Anthony Seville Middle School
. ATHLETIC PACKET
ATHLETIC REGISTRATION FORM

Student Name: _ — GRADE: 6 o780
Last First : SEX: FD M D

Address: Student ID:

School Attended Last Semester: .

Location of Schook: Aee

Zone Variance to Saville?

* Parent or Legal guardian’s address:

Q

*#+4COMPLETE THE FOLLOWING****
Step 1: Athletic Registration Form/Information Card:
Make sure everything on the above form is filled out completely.
Btep 2: Medical Permisgion Form/NIAA Participation History Form/NIAA Physical Evalaation Form:
Take form to a doctor for a physical exam. Doctor/Parent/Student signature required.
Step 3: Insurance: C

A Wéiver Form:

If your parents have insurance to cover you, fill out the insurance waiver form. Make sure that the
Name of Carrier, Policy Number, and Parent’s Signature are complete.

B. School Insurance:

If your parents do not have insurance to cover yon, coverage must be provided by a carrier of your
choice,

Step4: Field Trip Permit / Emergency Transportation Approval:
This must be signed by the parent and the student.
Step 5: Publicity Permit:
This must be completed and signed by either parents or gnardians.
Step 6: Liability Waiver & Warning Ag;eementl Rules Governing School Trips:
Tt is important that thiz be read and signed by the parent and the stodent,
Btep 7: Falsification of any part of the registration packed, recorded by the student or parent/gusrdian, may

result in the student’s permanent meligibility, Students and their parents must live at the address listed.
Maintaining a second residence is cause for permanent ineligibility (NTAA handbook regulation 2070)

After everything in this envelope is complete, it is to be returned to the coach or your respective sport.

Parents assume responsibility for all transportation to and from fryouts, practice sessions, also to and from Saville

Middle School for home and away games. CCSD bus transportation will only be provided between school sites for
away games. ' ’

Parent Signature

Date




9998-50)0455 . CCF -455

Revised - 3500
MEDICAL PERMISSION FORM
(Please print or type)
Name: _.. Date of Birt,____/ [/ HomePhone: ()
Last - Fist MI - _
Address: ' . Sex:_ SSNi__ - _ -
Number & Street - City State = ZIP
EMERGENCY INFORMATION
Parents' Name(s): ‘ - Work Phone:{___ ) or {__)
Emergency. Contact (if parents cennot be reached): Phone Number: (___}
Physician’s Name: Phone Number: ()
Who is responsible for medical payments? [0 Insurance 0 Individual
¥ INSURED, Medical Insurance Company Name: ' Phone Number: ()
Address: 7
Number & Street City State Zip
Name of Insured: . SSH of Insured: - -

NOTE: Please attach a copy of the insurance card and driver’s license of the primary insured person.

BRIEF MEDICAL HISTORY

Specia} Health Concerns (allergieé, efe.):

- Allergic to any medications? [ Yes 0 No If yes, please Hst:

Current Medications: ‘ Dosage per day:
NOTE: If you are taking medication regularly, please bring a supply in a labeled container. :
Asthma: O yes O no Medication:

Diabeates: 0O yesB no Medijcation:

Epilepsy: 0O yes D no Medication:

Heart: B3 yesO neo Medication:

Should activity be restricted? [Iyes O no Ifyes, please explain:

Are there any prescription or non-prescription drugs that should NOT be administered?

The trip advisor(s) may provide my child with; [ Tylenol T Advil DO Either [3 Neither

I, the parent or legal guardian of (my child), authorize and direct the Clark County School District to
obtain medical care for my child in the event such care is reasonably necessary. I understand that, if possible, I will be contacted in the
event my child requires medical attention. I gront to a licensed health care provider or accredited hospital permission to perform any
reasonably necessary medical and/or surgical procedures that are essential for the treatment of my child and agree to be responsible

for payment for such care. I release CCSD, its employees, and agenis from any damages, lability, or loss resulting from the exercise of
discretion in securing in good faith medical care for my child.

