Long Valley Mlddle SChOOl 51 West Mill Road, Long Valley, New Jersey 07853

Mr. Mark Ippolito, Principal Phone: 908-876-3434
Mrs. Danielle Schweitzer, Assistant Principal Fax: 908-876-3436

ATHLETIC PREPARTICIPATION PARENT LETTER &
CHECK LIST

New Jersey State Law mandates that the school physician must clear all sports physicals prior to the start of each season.
As such, students will not be allowed to participate in interscholastic sports (mcludmg tryouts and practices) until
the school physician has cleared the student’s sports physical. It is imperative that all paperwork is completed and
returned in a tlmely manner to ensure approval and ehglbzhty for participation. All cumnleted nanerwork must be

brought directly to the Long Valley Middle School

Listed below are the forms that need to be completed prior to the start of the sports season (signatures are requlred
on all forms) Please read the forms carefully and use this checklist to ensure all the necessary forms are completed and
signed.

PreParticipation Physical Evaluation Forms (Physical Forms):
[J1. HISTORY FORM - must be attached to the physical examination and current within 365 days.
o The entire form must be filled out.
©  Any “yes” answers to questions 1-54 must be explamed at bottom right of the form.

o The form must be signed by the parent and athlete.

[(J2. PHYSICAL EXAMINATION FORM - Physicals must be current within 365 days.

o The Date of Exam must be filled in at the top of the physical and the physical must not expire
before the start of the season.

o If the physical exam expires within a sport’s season, the athlete will have two weeks to complete
and return an updated physical for clearance.

o Height, Weight, Blood Pressure, Pulse, Review of Systems, and Clearance Level must be filled in
by the physician.

o Vision must be completed and documented by the physician or an ophthalmologist's report must
be attached.

©  Physicians must sign and stamp the Physical Examination Form.

[13. HEALTH HISTORY UPDATE - Required prior to the start of each season.

[] 4. Athletic Sign-Off Sheet- All fuur_secl:iens must be signed by parent and athlete.
Educational Fact Sheets can all be found online.

[ 5. Sports Permission Consent Sign-Off —sigﬁed by paren_t'_and_;at_l}_let_e and completed for EACH sport.

6. Additiotial forms are required for students who have been diagnosed with Asthma (Asthma Action Plan),
Life-Threatening Allergies (Anaphylaxis Action Plan), and other Medical Conditions; these forms are due yearly.

All sports forms are available on the Long Valley Middle School Website under the For Students tab, click on Athletics, and Sports Forms.
Asthma Action Plan and Anaphylaxis Action Plan are located under the For Parents tab, then click on District Forms. If you have questions
regarding the sports medical clearance process contact Mrs. Nancy Auld-Morogiello 908-876-3434 ext. 2306.



PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

{Note: This form /s to be filled out by the patient and parent prigr lo seeing the physician. The physician should keep a copy of this ferm In the chart,)

Date of Exam __ —
Name Data of birlh
Sex Age Grade Schaool Spori(s)

Madiclngs and Allargios: Please list all of the prescription and over-tha-ounter medicines and supplements (herbal and nutritional) that you are cutrently faking

Do yau have any allergies? O Yes [ Mo It yes, please identily specilic allergy belows,

