy ongoing medical issues or recent ilnesses? 10 | e you ever had & ssizne?
HEART HEALTH QUUESTIONS ABOUT YOU Yes Mo HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes Mo
. Hes any family member or refative died of heart problems or
4 Hurﬂgmrpmmnrrﬂrﬁ'pumunmd\nrﬁﬂmr 11 | had an unespectsd or unexpisined sudden desth befors age
e 357 [including drowning or unexplained car crash)
— . Dioes anyone in pour family Feve & penetic heart probiem ssch
s | Sy i o oy e
13 | =Thyihmagenic right ventriculer cardicemyopatiy | ARVC),
- _ hgmsrﬂm[lmﬂmm:fndm: |5-I:I,'I'S-}En.5tbd-n
g | Doms four heart suer race, ftter in your chest, o skip beats o cHteChaRminerige polmosphic ventricular
[irreguisr bests] during exercise? tachycarda |[CPVT
7 | Haz o doctor ever toid you tret you have any heart problems? 13 m;mi“ T“":“E:‘;'gl;“"“l:‘“’"“"““"'-m“m

This form is not considered valid unless all sections are complete.
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PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4)
This medical history form should be retained by the healthcare provider and/or parent.
This form is valid for 365 calendar days from the date signed below.

EL2

Revised 4724
Student’s Full Name: Date of Birth- ___ [ f Schood:
BONE AND JOINT QUESTIONS §'[+] MEDICAL QUESTIONS (confinued) Yies Mo
14 | Hawe you ever had o stress frachae? 26 | Do you weonry sbout pour weight™
15 :':tlllnumirjuea_buw. mL?:h,ligmHt,icirt.mberrdm 7 mrnutrﬁnamnrhuun&mmmmnﬂmrw Hain
cEUsEd yoU to miss B practice ar game? or lose WEghE?

15 D you hmammﬁpmnriﬁm ql.r\l'lrnt 28 mrnumusp:dulﬂ':tarunwuawidmﬁntjpum

mrrumrbnther: 'Flu? fDDdswaDdEI'\DUFS"
MEDICAL QUESTIONS Mo 29 | Hewve you ever had an esting disonder?

Do you cousgh, winesze, or heve ditfeulty breathing during Explain “ves"” answers hare:

17

or ofter exercise or has & provider ever dizgnosed you with
msthrmaT

18

Are you I'I1I55II'IEH Kidney, an eye, = testide, your spleen, or any
otfer orzan®

19

[ 'you heve groin or iesticle pain o & painful Dulge or hermia

in the groin area?

[ 'you heve sy necurring skin mshes or mshes that come and
20 | ge. induding herpes or methicilin-nesistant staphylococous
mureus [MASA)T

Have you hed & concussion or head injury that caused

u confusion, & prolonzed headache, or memory problems?

Have you ever fad nambness, had I.'inginE. hisd weskness in
22 | your srms or lags, or been unsiie to mave your arms or legs
after being hit or faling?

23 | Hawe you ever become (1] m'len:n:i:i'ns in the hest™

24 ;DI.I o doss someans Hlllﬂurmilll heve sickle ozl trait

Haue lllﬂu =wer Fad nrdu-"'num'e HI'I"' PTUNE’MS 'u'l:h"u.r

25 s or vision?

This form is not considered valid unless all sections are complete.

Participation in high school sports is not without risk. The student-athlete and parent/guardian acknowledge truthful answers to the
above questions allows for a trained clinician to assess the individual student-athlete against risk factors associated with sports-related
imjuries and death. Florida 5tatute 1006.20 reqguires a student candidate for an interscholastic athletic team to successfully complete a
preparticipation physical evaluation as the first step of injury preventicn. This preparticipation physical evaluation shall be completed
each year before participating in interscholastic athletic competition or engaging in any practice, tryout, workout, conditioning, or
other physical activity, including activities that occur outside of the school year.

