2026-2027 Athletic Registration ™o 2% 2valene onine

Athletes: ALL 4 PAGES must be signed and returned to the office before a student is allowed to participate in these
Pillager activities. You may also pick up the complete MSHSL Athletic Brochure from the office or print it from

www.mshsl.org

On occasion, the JMC messaging system may be used to communicate schedule changes or information about your team.
The numbers and emails in the school database will be used for this communication.

Participant’s Name Grade

Registering for

Parent/Guardian Name (s) Best contact phone # 1
Student’s cell phone # Best contact phone # 2
Emergency Name Emergency best phone #
(if we can’t get ahold of a

parent)

Allergies and health

concerns. (Please fill out
as accurately as possible.)

If emergency treatment is required and the parents can not O yes If no, what do parents want

be reached immediately, may the head coaching staff use o no done?

their own judgment for medical treatment and/or transport.

Parent/Guardian signature Date signed

Student Physical: Fees: |

Physicals are good for three years. Forms are available if this student needs a L1875 Jr. High (grades 7-8)

physical. If you are not sure please contact Nicole Bramer at [1 $125 Jr. High Coop (grades 7-8)

nbramer@isd116.org [J $100 JV / Varsity (grades 9-12)
[1 $150 JV/Varsity Coop (gr 9-12)

Needed forms for Athletes: L1 $400 Family Max

This “Athletic Registration” form .

For office use only:
2026-27 MSHSL Eligibility Statement Paid
MSHSL Annual Sports Health Questionnaire Date:
Big Stone Therapies, Inc. Check #

Needed every THREE years Cash Received

Sports Physical
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MSHSL Eligibility Brochure

This brochure is for your reference. If there is a question about rule(s) interpretations, contact your school activities
director or principal.

Students: Your participation in MSHSL programs is dependent on your eligibility. Protect that eligibility by reviewing with
your parent(s)/guardian(s) this summary of Minnesota State High School League rules which govern your participation.
Complete policies and bylaws are found in the MSHSL Official Handbook, which is available at each member school and is

available online at: www.mshsl.org/governance.

| understand | must sign the current eligibility statement prior to participation each school year.
| understand that once | sign the eligibility statement all eligibility rules apply:
» Twelve months of the year;
» Whether | am currently participating ar not;
» Cantinuously from the first signing of the statement through the completion of my high school eligibility.

Parents/Guardians: It is essential to review the following expectations.

General Student Eligibility Checlklist [must be oom d by all stude
(If you conmat check all 8 items, see your acthvties director or principal)

1. lam making academic progress towards graduation.

2. l'will not turn 20 before the start of the season inwhich | participate.

____ 3. | have not dropped out of school or repeated a grade beginning with the initial entrance in the 9" grade.

4. | have not and will not use or possess tobacco or alcoholic beverages, use, consume, have in possession, buy, sell or give
away any other controlled substance, including steroids, drug paraphernalia or products containing or used to deliver
nicotine, tobacco products and other chermicals.

5.1 have not and will not violate the racial/religious/sexual harassment/violence and hazing bylaws of the MSHSL.

__ B.lagree to fully cooperate in any investigation honestly and truthfully.

_ 7.lagree to follow all of the MSHSL policies and bylaws in order to be eligible to represent my school in MSHSL programs,
regardless of my age.

_ &.lhave reviewed the concussion management information contained in the Eligibility Brochure and found on the
following website: weaw.cde.gov/headsup with my parent(s)/guardian(s).

Athletic Eligibility Checklist [must be com all athletes
(If you conmot check all 5 ftems, see your activties director or principal)

1.1 have a physical exam on file with the school, within the last three year.

2.1 have not transferred schools.

3.1 will not participate in more than six seasons in any sport in grades 7-12.

4.1 have not accepted cash in any amount or merchandise valued at more than 5100 for participating in a sport.
5.1 have not and will not compete in non-MSHSL events in my sport during my high school season.

