Please Sign and return each form to the Athletics Office or to

the Athletic Trainer’s office.

**The student athlete will not be allowed to participate in athletics until every
form is turned in. The forms needed are listed below. **

1. Marple Newtown Athletic Code of Conduct
2. Marple Newtown Emergency Medical / Consent Form r
3. Understanding Non-medical/Misuse of Prescription Medications
- 4. PIAA CIPPE Sect. 1-6 {Must be signed by a.Doctor after May 1, 2026 to be
valid for 2026/2027 school year.
5. Marple Newtown Activity Fee Form

Physical Examinations

No student shall be eligible to represent his/her school in any interscholastic athletic contests unless
he/she has been examined by a licensed physician of medicine before his/her first sports season of the
academic year, Before each subsequent sports season of the same academic year, he/she will need to be
re-certified by either a parent or physician in order to confirm that his/her condition is satisfactory
before he/she begins to train or practice for the intended sport. All physical exam information will be
kept on file In the athletic office.

Sections I-V (1-5) of the physical form must be filled out by a parent prior to a physical being given by a
physician, Section VI (6) of the physical form is filled out by the physician.

#%% THE PHYSICAL MUST BE Authorized AFTER Vay 1, 2026 TO BE VALID FOR THE 2026--2027
YEAR, ###

Season 2 and/or season 3 participation requires recertification by:

Re-certification by parent: This option is afforded to student athletes who finish their previous season
deemed healthy by our athletic trainer. A parent can fill out Section VIl {7) of the physical form to certify
that there has been no change in the medical condition of their child since the date of thelr last physical.

Re-certification by a physician:This is required for any student athlete who finishes the previous season
as an Injured member of the team or any student who suffers an injury or change to their medical
condition between seasons. Section VIIL{8) must be filled out by a physiclan In order to certify that the
student is deemed fit to participate in the new season.
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Marple Newtown Athletic Code of Conduct
As a member of the Athletic Program in the Marple Newtown School District, | realize

that participation in extracurricular activities is a privilege that must be upheld. | have read the

student athlete/parent handbook and understand that 1 am required to meet the academic
requirements put forth by the district, and also those requirements outlined b'y the coaches of

the programs in which | am involved.

Any student posting things via a social media outlet must adhere to our Athletic Code of
Conduct in addition to any school rules that may apply. It is imperative that any social media
correspondences fall under the guidelines of sportsmanship and fair play. Please use good
judgment when posting anything on one of these outlets. Those found in violatioh of the above
will jeopardize participation in and/or attendance of an extracurricular event.

In addition, as a member of the athletic department in the Marple Newtown School
District, [ am expected to model our “Six Pillars of Character”: hard work, sportsmanship,
integrity, citizenship, respect and responsibility. Any actions that would be contrary to those six
pillars will jeopardize my participation in the athletic program.

| have read the above and agree to the terms discussed. | will strive to maintain “Tiger

Pride” and display character in all aspects of my life as a student athlete in the Marple Newtown

School District.

Print Student Name: Sport:

Student Signature: Date:

Parent Signature: Date:




Student's Name Email:

Grade, Date of Birth Age Sport: Bays/Gitls-

Home Address: Home #

Parent/Guardian Contact # 1: Relotionship:

Phone #; Email: B
Parent/Guardian Contact # 2: Relationship:

Phone #; Email:

Emergency Contact if parent/guardian cannot be reached in an emergency situation,

Emergency Contact # 1; Relationship:
Phone #: Email:

Emergency Contact # 2: Relationship:
Phone #; Email:

Family Physician: Doctor's Phone #;

Medical History/Medical Problems:

Medications Currently Toking:

Allergies to Medications:

Family Insurance Company: Policy Number:

#%% All Injuries should be reported to the coac 1 ertified Athletic Trainer, ***
| hereby give permission to the attending Physician and or Certified Athletic Trainer at the athletic activities to
carry out such emergency diagnostic and therapeutic procedures as may be necessary for my child,

Signature of Parent/Guardian: Date:




Sports Injuries and Prescription PainKillers

Understanding Non-medical/Misuse of Prescription Medications

Prescription Medications

e The class of prescription drugs most commonly prescribed for palh Is oplolds, such as Vicodin, Percocet, Codeine, Demerol
or Oxycontin. Under a doctor’s orders, these medications can be very helpful. But If used improparly, they can be
dangerous. '

e  Most Individuals who misuse preseription medications, patticularly teens, believe these substances are safer than illegal
drugs because they are prescribed by a doctor. Doctors take Into account things like the patlent’s age, welght, and medical
history; the drug's form, dose, and possible side effects; and the potential for addiction, when prescribing medications.

e  70% of people 12 and older who abuse prescription drugs get them from family and friends, and 60% of teens who have
abused prescription painkillers have done so before the age of 15.

What is Addiction?

@ Addiction Is a disease characterized by compulsive drug seeking behavior regardless of the consequences. As the Hiness

progresses, an addicted person needs more of the drug, the iliness becomes harder to treat, and the risk of overdose
Increases.

Misusing medication.can lead-to-serious-consequences-including-addiction, other substance-use; criminal-activity; death,— -——— -
Paople who misuse painkillers might not understand how these factors Interact and put them at risk for serlous negative
consequences, Additionally, mixing prescription opioids with alcohol or other drugs is the leading cause of overdose death
in Delaware County.