Parent or Guardian Signature: Date:

DISTRIBUTION OF APPROVED COPIES: WHITE-Advisor, YELLOW-Activities Administrator
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FORM A

Dear Parent or Guardian:

Enclosed is an information packet for your child’s sport’s history and physical
examination. The purpose of this exam is to defect any conditions that may increase your
child’s risk of injury or death while practicing or competing in his or her sport. Although
there are many beneficial aspects of participating in high school sports {improved self-
image, self-motivation and health habits), as with any activity there are some associated
risks, Overall, the risk of death in high school sports is extremely low; fewer high school
students die due to their sports each year than in antomobile accidents. In recent years
there have been an average of 20 to 40 non-traumatic deatbs in high school sports each
year, or one per 100,000 to 200,000 student athletes per year.

The major causes of non-traumatic deaths in sports are heart problems, with a syndrome
called “Hypertrophic Cardiomyopathy (HCM)” being the most common. Fortunately,
not all athietes with HCM are at risk for sudden death. Our goal is to identify those
student-athletes who may be at risk. Currently, the method for doing this is by having a
physician perform a specific “Preparticipation Exam™ (PPE). By taking the appropriate
history and performing the appropriate physical, we can detect some of the student-
athletes at risk for sudden death. Unfortunately, this is not a perfect system and some
athletes with HCM will be missed and many others without HCM or other heart problems
will be referred for other tests, which will turn out to be normal.

Other parts of the history and physical focus on arcas that may not lead to death but are
more commonly associated with problems. The musculoskelefal and neurologic history

and exam is critical in detecting old injuries or other problems that need special attention
in order to prevent future injuries. . :

The final role of the PPE is to provide the student-athlete with a chance to ask a
physician health related questions and receive some health counseling. While this exam
is very limited and should not replace a regular visit to his or her personal doctor, the
limited contact that young aduits have with doctors is a recognized fact, Therefore, this
provides a much needed opportunity for young athletes to have contact with a physician.

We hope that this lefter explains some of the reasons that this history and physical is so
important and we urge you to-take the time to complete the history form carefully. '

Published by the NIAA Sports Medicine Advisory Committee.

Approved: February 2000




FORM B -- NIAA PRE-PARTICIPATION HISTORY FORM

HISTORY DATE OF EXAM:

NAME: | . SEX; AGE: D.0.B.
GRADE: SCHOOL: ‘ : : SPORT(S):

ADDRESS: PHONE:

PERSONAL PHYSICIAN:

IN CASE OF EMERGENCY, CONTACT - NAME:

RELATIONSHIP: s O
e EXPLAIN “YES® ANSWERS BELOW.

L Do you have a chronic medical condition (asthma, disbetes, high blood pressure, etc.)?

2. Have you ever been hospitalized Uéenﬁght?

3. Are y.ou currently mﬁng any prescription or non-prescription (over-the-counter)
medications or pills or using an inhaler?

4, Do you have any allergies (for example, to pollen, medicine, food, or stinging insect)?

5. a. Have you passed out or been dizzy during exercise?

b, Have you had chest pain (or pressure) with exercise?
¢. Have you had excessive unexplained shortness of breath or fatigue w1th exercise?

d. Is there a family history of premature death or morbldﬂ:y from cardiovascular disease in
arelative younger than age 50?7

e. Is there any history in your family of hyperiropic cardiomyopathy, dilated cardiomyopathy
long QT syndrome or Marfan’s syndrome? _

f. Has a physician denied or restricted your participation in sposts for any heart problem?

6. Do you have any curient skin problenes (for example, itching, rashes, acne, waris, fungus
or blisters)?

7. a. Have you had a head injury or concussion?

b. Have you been knocked out, become unconscious, or lest your memory?

c. Have you had a scizure?
d. Do you have frequent or severe headaches?

e, Have you had numbness or tingling in your arms, hands, legs, or feet?

8. Have you become ii) from exercising in the heat?
9. Do you cough, wheeze, or have trouble breathing durirg or after activity?

CIRCLE QUESTIONS YOU DON’T KNOW THE ANSWERS TO.

YES

Over >




| ; - YES NO
10 a. Do you use any special protectwe or cotrective equipment or devices that aren’t usuaily
used for your sport or position (for éxample, knee brace, special neck ro]l, foot orthotics,
retainer on your teefh, hearmg ald)?
b. Are you missing an eye, kxdmsy, tesucle or ovaty"
11. a. Have you had any problems mth your eyes or vision?

b. Do you wear glasses, contacts, or protecuve eyewear'?

12, a. Have you had any problems thh pam or swelling in muscles, tendons, bones, or
: joints?,

b. If yes, check approprmte zrem and explam below.