0 Medicines O Pollens 3 Food [ $tinging Insects
Explaln “Yes" answers below. Clrede questions you dan't know the answers to.
GENERAL QUESTIONS fes | Na MEDICAL QUESTIONS ’ Yes | ®o
1. Has a doclor ever enied or resitlled your participation in sports [or 26. Doyou cough, wheeze, or tiave diffculty breathing during or
any reason? ) after axercise?
2. Do you have any angoing modical condilions? If so, please identify 27. Have you aver used an Inhaler or taken asthma madicing?
efow T Asthina OO Anemia O Diabeles O Infections 28, Is fliere anyone in your farnily who has asthoa?
Qthar: 29, Were you born without or are you missing a kidney, an eye, a testicle
J. Hava you ever sperd the night in the hospital? {males}, your spleen, or any olher argan?
4, Have you ever biad surgery? 30, Do you have yroi pain of a painful bulge of heermia in Wy groin atea?
HEART HEALTH QUESTIONS ABOUT YoU Yes | Mo 1. Have you had infectious mononucieosis (Mana) within the fast month?
5. Hava you ever passed nul or neatly passed oot DURING o 32, Doy hava any rashes, prassire sores, of other skin pioblems?
AFIER exercise? 33, Have you had a hemes or MRASA skin infection?
6. tava you ever had discomion, pain, ighlness, or pressute In your 34, Havg you ever had a hiead Injury of concusslan?
chest during exercise? - -
= = 35. Have you ever had a hil or blow fo the head thal caused confusion,
7. Does your heart gver racy o skip beals (iregular beats) during exercise? prolonged headache, o memary problems?
8. lcl:: c; i;ctt;;‘n;;;]tvn.m you (hat you have any heart problems? If so, 36. Do you have a history of stizure digorder?
I High blood pressure O Aheat mumur 37. Do you have headaches with exercise?
O High cholesterol 0 Aheart Infection 38. Have yru aver had numhness, tingling, or weak inyour arms or
O Kewasaki disease Dlher: legs aller being hit or falling?
9. Has & doctar aver ordered a last for your heant? (For example, ECG/EKG, 39, Have you ever been unable to move your atms or legs after being hit
echocardiogram) of falling?
10. Do you get lighthieaded or fecl more shodt of breath than oxpected 40, Have you eves become il while exerclsing in the heal?
duing exercise? 41, Do you get requent muscle cramps when exertising?
11, Have you ever had an uuupiained seleura? 42, Do you or somenna in your f&mgfy fava sickle cefl rail or diseasa?
12. Do you (et morg tired or shart of breath mare quickly than your friends 43, Have you had any problems wilh your ayes or vision?
duting exerclse? 44, Have you had any eye injuries?
HEART B :I i :UES‘H::&S I!IBIJ'I' V:Udﬁuftﬂlrl;\' ¥ = Yos | Ho 45, Da you wear glasses or contact fensas?
13, Haa any {amily member or relative die gart problems or had an ,
unexpected or unexplained sudden death before aga 50 fncluding A8, Da you wear protactive pysweas such a3 gaggles o a dsce shield?
drowning, urexplained car accident, or sudden infant death syndrome)? A7. Do you worry about your welght?
14, Does anyone in your tamily have hypertraphic cardiomyopathy, Marfan 48, Are yuu'!lying {6 or has anyone recommended hat you gain or
symdtome, arthythmogenis right ventricular cardiomyopalhy, long 0T lose weight?
syndiome, shiort Q7 syndrome, amgada syndrame, o calacholaminerglc 49, Are you on a special diet or do you avaid certaln lypes of loads?
polymasphic ventricular tachycardia? "
- 50. Have you ever hiad an ualing disorder?
15, Doas anyoeaa in your family havo a heant problem, pacemaker, or -
implanted defibrifator? A1, Da you have any concems thal you would bke lo discuss wilh a ductor?
16, Has anyane in your family had unexplained fainting, unexplained FEMALES DNLY
seizures, of near drowning? 52, Have you ever had a menstrual period?
RONE AND JOINT QUESTIOHS Yez | Ho 53. How old were you when you had your lirst menstiua) period?

17, lave you gver had an injury to a bone, musde, ligament, o tendon
that caused you 10 misS a practice or a game?

54, How many perfods hava you had in the last 12 months?
Explain “yes” answars herg

18, Have you ever had any luoken o (ractured bones or dislocaled joints?

19, Havo you ever had an Injury that required x-rays, MRI, GT scan,
injections, theeapy, a brace, a cast, oc cutches?

20, Havo you ever had 3 shess fracture?

21, Have you ever been told that you have or hiave you had an x-ray for heck
instability or atlantoaxial instability? Down syndrome or dwarfism}

-

22, Do you tegularly use a brace, orthatics, or ofher assistive deviee?

23, Do you hiavo a bane, mustle. ar joint injuty that bothers you?

24. Do any of your joinls become painful, swallen, fee! warm, or look red?

25, Do you have any history of juvenile arthrbis pr connective fissue disease?