Itis important for parents/guardians to be aware of what substances your student athlete may be exposed to or using durlng

the season, What are the sighs and symptoms you should look for?

Signs of use Signs of depandency Signs of ovardose® )
o Anxiety/Irritabllity ° Change In personality *f you see any of these signs, conslder this an
o, Insomnia [} Soclal withdrawal . emergency and call 911 immediately.
L] Long periods of sleep ° Change In daily hablts [} May not awaken when aroused
L Loss of appetite/nausea ] Neglect responsibilities 0 Cold, clammy skin
° Watery ayes ] Forgstfulness L} Blue lips, face, hands
° Chills ® Increased sensltivity e Struggle for breath
° Deprassion ] Changa in appearance [ Elevated body temparature
° Disorientation ° Recelving lower grades [} Vomiting
® Plnpoint puplls 3 Increased absance ° Behaving Irrationally/confused

Take Action! What can you do if your athlete is prescribed medication?

1, Know -> Know what medications your athlete Is using and the signs of use, dependency, and overdose.

2. Monitor -» The adult in the household should maintain possession of the medicatlon and closely monitor the dosage and
refills. Although most youth dre capable of self-administering over-the-counter painkillers, prescription oplates should be
closely supervised by an adult. Set clear rules with your medications! Never share, take more than prescribed, or mix with
other drugs.

3. Talle ->Discuss the dangers of prescription medications with your athlete. Emphasize that Just because they are prescribed
by a doctor, It does not make them safel

4. Lock Your Meds ->Keep all prescription medications locked up to keep your family and friends safel When the prescription
Is no longer needed, dispose of the unused medication at any Delaware County Drop Box locations
(visit www,co.delaware.pa.us/heroln for locations),

| have reviewed and understand the symptoms and warning signs of prescription drug mlsuse,

Date: [/ [/
Date:,___/ _/

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

Sighature of Parent/Guardian Print Parent/Guardian's Name

BN e 1
diigis DELAWARE COUNTY HEROQIN TASK FORCE .
Dalaware County Councll Delawara County
THOMAS ), MeGARRIGLE DELAWARE COUNTY GOVERNMENT CENTER District Attorney
Chalriman 202 W. front Streat JOHN ), WHELAN
MARIO J, CIVERA IR, N Medln, PA 10063
Vica Chalrman
COLLEEN P. MORRONE www,co,delawara,pa.us/heroln
JOHN B, McBLAIN {610) 891-4163

DAVID J, WHITE




MNSD Activity Fee

The activity fee is to help offset the costs associated with identified school-sponsored and approved extracurriculars (listed
below). The annual fee of $100 per student, with a maximum of $200 per family, entitles the student to participate in multiple
activities. Students approved for free and reduced lunch are not required to pay the fee. The fee is determined based on the
following criteria:

e The activity involves a supplemental employee contract such as a school district selected and compensated coach,
advisor, director, or sponsor.

e The activity comprises MNSD students only.

e The activity involves MNSD students in either competitions and/or performances.

The fee must be paid by the first day of participation in an activity. It can be paid online through School Café or by check
made out to “Marple Newtown School District.” If you choose to pay by check, please either hand it to the coach,
director/sponsor or deliver it to Susan Becker (High School) or Julie Rufo (Middle School). Students will not be permitted
to participate until the fee is paid.

Meals for students are not funded through the activity fee or District funds.

Elective competitions, games, performances, or camps are not funded through the activity fee or District funds. Student
participants are responsible for their own expenses for elective events.

For state and national club activities in which students qualify to compete, MNSD will contribute up to $5,000 annually
toward commercial club travel expenses, including registration, airfare, and lodging, that are directly related to competitions,
The District will not fund lodging for events within a 100-mile radius.

Below is a current list of activities to which this fee apply. Please check all that you anticipate your child will participate in
this year:

Clubs Athletics Performing Arts

Annenberg [1 | Baseball O | Golf [0 | Indoor Percussion |
Debate Team [0 | Basketball O | Indoor Track [0 | Jazz Band E]
FBLA [J | Bocce [J | Lacrosse [l | Marching Band O
Forensics O | Cheer 3 | Soccer [ | Musical/Theatre ([l
Hi-Q [ | Cross Country O | Softbail [0 | Paxon Hollow Band (|
Math Club 0 | Diving/Swimming [1 | Tennis [0 | Paxon Hollow Choir O
Mock Trial O | Field Hockey [} | Track & Field (] | Paxon Hollow Orchestra | [
Model UN {Od | Flag Football 1 | Volleyball O | Select Choir O
Reading Olympics | [J | Football O | Wrestling [1 | Winter Guard O
Science Olympiad |

Student Name: Grade:

Sibling(s) Name & Grade if also participating in an activity:

Parent Signature: Date:

April 2026




PIAA COMPREHENSIVE INITIAL
PRE-PARTICIPATION PHYSICAL EVALUATION

Gy
INITIAL EVALUATION: Prior to any student participating in Practices, Inter-School Practices, Scrlmmages, and/or
Contests, at any PIAA mamber school In any school year, the student [s required to (1) complete a Comprehensive Initial
Pre-Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s) complote the first six Sections of
the CIPPE Form. Upon completion of Sectlons 1 and 2 by the parent/guardian; Sections 3, 4, and 6 by the student and
parent/guardian; and Sectlon 6 by an Authorized Medical Examiner (AME), those Sections must be turned In to the
Princlpal, or the Principal's designee, of the student's school for retentlon by the school, The CIPPE may NOT he
authorized sarlier than May 1% and shall be effective, regardless of when performed durlng a school year, until the latter
of the next April 30 or the gonelusion of the spring sports season.