Head : Blbow ' Hip

— . Neck T Forearm . . Thigh
Back e i Wrist . i Knee
Chest . Hand - ____ Shin/Calf
Shoulder : Finger(s) . Ankle
UpperArm ; : Foot Toe(s)

13. Are you actively trying to gam oF lose weight?

14, Would you like to talk to someone. about stress, anger, depressmn or othe.r lssues1 -

15, Record the dates of your most r'ecentsmumzauons (shots) for:

Tetanus i ' Measles
Heptitis B | © Chickenpox
FEMALES ONLY

16. ‘When was your first menstmal penod‘?

i
When was your most recent menstrual penod"

How much time do you usually have f.tom the start of one pcnod to the start of another?

How many periods have you had in the last yea:?
1

‘What was the loagest hme between periods in the Tast year"

EXPLAIN “YES”" ANSWERS HERE:

i _ .
T hereby state that, to the best of my knowledge, my answers o the above questions are complete and correct.

Signature of Athlete . Signature of Parent/Guardian . Date

Tpproved: February 2000




FORMC

Dear Health Practitioner;

Enclosed is the revised Nevada Interscholastic Activities Association (NIAA) packet for High School Pre-
participation Physical Evaluations (PPE’s). You will notice that the form we are using incorporates
recommendations from the Second PPE Task Force (1997)(supported by the AAFP, AAP, AMSSM, AOSM and
AQASM) and separately from the AHA, We anticipate that this form will be reviewed every few years and we will
keep you apprised of any changes. Also, for young athletes with known cardiovascular abnormalities, we
recommend following the guidelines of the 26th Bethesda Conference. We recominend you reference the Task

Force monograph, the AHA recommendations of the 26" Bethesda Conference before performing high school
athletic physicals in Nevada. ‘

While many of you have been performing these evaluations for years, we would like to bring your attention to a few
poipts. As discussed in the introduction 1o the monograph, there are multiple reasons for performing PPE’s; the
foremost reasons are fo prevent injury and sudden cardiac death.

It is estimated that between 1 and 2 deaths (predominantly cardiovascular in eficlogy) per 200,000 high school
athletes occur per year. The prevalence of cardiovascular disease capable of causing sudden cardiac death in these

athletes is around 1/20,000. The most common czuse of cardiac death in this population is hypertrophic
cardiomyopathy (HCM).

Since the vast majority of PPE’s will be completely normal, and, conversely, most students with abnormalities on
history or physical exam do NOT have significant cardiac pathology, extreme diligence is required when
performing these exams so that the few students with sexious conditions are not missed.

ANSWERS ON THE HISTORY FORM THAT WOULD SUGGEST A NEED FOR A CARDIOLOGY
CONSULTATION INCLUDE:

s  Excessive shortness of breath, syncope or chest pain during exercise.

«  Family history of prematare déath or cardiovascnlar morbidity. (Before age 50)

»  Family history of HCM, dilated cardiomyopathey, Jong QT syndrome, or Marfan’s syndrome.

ABNORMALITIES ON THE PHYSICAL EXAM THAT SUGGEST THE NEED FOR
ECHOCARDIOGRAPHY OR CARDIAC CONSULTATION INCLUDE:

Any systolic mmrmur greater than JI/VL

"Any diastolic mormur,

A murmur that increases in intensity from supine to standing (suggests HCM).
Stigmata of Marfan’s syndrome. (Attachment 7).

A second goal of the PPE is to detect chronic illnesses or old injuries that may hamper the athlete’s performance
(such as Exercise Induced Asthma) or lead to injury (“the most common cause of injury is reinjury™).

The finel goal of the PPE is to provide our young athletes with 2 chance to talk to a physician about health issues.
While this exam does pot replace ongoing care by a personal physician, it may be the only contact these students
have. Therefore, a brief discussion of health issues such as breast and testicular cancer screening, alcohol and
tobacco use, automobile safety, etc., may be appropriate during the PPE.

Thank you for your willingness to help ensure a safer future for Nevada's young athletes.
Published by the NIAA Sports Medicine Advisory Committee.