1 hereby state that, {0 the best of my knowledge, my answers to the ahove qusstions are complels and correct.

' Signanae of atttets éé.Slguhn of parenvquardisn
A B

Date

@ 2010 American Academy of Family Physicians, Amesican Academy of Pediatrics, American Collage of Sports Medicine, American Medical Sociely for Sports Mediclne, American Orthopaedic
Socialy lor Sports Madicine, and American Osteopathic Academy of Sporta Medicing. Permission Is granted [o reprint for noncommercial, educational purpeses with acknowladgment,

e
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VISION MUST BE COMPLETED

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Medical Provider Name:
Completed Cardiac Assessment Professional Development Module? _ Yes_ No

Address Stamp:

T P TT—

Date af birth

| Date of Physical; I o |

EXAMINATION

Height Welght O Male O Female

BP ! { / ) Pulse Vision ft 20/ L Corgsted O Y OON

MEDICAL NORMAL ABNORMAL FINDINGS ~

Appaarance

» Marlan stigmala (kyphoscollosis, high-archad palate, peclus excavatum, arachnodaciyly,
arm span > helght, hyperlaxity, myopia, MV2, aortic nsulliciencyt

Eyes/ears/noseNhioat

s Pupils equal

¢ Hearing

Lymph nodes

Heant®

+ Murmurs {suscullabion standing, supine, +/- Valsalva) 45 .

= Location of point of maximal impulss A1}

Rulsas
» Simultanecus femoral and ragial pulses

Lungs

Ahdomen

Bevitousinary (males cnly)®

Skin

» HSV, leslons suggestive of MASA, tinea corporis
Neurologic*

AUSCULDEKELETAL

Neck

Back”

Shoulder/arm

Elbow/forearm

Wiistmandfingers

HipAhigh
Knee
Leg/ankde

FonlAnas

Ffunctional

o fuck-walk, singla leg hop

*Consider EGG, echocaydiogram, and referal to cardiology for § e dice Ristory o exam,
‘Consedes GU exam i in prvale selting. Haveig ird party present s recommended.
“Conssder cogrativs evahuahon or basefing neuropsychiabiic stng it 8 history of signifitant eancustion.

0 Cleared for all sports without restriction
O Cleared for all spotts without restriction with recommendations lor further evaluation or trealment for

O Not ceared
01 Pending further evaluation
O Far any sporis
{1 For certain spods
fAeason

Recommendations

| have axaminad the abovs-ramed student and completad the prepariicipation physical avalualion. The athlaiz dows not prasent apparent olinical candralndicatians fo praciica and
pariicipate in the spon{s) as ouliined akove. A copy of the physlcal exam Is on recond In my oflice and can be made svallable to the schoal at the raguast of the paranis. If conditions
arlse afles the athlets has been clearad for parifcipation, a physician may tascind the elearance unlll tha prokilam Is resolved and he poteniial conzequences are completely explained

fo the athiets {and parents/guardians).

Name of physiclan, advanced practice nursa (APN), physiclan assistant (PA) {print/iype) . Date
Address Fhong

| Signature of physician, APN, PA

52010 American Academy of Family Physicians, American Academy of Pediaitcs, American Callege of Spaits Medicine, American Medical Sociely for Sports Medicing, Amerian Orfhopasdic
Society for Sposts Medicing, and American Osteopathic Academy of Sports Medicing, Permission is granied o reprinl for noncammercial, educational puposes with Acknowdedgment.

SE0803 . i
New Jarsey Dapartrent of Educalion 2014; Pursuant to P.L.2013, ¢.71 Revised Green Brook Family Medicine May 2014
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B PREPARTICIPATION PHYSICAL EVALUATION (Optional)
THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

DateofExam . o — _ - A
Date of birth

Name

Sex Age Grade Schoat ; Sport(s)

. Type ol disabilily

Dale of disatuhty

Classilication §t availabla)

. Cause of disabifity {birth, diseass. accldentrauma, other)

(2.3 O 0 X

. List the spocts you are intergsted in playing

Do you reqularly use a brace, assistive device, of prosthelic?

Do you use any special brace of assistive dovics for sports?