SUBSEQUENT SPORT(S) IN THE SAME SCHOOL YEAR: Following completion of a CIPPE, the same student seeking to
particlpate In Practices, Inter-School Practices, Scrimmages, and/or Contests in subsequent spori(s) In the same school
year, must complete Section 7 of thls form and must turn In that Sectlon to the Principal, or Principal's deslignee, of his
or her school. The Principal, or the Principal’s designee, will then determine whether Section 8 need be completed.

PERSONAL INFORMATION

Student's Name Male/Female (circle
one) ]

Student’s Date of Birth: / / Student's Age on Last Birthday: Grade for 20 -
20

8ohoo! Yoar

Current Physical Address

Current Mome Phone # ( ) ‘ Parent/Guardian Current Cellular Phone # ( —
Parent/Guardian E~mail

Address:

Fall Spori(s): Winter Sport(s): Spring Sport(s);

EMERGENCY INFORMATION

Parent's/Guardian’s Name Relationshlp _____
Addrass Emergency Contact Telephone # ( )
Secondary Emergency Contact Person’s Name Relationship ____
Address Emergency Contact Telephone # ( ) I
Medlcal Insurance Carrier Policy Number,

Address Telephone # ( )

Famlly Physlclan's Name, , MD or DO (circle one)
Address Telephone # ( )

8tudent's Allergles,

Student's Health Condition(s) of Which an Emergency Physician or Other Medical Personnel Should be Aware

Student's Prescription Medications and conditions of which they are being prescribed




SectioN 2: CERTIFICATIONS
The student’s parent/guardlan must complete all parts of this form,

A. | hereby glve my consent for horn on who {urned on
histher last birthday, a student of School and a resldent of the
public schoal distiict, to participate in Practices, Inter-School Pracilces,
Scrimmages, and/or Cantests durlng the 20 - 20 school year In the sport(s) as indleated by my sighature(s) following the name of the sald
sport(s) approved below.
Winter Slgnature of Parent Spilng Slgnature of Parent
Fol Slgnature of Parent Sports or Guardian Sports or Guardlan
Sports or Guardian Basketball Basebali
Cross . Bowlin Boys'
Country . L h
Competilive
Field Spliit Squad Glis'
Hockey L
Glrls'
Football Gymnastics Softball
Golf Rifle Boys'
Tennls
Soceer Swimming
q and Diving Track & Fleld
Qlrls’ (Qutdoar)
Tennis Track & Field
{Indoor) Boys'
Glrls’
Volleyball Wrasliing Volleyball
Weter Other
Polo Othor
Other
B Understanding of ellglbility rules: | hereby acknowledge that | am famlllar with the requirements of PIAA concerning the eliglbliity of students at PIAA member

schools to participate In Inter-School Practices, Scrimmages, and/or Contests Involving PIAA member schools, Such requirements, which are posted on the PIAA Web site at
, Include, but are not necessarily limited to age, amataur status, school attendance, health, transfer from one school to another, season and out-of-season rules
and regulations, semesters of attendance, seasons of sports partlcipation, and academic performance,

Parent's/Guardlan’s Signature Date [ [

S A S

C. Disclosure of records needed to determine ollgibility: | hereby consent to the release to PIAA of any and all portions of achool record files, beginning with the
seventh grade, of the hereln named student specflcally Including, without limiting the generallty of the foregolng, birth and age records, name and residence address of
parent(s) or guardlan(s), resldence address of the student, health tecords, academlc work completed, grades recelved, and attendance data.

Parent's/Guardian’s Slgnature Date, [

Student's Sighature Date, [

D. Pormission to use name, likeness, and athletlc Information: | consent to PIAAS use of the hereln named student's name, likenass, and athletically related
Information in video broadeasts and re-broadeasts, webcasts and reports of Inter-School Practices, Scrimmages, andfor Contests, promotional literature of the Association,
and other materials and releases related to Interscholastic athletics.

Student's Signature Date,

Parent's/Guardlan’s Slgnature Date_ [ |/

Student's Slgnature Date, [/
14

E, Pormlisslon to adminlster emergency medical care: | consent for an emergency medical care provider to adminlster any emergency medical care desmed
advisable to the welfare of the herein named student while the student Is practicing for or participating In Inter-School Practices, Scrimmages, and/or Contests. Further, this
authorlzation permlts, if reasonable efforts to contact me have baen unsuceessful, physicians to hospltalize, secure appropriate consultation, to order Infections, anesthesla
(local, general, ar both) or surgery for the hereln named student. | hereby agree to pay for physicians’ and/or surgeans’ faes, hoapital charges, and related expenses for such
emergency medical care. | further give permission to the sohools athletic administration, coaches and medical staff to consult with the Authorized Medical Professlonal who
executes Sectlon 7 ragarding a medical condltion or injury to the herelh named student,

Parent's/Quardlan’s Slgnature Date___/ |/

Student's Slgnature Date / /

F. Confldentiality: The Information on this CIPPE shall be treated as confidential by school parsonnel. It may be used by tho school's athletic administration, coaches
and madical staff to determine athlstic sliglbility, to ldentlfy medical conditions and Injuries, and to promote safety and injury prevention, In the event of an emergency, the
Information contained In this CIPPE may be shared with emergency medical personnel. Information about an Injury or medical condition will not e shared with the public or
media without written consent of the parent(s) or guardian(s).