Updated: May 4, 2026 1
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ANMUAL SPORTS HEALTH QUESTIONNAIRE

Marme Birth Date Today's Date Grade Schoal
Date of Last Sports Qualifying Physical Exam |SOPE) spart|s)
HAddress Phone

Lheck Yes or Mo bowes for each question or Circle question numbers for which you cannot arswer.

IM THE LAST ¥EAR, since your last complete Sports Qualifying Physical Exam with youwr physician or your Year 2 Annual Health Questionnaine, HAVE YOU HAD ANY
CHANGES TO THE FOLLOAWING OUESTIONS:

Arhlete Health Questionnaire

YES
1. in the last year, has a doctor restricted your participation in sports for any reason without deanng you to refum to Sports? e D
INMPORTANT HEART HEALTH QUESTIONS ABROUT YOU 1M THE LAST YE&R

In the: |ast year, have you pessed cut ar nearly passed out duming o e ERE N EE T .. e ee e eeeenan D
In the last year, have you had discomifort, pain, tightness, aor pressune inoyour chest during exercise?.. |
In the last year, does your heart race or skip beats (irmegular beats] during ewercise? ... ... O
In the: last year, do you get light-headed or feel mare short of breath than expected during exercise? .. D
In the: last year, have you had an unexplainesd SEIUNET ..o e e e e e . D
In the |ast year, has a doctor told you that you have amy heart problEms T ..o e e s e eann D
In the last year, has a doctar requested a test for your heart? For example, electrocardiography (ECG) or echocardiogram (ECHO)? ... D
IMPORTANT HEART HEALTH QUESTIONS ABOUT YOUIR FAMILY M THE LAST YEAR

5. Inthe last year, has a anyone in your immediate family died suddenty and unexpectedly for no apparent rEESENT ..o D
O
O
0
O
O
O
O
O

E o R

10 In the last year, has any family member or relative died of heart problems or had an unexpected or unexplained suddendeath
before age 35 [induding an unexplained drowning or an unesplained car aocdenE) o
11. In the last year, has armpane in your immediate family had instances of unexplained fainting, setzures, or near drawning?
12. In the last year, has anyone in your immediate family besen diagnosed wath hypertrophic cardiomyopathy, Marfan Syndrome,
arrh',tl'l'nqgnni: rightt vertricular cardiomyopatiy, long or shart OT Syndrome, Brugada Syndrome, or catecholaminergic polymaorphic

13, In the last year, has anmyone in your immediate family under age 35 had a heart problem, pacemaker, or implanted defibaillator?....oeeeee.
MAEDHICAL RISK QUIESTIONS IM THE LAST YEAR
14. Inthe last year, have you had a head injury or concussion that still has symptoms ke continuing headaches, concentration problems
T T I T P I B ettt ettt oo £ ceace 4 oot e s oot o8 £ £ ot £ e £18 S et £ S0t 1 et £ st 1 et £ s 1ot s s
15 In the last year have you become ill while exercising in theReat T ...t s e e .
16, In the last year, have you learned that someane in your family has sickle cell tram or disgase? e
17. Iin the Last year, hawe you had numbness, tingling, weakness in your arms or legs, or been unable to mave your arms or legs after being hit or falling?

0000 00 D0 0 D0oOooooo O

Parents or Legal Guardians: Please note below any health concerns, medications, or allergies that may be important
for the coaches or athletic/activities director to know.

| do not kmiow of amy existing physical or additional health reason that would preclude participation in sports. | certify that the answers to the abowe questions are
true and acourate, and | approve participation in athletic activities.

Parent ar Legal Guardian Signature Athlete Signature Date

Activities Director Note: (a YES answer to any of the guestions above requires a clearance note from a physician prior to participation.)