Approved: February 2000 Over >
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Attachment 7

Suggested Screening Format for Mﬁfiﬁ’s Syndrome

Screen all men over 6 feet and all women over 5 feet 10 inches in height with echocardmgmu and slit lamp
examination when any two of tﬂe following are found:

Family History of Marfan ¢ syndrome*

Cardiac murmur or mld-systohc click

Kyphoscoliosis ; _

Anterior thoracic defofmiity -

Arm span greater than height :
Upper to lower body :ahon mote than one standard deviation below the mean
Myopia
Ectopic lens

ek R ab ol ok

*This finding alone should prognpt “Tarther mvesnganon

From Hara JH, Puffer JC. In Me!lmn ‘MD: Sporis Injuries & Athletic Problems. Ph:ladelph:a. Hanley & Belfus
Inc., 1988,




FORM D' -- Health Practitioner, please refer to the Ietter & references provided on Form C.
NIAA PRE-PARTICIPATION PHYSICAL EVALUATION

DATE OF EXAMINATION:

PHYSICAL EXAMINATION

NAME; X DATE OF BIRTH:

HEIGHT: WEIGHT: % BODY FAT {optional): PULSE: B (a1 )

VISION:R20/___________ __L2y___ - CORRECTED: Y/ N | PUPI!.S:Eqnﬂ.________ Unequal_______
MEDICAL 'NORMAL | ABNORMAL | EXPLAIN INITIALS

: /ABSENT | FINDINGS :
_Appearance

Eyes/Ears/Nose/Throat
Lymph Nodes
Lungs
Abdomen
Genitalia (Males Only)
Skin

CARDIOVASCULAR

Murmur that Increases
From Supine to Standing
Systolic Munmur Greater
Than II/VI

Any Diastolic Murmur
Radial & Femoral Pulses

MUSCULOSKELETAL

Neck

Back

Shoulder / Arm

Elbow / Forearm

‘Wrist / Hand

Hip / Thigh

Knee

| Leg / Ankle

Foot

Stigmata of Marfan’s
Syndrome

e ———
CLEARED: ' o

Cleared after completing evaluation/rehabilitation for:

NOT CLEARED FOR: - REASON:

Recommendations:

Name of physician (print/type): Phone:
Address: : :

Strest ' City State Zip Code

Signatare of Health Practitioner
Approved: Febmeary 2000

Pate




. FIELD THRIP PERMIT

Last Nama of Puplt First Nama

: participate in an authorized Clark County School District Fleld Trip. | understand that my childwili be -
chager?oq:::tm 2%:?&%&% awsy rom the school, who will take reasonable precautions to prateet my child from harm and
Injusy

" lunderstand isad aclivity. In order 1o maintaln order, students will be sxpecied to comply with rutes, standards, and
Inslr".mions for adﬁn?ﬁﬁaﬂ?m and rg?ase all clalms against Clark County School District employees ortheir agente arising oulof
my child's fallure toremain under such supervision. M atany tima my child's behavior is incompatible with the standard for student behavior,
his/her further participation may not be permiiied, -

injured, becomes I, or involved in e accident while away, | undersiand that the chaparon will sssk medical
aner:t'l'ge &g&ﬁw&iﬁ%ﬁm confact m:ﬁe as 500n as possible, and that | wit be financlally responsibie for medical trestment. |
further agree 1o hold the Clark County School District, its employees, and agents harmlsshsnyhhyurﬂlmsscausedbyi_henegngance
of parsons other than employess or agents of the Clark Caunty Schoot District when such injury of finess occurs during e irip. .

Signature Date
Home Phone: Work Phane:
Emergency Phone and Name: ‘ .
Plense note any medical information which would be of help: (L. allergies, medications to avoid, current medications. eto.)

| do not wish my child 1o {ake part in the school field trips.

Signalure of Parent of Guardian ' Date
100 ’

$698-500552 CCF362

204
CLARK CQUNTY SCHOOL DISTRICT
PUBLICITY PERMIT
Last Name of Pupil First Name
Dear Parents:

Throughout the school terfri, we are asked to take part in local
articles, websites, radio time, television and/or video, It you do,
be used in such publicity releasss, indicate your desire below.

publicity releases by way of pictures, newspaper'
or do not, want your child’s piciure of name to

| see no objection to my child having his or her picture and/or name used in connection with the public
relations program of the District or schoal of attendance. .

I object to my child having his or her picture and/fo

r name used in connection with the public relations
program of the District or school of attendance.