Parent's/Guardian’s Slgnature Date_ [ |

Student's Signature Date / /




SecTioN 3: UnpERSTANDING OF Risk oF ConcussioN AND TRAUMATIC BRAIN INJURY

What is a concussion?
A concusslon Is a braln Injury that;:
e [s caused by a bump, blow, or jolt to the head or bady.
Can change the way a student’s braln normally wotks.
Can occur durlng Practices and/or Contests In any sport.
Can happen even If a student has not lost conscloushess.
Can be setlous even if a student has Just been “dinged” or “had thelr bell rung.”

All concusslons are serlous. A concussion can affect a student's ability to do schoolwork and other activitles (such as playing video
games, working on a computer, studying, driving, or exercising). Most students with a concussion get better, but it Is important to give
the concussed student's brain time to heal,

What are the symptoms of a concussion?
Concussions cannot be seen; however, in a potentially concussed student, one or more of the symptoms listed below may become
apparent and/or that the student "doesn’t feel right” soon after, a few days after, or even weeks after the injury.

e Headache or “pressure” In head e  Feeling sluggish, hazy, foggy, or grogay
e Nausea or vomiting e Difficulty paying attention

« Balance problems or dizziness e Memory problems
#—Double-or-blurty-vision e——Confusion

o  Bothared by light or noise

What should students do If they believe that they or someone else may have a concussion?

e Students feeling any of the symptoms set forth above should immaediately tell their Coach and their parents. Also, if
they notice any teammate evidencing such symptoms, they should Immedately tell their Coach.

e The student should be evaluated. A licensed physiclan of medicine or osteopathic medicine (MD'or DO), sufficiently familiar
with current concussion management, should examine the student, determine whether the student has a concussion, and
determine when the student Is cleared to return to participate in interscholastic athletics.

e Concussed students should give themselves time to get better. If a student has sustained a concussion, the student's
braln needs time to heal. While a concussed student's brain Is stlll healling, that student Is much more likely to have another
concussion. Repeat concussions can increase the time it takes for an already concussed student to recover and may cause
more damage to that student'’s brain. Such damage can have long term consequences. It Is important that a concussed
student rest and not return to play until the student recelves permission from an MD or DO, sufficlently famlllar with current
concussion management, that the student is symptom-free. : .

How can students prevent a concussion? Every sport Is different, but there are steps students oén take to protect themselves,

® Use the proper sports equipment, Including personal protective equipment. For equipment to properly protect a student, it .

must be:
The right equipment for the sport, position, or activity;
Worn correctly and the correct size and fit; and
Used every time the student Practices and/or competes.
e Follow the Coach’s rules for safety and the rules of the sport.
e Practice good sportsmanship at all times.

If a student believes they may have a concussion: Don't hide It. Reportit. Take time to recover.

| hereby acknowledge that | am famillar with the nature and risk of concussion and traumatic brain Injury while participating In
interscholastic athleties, including the risks assoclated with continuing to compete after a concussion or traumatic brain injury.

Student's Signature Date / /

| hereby acknowledge that | am familiar with the nature and risk of concussion and traumatic brain injury while participating in
interscholastic athletics, Including the risks assoclated with continuing to compete after a concussion or traumatic brain injury.

Parent's/Guardian’s Signature Date_ [ |/




SectioN 4: UNDERSTANDING OF SupbeN CARDIAC ARREST Symproms anp WaArNING SiGNs
What is sudden cardiac arrest?

Sudden cardlac arrest (SCA) occurs when the heart suddenly and unexpeotedly stops beating. When this happens bload stops flowing to the braln and other vital organs,
SCA Is NOT & heart attack, A heart attack may cause SCA, but they are not the same, A heart attack Is caused by a blockage that stops the flow of blood to the heart. SCA
Is a malfunction in the heart's electrical system, causing the heart to suddenly stap beating.

How common is sudden cardiac arrest in the United States?

There are about 350,000 cardiac arrests that occur outslde of hospitals each year. More than 10,000 Individuals under the age of 26 dle of SCA each yaar, SCA s the number
one klfler of student athietes and the leading cause of death an school campuses.