We hereby state, to the best of our knowledge, that cur answers to the above questions are complete and correct. In addition to
the routine physical evaluation required by Florida Statute 1006.20, and FH53AA Bylaw 3.7, we understand and acknowledge that
we are hereby advised that the student should undergo a cardiovascular assessment, which may include swuch diagnostic tests as
electrocardiogram (ECG), echocardiogram (ECHO), and/or cardio stress test. The FH5AA Sports Medicine Advisory Committee strongly
recommends a medical evaluation with your healthcare provider for risk factors of sudden cardiac arrest which may include the special
tests listed above.

Student-athlete Name: {printed] Student-Athlete Signature: Date: S __ S _
Parent/Guardian Mame: {orinted)] Parent/Guardian Signature: Date: _ f_ F_
Parent/Guardian Mame: {orinted)] Parent/Guardian Signature: Date: _ f_ F_

Mmﬁm‘_]'mm ﬂmmmqwmmmufmmwnmenummmpMMMM
Wﬁmpwsmnmmm : afsp cing. Py iz ran e to rpant for nonoommenciol, educrtiona) o

wibh ock b



PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
This medical history form should be retoined by the hegithcare provider and/or parent. E L 2
This form is valid for 365 colendar days from the date signed below.

Revised 4,24

PHYSICAL EXAMINATION FORM
Student’s Full Mame: Date of Birth: ___/_ J School:
HEALTHCARE PROFESSIOMNAL REMIMDERS:
Consider additional questions on maore sensitive ssues.

= Do youfeel stressed out or under 2 ot of pressure? = Do you ever feel sad, hopseiess, depressed, or smious?

= Do youfeel sefe ot pour home or residence? = During the past 30 days, did you use chewing tobacco, s, or dip?

« Do you drink slcohod or use any other d"'E"? = Hee you :usr taken anabaolic steroids or used nn'r'ul:h:r p-:rro'rr'unnc-:nhnn:inE

supplement?
= Hawe you ever taken any supplements to help you E:'r or koss w:iaj". nr'm:!'w:'r:lur = Hewe you :\p-eri:n::d perfarmance changes, felt '!uﬂ';.nd,. andor :ﬂp:r':"rc::l fimes
performance? of low enerey during the past year?

|:| verify completion of FHSAA EL2 Medical History (pages 1 and 2], review these medical history responses as part of your assessment.
cardiovascular history/symptom gquestions include 04-013 of Medical History form. [check box if complete)

EXAMINATION

Height: Weight:
BP: ! | ! | Pulse: Wision: &t 20/ L20/ Corrected: Yes No

MEDICAL - healthcare professienal shall initial each assessment MORMAL ABMNORMAL FINDINGS

Appearance
= harfan m'Errm |v.'r'p-"m:uli:|s'_1. ﬁ'Eh-url:re: palste, pectus excavatum, arachnodectyl, 'rrp-erlmc".j'. mro-:!'a. mitral wae
prafapz: [MYP], and aortic insum dency]

E‘ru. Ears, Moss, and Throst
= [Pupils equs

= Hearing

Lymph Modes

Heart
= MAurmurs [al.scultu'h'cr sJ::"-d"'E. susoutation supinz. and Yalsakes m:f-e:.-zr]

UJFE!

AbsdoeTiEn

Zkin
= Herpes s'rnplu Winus |:H5'|.'|. Je=sioms u\me:r'uz of Kethicn-Ressiant Staphyiococous Aursus |r.-1n_=.'.:. or fines corpons

MUSCULOSKELETAL - healthcare professional shall initial each assessment NORMAL ABMNORMAL FINDINGS

Mok

Back

Ehoulder and Arm

Bl and Foresmm

Whist, Hand, and =inE:r:-

Hipand Thl5'1

Knes

LEE!FI: Ankle

Foot and Toes

Functional
= [Double-lex squat test, single-ies squat test, and box drop or step drop test

This form is not considered valid unless all sections are complete,

Comider slectrecardiagraply (BOS) schecardicgmphy [ECHD), ralemal b o cardicloghie for sbnormsal cardiss hlisary o ssemination frdiegs, or any comblnation thamsel. The FHEAA Sport Medlclns

Acdaticey Corsm it strangly rissremends 12 a studant-athiets |parent], o mesdicel sealustion with yeur healthears prosider Fa sk Tacan of suddan candlie amest which may InSuda an alectecardegoars.
Mame of Healthcare Professional (print or type): Dateof Exam: __ f___f
Address: Phone: | | E-miail:

Signature of Healthcare Professional: Credentials: License #:

l.('ad.']‘.‘m'ﬁ‘am & 2015 American Acggamy u[anill.' Physicians, Armarican Acogamy u_rF'ﬂu.b!'ciq. Amarican CoNege of Sports Meciting, Amemoon AMadion! Socigty for Sports Medicing, Americon
Drh‘aeﬁﬂn'lrinn'nryﬁ?rilmrs Madicing, and Amenican Gmpuhh'fﬂmdam:.'a‘rj:num Msdione Fermisson 5 gronted to mp.r.htprnnnmm‘m‘. nu‘umﬁanu.l'uu.r,mmu-fﬁhmwm'mgmmt



PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)
SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL E L2

This form is valid for 365 calendar days from the date signed below.

Revised 4,24
MEDICAL ELIGIBILITY FORM
Student Informiation (to be completed by student and parent) print legibly
Student’s Full Name: Biological Sex Age: Date of Birth: ___/___ /
School: Grade in School: Sport(s):
Home Address: City/State: Home Phone: | ]
Mame of Parent/Guardian: E-mail:
Person to Contact in Case of Emergency: Relationship to Student:
Emergency Contact Cell Phona: | ] Waork Phona: | ] other Phone: | ]
Family Healthcare Provider: City,/5tate: office Phone: | ]

The preparticipotion physical ewalugtion must be administered by o proctitioner licensed wunder Floride chapter 458, chapter 459, chaopter 450,
§464.012, or registered under §464.0123, and in good standing with the proctifoner’s reguiotory board. [§1006.20(2)fc), F5.)

O Medically efigible for a1l sports without restriction

O Medically efigible for a1l sports without restriction with recommendztions for further evaluation or treatment of: (Lse edditionol sheet, if necessary]

O Medically efigible for only certain sports as Ested below:

O Kot mediclly elighle for any sports
Recommendations: [use addifonal sheet, if necessary)

1 herelry certify that 1, or a clinician under my direct supervision, have examined the above-named student-athlete using the FHSAA ELZ Preparticipation
Physical Evaluation and have provided the conclusion|s] listed above. & copy of the exam has been retained and can be accessed by the parent as
requested. Any injury or other medical conditions that arise after the date of this medical clearance should be properly evaluated, diagnosed, and
treated by an appropriate healthcare professional prior to participation in activities.

Hame of Healthcare Professional (print or type): DateofExam:___f__ [
Address: Phame: | i
Signature of Healthcare Profassional: Credentials: License &

SHARED EMERGENCY INFORMATION - completed at the time of assessment by practitioner and parent

Check this box if there is no relevant medical history to share refated to Provider Stamp (if required by school)
participation in competitive sports.

Medications: (use additional sheet, If necessary)

List:

Relevant medical history to be reviewed by athletic trainer/team physician: Jexpigin below, use odditional sheet, if necessary)
O allergies [ &sthma [J Cardiac/Heart [] Concussion [ Diabetes [] Heat liness [] Orthopedic [ Surgical History [J Sickle cell Trait [J Other

Explain:

Signature of Student Datez_ f [ Signature of Parent/Guardian; Date: 1 4

‘We hereby state, to the best of cur krowledge the information recorded on this form is complete and correct. We understand and aconowledge that we ane heneby
advised that the student should undergo 3 cardiovasoular assessment, which may indude such diagnostic tests a5 eledrocardiogram (ECG), echocardiogram (ECHO).
and/for cardio stress test

This form is not considered valid unless all sections are complete.

mnﬁ'md’pm & 2043 Amencan Acpdary qI'Furm'l}' Fﬂ].w'u?mm American Acadarmy qm‘m‘q American Coige af Sports Ivfedicing, American m'm’sadﬂjr‘]'hrqnnrb Ibeoome, Ammarican
mnupavd:sadﬂypr!:pwbm’n’m, ang Amanioan munpnthkmn:raﬁpat Pndicime. Pmbwmwymm manrpusus %] GCAnOWREGITTTE.