Date

Signature of Parent or Guardian

» ' ‘ Signatisre (Both Parents, Please) :
1
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WARNING, AGREEMENT TO OBEY INSTRUCTIONS, RELEASE,
ASSUMPTION OF RISK, AND AGREEMENT TO HOLD HARMLESS

Both the applicani student and a parent or gnardian must read carefudly and s:gn. ,
Sport: Student must circle sport/activity he or she will paﬁdpaw in:
Boy's Basketballr Griri’s Basketball Cheerleadess
STUPENT

I am aware that playing or practicing to play/participate in any sport can be dangerous in nature involving MANY
RISKS OF INJURY. Iunderstand that the dangers and risks of playing or practicing to play/participate in the above
sport include, but are not limited to, death, serious neck and spinal injuries which may result in complete or partial
paralysis, brain damage, serious injury to virtually all bones, joints, ligaments, muscles, tendons, and other aspects
of the muscular skeletal system, serious injury to virtually all internal organs, and serious injury or impairment to
other aspects of my body, general health and well-being. I understand that the dangers and risks of playing or
practicing to play/participate in the above sport may result not only in serious injury; but in a serious impairment of
my future abilities to eatn a living, to engage in other business, social and recreational activities, and generally to
enjoy life.

Because of the dangers of participating in the above sport, I recognize the importance of following coaches’
instructions regarding playing techniques, training and other team rale, ete. and agree to obey such instructions,

In consideration of the Clark County School District permitting me 1o try out for the Saville Middle School teams
circled and to engage in all activities related to the team, including but not limited to, practicing, playing/practicing
in that sport, T hereby assume all the risks associated with participating and agree to hold the Clark County School
District, its employees, agents, representatives, coaches and volunteers harmless from any and all liability, actions,
causes of action, debts, claims, or demands of any kind and nature whatsoever which may arise by or in
connection with my participation in any activities related to the Saville Middie School (indicate sport)

team. The terms hereof shall serve as 2 release and assumption of zisk for my heirs,
estate, executor, administrator, assignees, and for all members of my family,

Date:; 20

Signature
PARENT

In consideration of the Clark County School District permitting my son or daughter to try out for the Saville Middle
School team (indicate sport) and to engage in all activities related to the team, including,
but not limited to, tryout, practicing or playing/participating in the sport, I hereby assume all the risks of my

son/daughter associated with participation and liability, actions, cause of action, debts, claims, or demands of any

kind and nature whatsoever which may arise by or in connection with his/her participation in any activities related to

the Saville Middle School team. The terms hereof shall serve as a release and assumption
of risk for my son's/daughter’s heirs, estate, executor, administrator, assignees, and for all members of his/her
family.

Thave read and understand the risks as detailed in the student section of this agreement on this form,

Date: . 20

Signature
TRANSPORTATION
I understand that the parent will assume responsibili

and after the team bus returns from away games.
removal of the stndent from the team,

ty for their student to be picked up after home games
Failure to pick up the athlete as agreed may result in the

Date: 20

Signature




ANTHONY SAVILLE MIDDLE SCHOOL

Rules Governing School Trips

In as much as the administration and teaching staff at Anthony Saville Middle School will be assuming the supervisory responsibilities
of your son/davghter on a trip away from school, we feel it is important that the student and the parents fully understand the tules
which govern such trips. It is our feeling that a trip is a continuation of the school day and as such, students participating on these
trips are subject to the same rules and regulations, which govern our school while they are on campus. Because their conduct,

behavior, and safety is our responsibility, we have established the following guidelines which must be adhered to while they are away
from home:

1
2.

1G.

Rooms will be assigned by the advisor and may be changed only by the edvisor.
Under no coaditions, -at any time, will members of the opposite sex_be in the same room without the presence of an authorized
chaperone.

By cuifew time or the time established for bed check, students are to be in their assigned rooms and are to remain there for the
rest of the night.

No student will be allowed 1o leave the group on his own of with friends without the permission of the chaperone. This includes
leaving in cars, cabs, buses, etc., other than the transportation arranged by the advisors.

Students will be held responsible for any loss or damage o their assigned rooms.

Students are to realize that there are other guests in the hote] or motel and, therefore, will refrain from making loud or aggravatii:g
noises.