Are there warning signs?
Although SCA happens unexpectedly, some paopla may have slgns or symptoms, such as

e Dizziness or lightheadedness when exercising; ° Fatigue (extreme or racent onset of tiradness)
¢  Fainting or passing out during or after exerclsing; ) Weakness;
e  Shortness of breath or difflculty breathing with exerclse, ° Chest palns/pressura or tightness during or after exarcise.

that Is not asthma related;
o Raclng, skipped beats or fluttering heartbeat (palpltations)

These symptoms can be unclear and confusing In athletes. Some may Ignore the slgns or think they are normal results off physlcal exhaustion, If the conditions that cause
SCA are diagnosed and treated befare & life-threatening event, sudden cardiac death can be prevented In many young athletes,

What are the risks of practicing or playing after experiencing these symptoms?
There are signlfioant risks assoclated with cantinulng to practics or play after experlancing these symptoms, The symptoms might mean something Is wrong and the athlste

should be checked hefore raturning to play. When the heart stops due to cardlac arrest, so doas the blood that flows ta the braln and other vital organs. Death or parmanent
braln damage can oceur In Just a few minutes. Most paople who experlence a SCA dle from It; survival rates are below 10%.

Act 73 - Peyton’s Law - Electrocardiogram testing for student athletes

The ‘Act Is Intended to help keep student-athistes safe while practicing or playlng by providing education about SCA and by requiring notification to parents that you can
request, at your expense, an electrocardiogram (EKG or ECG) as part of tHe physloal examination to help uncover hidden heart lssues that can lead to SCA. :

Why do heart conditions that put youth at risk go undetected?

e Up to 90 percent of underlying heart issues are missed when using only the history end physical axam;
o Most heart condlitlons that can lead to SCA are not detectable by llstening to the heart with a stethoscope during a routine physleal; and
s Often, youth don’t report or recognize symptoms of a potentlal heart condition.

What is an electrocardiogram (EKG or ECG)?

An ECG/EKG Is a quick, palnlass and noninvasive test that measures and records a moment In time of the heart's electrical actlvity. Small electrods patches are attached to
the skin of your chest, arms and legs by a technlolan, An ECG/EKE provides Information about the structure, function, rate and rhythm of the heart,

Why add an ECG/EKG to the physical examination?

Adding an ECG/EKG to the history and physlcal exam can suggest further testing or help Identlfy up to wo-thirds of heart condilions that can lead to SCA. An ECG/EKG can
be ordared by your physiclan for soreening for cardiovascular disease or for & varlety of symptoms such as chest paln, paipltations, dizziness, fainting, or famlly history of
heart disease,

ECG/EKG scraenings should be considered overy 1-2 years because young hearts graw and change.
ECG/EKG scrasnings may incraase sensitivity for detection of undlagnosed cardiac disease but may not prevent SCA.
ECG/EKG scroenings with abnormal findings should he evaluated by tralned physiclans,
If the ECG/EKG screening has abnormal findings, addltlonal testing may need to be done (wlth assoclated cost and risk) before a dlagnosls can be made, and
may prevent the student from partiolpating In sports for a short perlod of time untll the testing Is completed and more spactiic recommencations can be made.
e The ECG/EKG can have false posltive findings, suggesting an abnormallty that does not really exist (false positive findings oceur less when ECG/EKGs are read
by a medical practitioner proficient in ECG/EKG interpretation of ohildren, adolescents and young athletes).
s ECGs/EKGs result In fower false posltives than simply using the current history and physlcal exam.
The Amerlcan College of Cardlology/American Heart Assoclation guidelines do not recommend an ECG or EKG In asymptomatic patients but do support local
programs In which EGG or EKG can be appliad with high~quallty resources.

Removal from play/return to play

Any student-athlete who has signs or symptoms of S8CA must be removed from play (which Includes all athletic activity). The symptoms can happen before, during, or after
activity,

e ® 3 @

Before returning to play, the athlate must be evaluated and clearad. Clearance to retum to play must be In writing. The evaluation must be performed by a licensed physiclan,
certified reglstered nurse practitioner, or cardlologlst (heart doctor). The licensed physlcian or certified registered nurse practitioner may consult any other licensed or cortified
medical professionals,

| have reviewed this form and understand the symptoms and warning signs of SCA. I have also read the Information about the elactrocardiogram testing and how it may hslp
to detect hidden heart lssues.
Date / /

Slgnature of Student-Athlete Print Student-Athleta’s Name
Date / /

Signature of Parent/Guardian Print Parent/Guardian’s Name
Student's Name Ags, Grade, for 20, «20

8ehool Yeer




Seorion §: HeactH History

Explain "“Yes” answers at the bottom of this form.
Clrcle questlons you don’t know the answers to.