SOPE Due / / MEDICALLY ELLIGIBLE FOR SPORTS PARTICIPAITON: YEs [ no []
Supplemental Mental Health Screening (uestions {may be cut from form before submitting)
Ower the post 2 weeks, fow offen howe you been bothered by any of the folfowing probiems? (Circle response. )
Mot at all Several days Ower half the days ~ Nearly every day

Feeling nervous, anmicus, ar on edge o 1 2 3
Mat being able to stop or control worrying o 1 2 3
Little interest or pleaswre in doing things o 1 Fl i
Feeling diown, depressed, ar hopeless o 1 2 i

[ thee sumi of responses to gquestiors 1 & 2 or 3 & 4 are »3, please wee your provider)

Reference: Preparticipation Physical Evaluation (Fifth Edition): AAFF, AsP, ARMESK, A0SSM, A0ASM, AAF, 2015, Revised /243026




Student-Athlete Authorization and Consent Form for Disclosure of Protected Health Info

| hereby authorize the athletic trainer and other health care personnel representing School to release information
regarding the student-athlete’s protected health information and related information regarding any injury or iliness during the student-
athlete’s training for and participation in athletics at the above named school. | further understand that it is at my request to comply
with the requirements of his/her school and the release of protected health information to a coach, athletic director, or school official
in connection with participation in interscholastic sports. This protected health information may concern the student-athlete’s medical
status, medical condition, injuries, prognosis, diagnosis, athletic participation status, and related personally identifiable health infor-
mation. This protected information may be released to other health care providers, hospital and/or medical clinics and laboratories,
athletic coaches, medical insurance coordinators, athletic and/or school administrators, chaplains and/or clergy members, and offi-
cials of the WCAL and CIF.

I, , parent and/or guardian of , student-athlete,
understand that as a parent/guardian give authorization/consent for the disclosure of the undersigned student-athlete’s protected
health information is a condition for participation as an interscholastic athlete at the above named school. | understand that my pro-
tected health information may be protected by the federal regulations under the Health Information Portability and Accountability Act
(HIPAA) and, if so, may not be disclosed without either parent/legal guardian authorization under HIPAA. This authorization/consent
expires one year from the date it is signed.

Important: Your Rights. | understand my rights, as described herein:

I may revoke this authorization at any time by notifying the above named school’s Athletic Director in writing.
My letter must be hand delivered or mailed to the School.

A revocation will not affect any uses or disclosures that the above named school made before it received my
revocation.

If | request it, | may see a copy of the health information described on this form.

The information that is used or disclosed pursuant to this authorization may be subject to re-disclosure by the
recipient and may no longer be protected by HIPAA. | have the right to seek assurances from the above
named entities or individuals authorized to receive the information that they will not re-disclose the infor-
mation to any other party without my further authorization.

Does your child have or carry with them: (Circle all that apply)
Asthma Inhaler

Epi-Pen
Diabetes (High or Low blood sugar, please indicate: ). Do they carry insulin or glucose with them at all times:
Yes / No
Other:
Consent for IMPACT and Release of Information
| give my permission for (name of child) to have a baseline and post-concussion INPACT

(Immediate Post-concussion Assessment and Cognitive Testing) as needed, administered at the above named school. | understand
that my child may need to be complete INPACT more than once post-concussion, depending upon the results, as compared to my
child’s baseline, which will be on file at the above named school. | understand there is no charge to complete the IMPACT.

The above named school may release the INPACT results to my child’s primary care physician, neurologist, team physician or other
interpreting physician. | understand that as a parent/guardian, | give authorization/consent for the involved athletic trainer and/or
health care personnel representing the above named school to contact the child’s primary care physician, neurologist, team physi-
cian, or other treating physician, coach, athletic director, or school official regarding the results of the InPACT

| understand that general information about the IMPACT data may be provided to my child’s school nurse, guidance counselor and
teachers, for the purposes of providing temporary academic modifications, if necessary.

Print Student-Athlete’s Name Signature of Student-Athlete’s Name Date

Print Parent/Guardian Name Signature Parent/Guardian Name Date