The luggage and personal effects of the students are subject 10 inspection prior to departing and at any time during the trip.

Any student found to be in possession of, or under the influence of, liquor or drugs will be left at home if this determination is
made prior to departure. Students found in possession of drugs, or under the influence of drugs, are subject {o immediate arrest.
Students will be expecied to know and observe the time and location of all departures. The grofip will not be de.layed by the
tardiness of individuals. ' '

The establishment and enforcement of any guidelines not covered in the previously identified iterns that are necessary to ensure
the success and safety of the trip will be left to the discretion of the administrator or his representative in charge.

Any students caught in an infraction of the above listed rules may be sent home at the parent’s expense and will be subject to further
disciplinary action by the school. This action may take the form of a loss of eligibility to participate in extracurricular activities for 2

period of up to one year, forfeiture from participation on further trips for the remainder of the school year, and/or denial of a student to
participate in recognition events.

Student’s Signature Date

Advisor’s Signature Date Parent/Guardian's Signature

Date

Distribution: White ~ Student Activities Office  Yellow ~ Advisor Pink ~ Parent/Student




SPORTS STACI R, EDWARDS, PH.D.
CONCUSSION THOMAS F. KINSORA, PH.D.
SPECIALISTS OF NEURQPSYCHOLOGISTS
NEVADA

THOMAS F. KINSORA, PH.D.
* STACI R, EDWARUS, PH.D.

. Dear Parents and Athietss of the Clark County School District:
We sre writing today to introduce you to an innovative new program of concussion management that will be
used by all high school athletes in the Clark County School District. The program is designed to minimize
problems assoclated with concussions: The program will utifiZe the ImPACT test. ImPACT uses the latest
technology in cognitive assessment to monitor recovery in the event your child suffers a concussion during
the next vear. The great news is that you will be covered in this program for only $5.00 per school year. 2h

Why is this Program important?

Over the past decade neurosclentists have learned more about what happens during a concussion than had

'been leamed over the previous five hundred years. We now know that a concussion temporarily distupts the
rmetabolic balance”, the delicate batance of chemical processes, of the brairi. - This disruption causes some
chemical processes in the brain to drop, and others fo increase. New resedreh tells us that concussions must
be taken vety seriously. ST ‘ .
Several important facts fo know about concussions:
. The Center for Disease Control reports that about 300,000 sporis-related concussion occur each year.

. Up to 60% of these athiétes demonstrate neurological changes up o one month after thelr injury.

. Once an athlete suffers one concussion, he or she is féur fimas imore likely to suifer ancther
concussion. For some reason, the brain bécomes disrupted much moré easily once an inftial
concussior ooours. e - G '

. ‘Multiple concussibns can lead 16 chronic headaches, permanent problems with attention, memory,
and ofher areas, " - T : '

« . ‘Résearch finds that athietés take different amounts of tire to return to balance. Some brains seem to
regain their metabolic balance in 12ss than one week, while others can take over one menth.

Wheni an athlete retums to play tod scon; the brein is sometimes unable-fo retumn to #S original state and

_severalvery danigérous pfobléms car ooclr. The most tragic problern is caliéd “Second impact Syndrome”

* and has been the causé of death in about 70 high school athletes over the past 25 years. Second Impact
Syndrome is most common among developing brains and seem 1o occuf very rarely among adult professional
athletes. About 50% of athletes who suffer from second impact syndrome die within hours of their injury.
Those who survive are oiten left with permanent brain damage. et

How was the IrnPA_CT fest deyelbp_ed? '

With the very serious statistigs above in mind, a team of neuroscientists at the University of Pitisburgh Medical
Center began reseafching ways to defect subtle change's that oceur after a concission. Out of this research
they developed a 20 minuté computer admirisferad test that helps meastire these chariges. They found that
by using this test, they could determine whén an athlete has recovered enough to return o play, The ImPACT
test measures very mild changes in attention, processing speed, and memory that remain changed until the

chemical processes in the brain have returned to normal. The ImPACT test gives us a reading of thése areas
within 20 minutes!

IMPACT testing Is now required for many NFL and NHL teams, and is in use by most major universities sports
teams Is used in many high school programs around the couniry. SPORTS CONCUSSION SPECIALISTS OF
NEVADA provides ImPACT testing for both the Gladiators footbalt team and, beginning this season, the
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