Yos No
Yes No 23, Fas a doctor ever told you that you have asthma or o o
1. Has a doctor aver denlad or restrlcted your a allergles?
particlpation in sport(s) for any reason? 24. Do you cough, wheeze, or have dlifficully breathing a Q
Do you have an ongoing medical condition (Jlke a DURING or AFTER exerclse?
asthma or dlabetes)? u 25, Is there anyone in your famlly who has asthma? o o
3. Areyou currently taking any prescription or
nonprescription (ovarthe-counter) madicines or -Q o 26, mz‘é‘fc}’::?ever used an Inhaler or taken asihma a =)
pllis? .
4. Do you have allergles to medicines, pollens, foods, 27.  Woere you born without ar are your missing a kidney, o a
or stinging Insecta? a Q an eye, a testicle, or any other organ?
5. Have you ever passed out or nearly passed out o 28, Have you had Infastious mononucleosls (mono) a a
DURING oxerclse? Q within the last month?
8. Have you ever passad out or nearly passed out a 29, Do you have any rashes, pressure sores, or other a a
AFTER exerclse? u skin problams?
7. Have you ever had discomfort, paln, or pressure In a a 30.  Have you ever had a herpes skin Infaction? o Q
your chest during exercise? CONGUSSION OR TRAUMATIC BRAIN INJURY
8.  Does your heart race or skip beats during exerclse? Q & 31. Have you ever had a concussion (6. ball rung, a a
9,  Has a doctor ever told you that you have {check al ding, head rush) or traumatic brain Injury?
that apply): y y ( I 32, Have you been hit in the head and been confused or a a
lost your memory?
——Q-Highblood pressure - .. ————Q-Heart murmur - U.oem - ——1-83—Do youexperlence dizziness and/or haadaches with
02 High cholesterol T Heart Infeot exarclse? 2 2
High cholestero eart Infoction
34. Have you ever had a sslzura?
10. Has a doctor ever ordered a test for your heart? (for Y u u
: oxample ECG, echocardlogram) 35, Have you ever had numbness, tingling, or weakness a a
11. Has anyone in your famlly died for no apparent o In your arms or lags after belng hit or falling?
reason? 36. Have you ever been unable to move your arms or a a
12.  Dogs anyone in your family have a heart problem? ) ., logs after belng hit or falling?
37, When exerclsing In the heat, do you have severe
13, Has any famlly member or relative been disabled muscle cramps%r bacome IiI? y a a
froer;féhe%rl dtlls%asfe or dledsgf?heart problems or 0 = 38. Has a doctor told you that you or someone In your Q a
sudden dealh erore age family has siokie cell trait or sickle cell disease?
" Ls);sgrg&yg ® In your famlly have Marfan [m} u] 39. Have you had any problems with your eyes ar o O
visfon?
186, Have you ever spent the nlght In a hospital? Q 40. Do you wear glasses ar contaot lonses? Q a
18.  Have you ever had surgery? Q a 41. Do you wear protectlve eyewear, such as goggles or a
17, Have you ever had an Injury, like a spraln, muscle, 49 2::3%3Tzwgppy with your welght?
or llgament tear, or tandonitls, which caused you to o a : W) a
mmiss & Practica or Gontest? 43, Are you trying to galn or lose weight? a a
If yes, circlo affected area below:
18 Havae you had any broken or fractured bones or Q a 44. Has anyone recommended you change your waight o a
dislocated Joints? If yes, clrcle helow: or eating hablts?
19.  Have you had a bone or Joint injury that required 45. Do you limit or carefully control what you eat? a a
x-rays, MRI, CT, surgery, Injections, rehabllitation, a :
physloal therapy, a brace, & cast, or crutches? If a 48, Do you have any concerns that you would like to a O
yes, cirele below: . discuss with a doctar? X
Head Neck  Shoulde Uppe Elbo  Forearm Hand/ Ches MENSTRUAL QUESTIONS IF APPLICABLE 7 2
r ; m w ginger t 47, Have you ever had a mensirual perlod? Q a
IEJPPG ‘lﬁg‘gfr Hip Thigh Knee Calffshi  Ankle _7_00‘/ 48. How old were you when you had your first menstrual
n oes perlod?
back 49, How many perlods have you had In the last 12
20, Have you ever had a stress fracture? a months?
21, Have you been told that you have oy have you had a §0. When was your last mensfrual period?
an x-ray for atlantoaxial (neck) Instability?
22. Do you regularly use a brace or asslstivs device? a a

#s

Explain “Yes" answers here:

| hereby certify that to the best of my knowledge all of the Informatlon hereln Is true and complete.

Student's Slgnature

Date / /

I hereby certify that to the best of my knowledge all of the Information herein is true and complete.

Parant's/Guardian’s Signature

Date / /




Secrion 6: PIAA CompreHENSIVE INITIAL PRE=PARTICIPATION PHYSICAL EVALUATION
AND CERTIFIGATION OF AUTHORIZED MEDICAL EXAMINER

Must be completed and slgned by the Authorized Medlcal Examiner (AME) performing the hereln named student’s comprshenslive Inltial pre-participation
physlcal evaluation (CIPPE) and turned In to the Principal, or the Princlpal’s desighee, of the student's school,

Student's Name Ags, Grade fglr 2,9 -20
Enrolled In ' School Sport(s)
Hoight Weight % Body Fat (optional) Brachlat Artery BP / ( / ) / JRP

If elther the brachial artery blood pressure (BP) or resting pulse (RP) Is above the following levels, further evaluation by the student’s primary care physiclan
Is recommended.

Age 1012: BP: >126/82, RP: >104; Age 13-15: BP: >136/86, RP >100; Age 16-25: BP: >142/92, RP >96.

Vislon: R 20/ L 20/ Corrected: YES8 NO (clrole one)  Puplis: Equal Unequal
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

Eyes/Ears/Nose/Throat

Hearing

Lymph Nodes

O} Heart murmur L Femoral pulses to exclude aortic coarctation
Cardiovascular

] Physical stigmata of Marfan syndrome

Cardlopulmonary

Lungs

Abdomen

Gonltourinary (males only)

Neurologleal

Skin

MUSCULOSKELETAL NORMAL. ABNORMAL FINDINGS

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand/Fingers

Hip/Thigh

Knee

Leg/Ankle

Foot/Toes

| hereby certify that | have reviewed the HealtH History, performed a comprehensive initial pre-participation physlcal evaluation of the hereln named student, and, on the basls
of such evaluation and the student's Heaurk History, certify that, except as specified below, the student Is physlcally fit to particlpate In Practices, Inter-School Practices,
Scrimmages, andfor Contests In the sport(s) consented to by the student's parent/guardlan in Section 2 of the PIAA Comprehensive Initial Pre-Participation Physlcal
Evaluatlon form:

(J  CLEARED ] GLEARED with recqmmendatlon(s) for further evaluation or treatment for:

L] NOT CLEARED for the following types of sparts (please check those that apply):

0 cousion L1 conmer O Now-coniacr ] Srenvous (1 Moberarely Strenvous L] Non-sTrenuous

Due to
Recommendation(s)/Refarral(s)

AME's Name (print/type) Llcense #
Address Phone )
AME's Slgnature MD, DO, PAC, CRNP, or SNP (circle one)  Gertification Date of CIPPE __/ /.




SECTION 77 Ru<CERTIFICATION BY PARENT/GUARDIAN

This form must be completed not earller than slx weeks prior to the first Practice day of the sport(s) In the sports season(s) Identified hereln by the
parent/guardian of any student who Is seeking to particlpate In Practlces, Inter-8chool Practices, Scrlmmages, andfor Contosts In all subsequent sport seasons In
the same school year. The Principal, or the Principal’s designee, of the herein named student's school must review the SUPPLEMENTAL HEALTH HISTORY.

If any SUPPLEMENTAL HEALTH HISTORY questlons are elther chacked yes or clrelad, the hereln named student shall submit a completed Section 8,
Re-Cortification by Llcensed Physiclan of Medlcine or Osteopathlc Medicine, to the Principal, or Princlpal's deslgnes, of the student's school.

SurpLEMENTAL HEALTH HisTORY
Student's Name Male/Female (circle one)

Student's Date of Birth: / / Student's Age an Last Birthday: Grade ___ for20__ -20___ School Year

Winter Sport(s): Spring Spori(s):

CHANGES TO PERSONAL INFORMATION (In the spaces below, identify any changes to the Personal Information set forth In the original
Saction 1: PERIONAL AND EMERGENGY INFORMATION):

Current Home Address

Current Home Telephone # ( ) Parent/Guardian Current Cellular Phone # ( )

CHANGES TO EMERGENCY INFORMATION (In the spaces below, identlfy any changes to the Emergency Information set forth In the origlnal
Section 1: PeraonAL AND EMERGENGY INFORMATION): :

Parent's/Guardlan’s Name —Relationship.
Parent/Guardian E-mall Address:

Address Emergency Contact Telephone # ( )

Secondary Emergency Contact Person’s Name Relatlonship

Address Emergency Contact Telephone # ( )

Medical Insurance Cartler _ ' Polloy Number

Address Telephone # ( )

Famlly Physician's Name, , MD or DO (circle one)
Addross Telophone # ( )

If any SUPPLEMENTAL HEALTH HISTORY questions below are either checked yes or circled, the herein named student shall submit a complated Section 8,
Re-Certification by Licensed Physiclan of Medicine or Osteopathic Modicine, to the Principal, or Principal's designes, of the student’s school.

Yes No
Explaln “Yes” answers at the bottom of thls form. 3. Since completion of the CIPPE, have you
Circle questlons you don’t know the answers to. experienced dizzy spells, blackouts, and/or (| )
unconsciousness?
4.  Since campletion of the CIPPE, have you
Yos No experlenced any eplsodes of unexplained [} (]
1. Sinca completion of the CIPPE, have you sustalned shortness of breath, whoezing, andfor chest pain?
& serlous lllness and/or serlous Injury that required (W] ] 6.  8Ince complation of the CIPPE, are you taking any
medical treatment from a licensed physiclan of NEW prescription medicines or pllis? (] 1
roediclne or osteopathlo medicing?
An additional note to Itam #1, If serlous [lIness or serlous Injury was matked 6. Do you have any concerns that you woutld llke to
“Yos", please provids 0 ormation belo ‘ discuss with a physiclan? | (M|
2. Since completlon of the CIPPE, have you had a
coneusslon (.. bell rung, ding, head frush} or '} ]

traumatlc brain Injury?

s Explaln yes answaers; Include Injury, type of treatment & the name of the madical professional seen by student

I hereby certify that to the best of my knowledge all of the Information herein Is true and complete.
Student's Signature Date / /

I hereby cortify that to the best of my knowledge all of the Informatlon hereln Is true and complete,
Parent's/Guardian's Signature Date [/ /




Section 8: Re-CerTIFICATION BY LiceNsep Puysician oF MepiciINg or Osteopartic MEepICINE

This Form must be completed for any student who, subsequent to completion of Sections 1 through 5 of this CIPPE Form, required
maedical treatment from a licensed physlclan of medicine or osteopathic medicine. This Sectlon 8 may be completed at any time
following completion of such medical treatment. Upen completion, the Form must be tured in to the Principal, or the Principal's
deslgnee, of the student's school, who, pursuant to ARTICLE X, LOCAL MANAGEMENT AND CONTROL, Sectlon 2, Powers and
Dutles of Principal, subsection C, of the PIAA Constitution, shall “exclude any contestant who has suffered serlous lliness or Injury untl!
that contestant Is pronounced physically fit by the school's licensed physician of medicine or osteopathic medicine, or if none s
employed, by another licensed physician of medicine or osteopathic medicine.”

NOTE: The physician completing this Form must first review Sections § and 6 of the herein named student’'s previously
completed CIPPE Form. Section 7 must also be reviewed if both (1) this Form is being used by the herein named student to
participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in a subsequent sport season in the same
school year AND (2) the herein named student elther checked yes or circled any Supplemental Health History questions in
Section 7.

If the physician completing this Form is clearing the herein named student subsequent to that student sustaining a
concussion or traumatic brain injury, that physician must be sufficlently famillar with current concussion management such
that the physician can certify that all aspects of evaluation, treatment, and risk of that injury have been thoroughly covered

——hy-that-physician;— :

Student's Name: Age Grade__ for20__ -20_

8chool Year

Enralled in School

Condition(s) Treated Since Complestion of the Herein Named Student's CIPPE Form;

A. GENERAL CLEARANCE: Absent any lliness and/or injury, which requires medical treatment, subsequent to the date set
forth below, 1 hereby authorize the above-identified student to participate for the remainder of the current school year in additional
interscholastic athletics with no restrictions, except those, If any, set forth in Section 6 of that student’s CIPPE Form.

Physlcian's Name (print/type) License #
Address Phone ( )
Physiclan's Signature MD or DO (circle one) Date

B. LIMITED CLEARANGE: Absent any lliness and/or injury, which requires medical treatment, subsequent to the date set forth
below, | hereby authorize the above-identified student to participate for the remainder of the current school year in additional
interscholastic athletics with, in addition to the restrictions, if any, set forth in Section 6 of that student's CIPPE Form, the following
limitations/restrictions:

1.

2.

3.

4,

Physician’s Name (print/type) " License #
Address Phone ( )

Physlcian’s Signature MD or DO (circle one) Date




Section 9: CIPPE MlNIMOM WRESTLING WEIGHT

INSTRUCTIONS

Pursuant to the Weight Control Program adopted by PIAA, prior to the patticipation by any student in interscholastic wrestling, the
Minimum Wrestling Welght (MWW) at which the student may wrestle during the season must be (1) certlited to by an Authorlzed Medical
Examiner (AME) and (2) established NO EARLIER THAN six weeks prior to the first Regular Season Contest day of the wrestling season
and NO LATER THAN the Monday preceding the first Regular Season Contest day of the wrestling season (See NOTE 1). This
certification shall be provided to and maintained by the student's Principal, or the Principal's designee.

In certifylng-to the MWW, the AME shall first make a determination of the student's Urine Specific Gravity/Body Weight and Percentage of
Body Fat, or shall be given that information from a person authorized to make such an assessment ("the Assessor"). This determination
shall be made consistent with National Federation of State High School Associations (NFHS) Wrestling Rule 1, Competition, Section 3,
Welght-Control Program, which requires, in relevant part, hydration testing with a speclfic gravity not greater than 1.025, and an
Immediately following body fat assessment, as determlned by the National Wrestling Coaches Assoclation (NWCA) Optimal Performance
Calculator (OPC) (together, the “Initlal Assessment").

Where the Initial Assessment establishes a percentage of body fat below 7% for a male or 12% for a female, the student must obtain an
AME's consent to participate.

For aff wrestlers, the MWW must be certified to by an AME.

Student'’s Name ' _ Age_________ Grade
Enrolled in School
INITIAL ASSESSMENT

| hereby certify that | have conducted an Initlal Assessment of the hereln named student consistent with the NWCA OPC, and have

determined as follows: .

Urine Specific Gravity/Body Weight / Percentage of Body Fat MWW

Assessor's Name (print/type) Assessor's |.D, #

Assessor's Signature Date / /
CERTIFICATION

Consistent with the instructions set forth above and the Initlal Assessment, | have determined that the herein named student is certified to
wrestle at the MWW of during the 20 -20 wresting season,

AME’s Name (print/type) License #

Address, Phone ( )

AME's Sighature MD, DO, PAC, CRNP, or SNP Date of Certification __/ [/
(circle one)

For an appeal of the Initial Assessment, see NOTE 2.

NOTES:

1. For senior high school wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season Contest day of the
wrestling season the OPC will remain open until January 15" and for junior high/middle school wrestlers coming out for the Team AFTER
the Monday preceding the first Regular Season Contest day of the wrestling season the OPC will remain open all season.

2, Any athlete who disagrees with the Initial Assessment may appeal the assessment results one time by having a second assessment,
which shall be performed prior to the athlete’s first Regular Season wrestling Contest and shall be consistent with the athlete’s weight loss
{descent) plan. Pursuant to the foregoing, results obtalned at the second assessment shall supersede the Initial Assessment; therefore,
no further appeal by any party shall be permitted. The second assessment shall utilize either Alr Displacement Plethysmography (Bod
Pod) or Hydrostatic Weighing testing to determine body fat percentage. The urine specific gravity testing shall be conducted and the
athlete must obtaln a result of less than or equal to 1.025 In order for the second assessment to proceed. All costs incurred in the second
assessment shall ba the responsibllity of those appeallng the Initial Assessment.