Do you have any rashes, pressure sores, of any other skin grohlems?

oiminis

Do you have & hearing Joss? Do you use a hiearing ald?

10, Do you have & visual Impairment?

11. Do yau use any special devices for howel or bladdar function?

12. Do you have lraning or discomiert when urinating?

13. Have you had autonomic dysreflexia?

14, Hava you ever been diagnosed wilh 3 heat-telaled (ayperthesmia) or cold-related (ypotherniia) iifness?

15. Do you have musde spasticity?

16. Do you hava frequent seizures thal cannal ba controllad by medication?

Explaln “yes” answera hare

Prease Indlcate If you have ever bad any of the following,

2 'lantoaxial Instability

X-ray evalyation for atlantoaxial instabilily

Dislocated joints {more than gng)

Easy bleeding

Fnlarged splaen

Hepalilis

Usleopenia or osleoporosls

Difficuity contraling bowel

Difliculty contiolling biadder

Numbness or tingling in arms o hands

Hutrbiness or lingling in legs of feet

Weakness in arms of hands

Wonknass inlogs or feal

Recent change in coordination

Recent change in abifily 1o walk

Spina hifida

Latex allergy

Explain “yes” answers horo

| hereby slata that, to the tiest of my Knowladge, my answers to tha ahove questlons are complate and correct.

& of athice L /"- utpumum Dats

2010 American Acsutemy of Family Physicians, American Acaufemy of Pediatrics, American Goﬂeya ol Spaﬁs Madrcma ﬁ—mer@n Meical Society for %ﬁs Med:cme Ametican Onh(yufmc
Socivly for Sports Medicing, and Amencan Osteopathic Academy ol Sporis Melicine. Permission is granled to eprint for noncommential, educatipnul p witle ac

Naw Jorsay Department of Educalion 2014; Pusuant 1o L2013, 71 Revised Green Brook Family Medicine May 2014




New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? YGSD NOD

If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? chD NoD

If yes, explain in detail:

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DNO D

If yes, describe in detail.

4. Fainted or “blacked out?” Yes| |No| |

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” YesD No

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? YesEI NoD
7. Been hospitalized or had to go to the emergency room? YesDNoD

If yes, explain in detail

50 had a heart attack or “heart trouble?” YesD NOD
9. Started or stopped taking any over-the-counter or prescribed medications? Yes No
10. Been diagnosed with Coronavirus (COVID-19)? Yes DNOD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? Yes[j No[:l
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? Yes No

Date: ijSignature of parent/guardian:

‘ Dlanon Dot MHamanlatad Tawe #a tha Cahanl Aawan Yo MNVFFinn



LOHg Valley Midd[e SChOOl 51 West Mill Road, Long Valley, New Jersey 07853

Mr. Mark Ippolito, Principal Phone: 908-876-3434
Mrs. Danielle Schweitzer, Assistant Principal Fax: 908-876-3436

SPORTS/ELIGIBILITY PERMISSION CONSENT
Sign-Off Sheet
#**Please filllone form out for EACH sport***

1, along with my son/daughter, whose signature appears below, acknowledge that we have read the
Washington Twp. Schools Extracurricular Activities eligibility Policy and agree to adhere to all rules as
outlined in the Policy.

1, along with my son/daughter, whose signature appears below, acknowledge the physical hazards that
may be encountered in sports activities, and | give permission for him/her to try out for;
and be transported to and from any away competition(s).

(list ane sport, a new form must be completed for EACH sport)

[Student Signature: Print Student’s Name:
Parent or Guardian Print Parent or Guardian’s
| Signature: Name:

‘Date:




LO”E Valleg M, lddle S C”lOOl 51 West Mill Road, Long Valley, New Jersey 07853

Mr. Mark Ippolito, Principal Phone: 908-876-3434
Mrs. Danielle Schweitzer, Assistant Principal Fax: 908-876-3436

Athletic Sign-Off Sheet

’

SPORTS-RELATED CONCUSSION AND HEAD INJURY FACT SHEET
N.J.S.A. 18A:40-41.2 requires public schools to distribute an annual educational fact sheet on sports-related concussion and head
injury to the parents/guardians of students participating in interscholastic sports and cheerleading, and to obtain a signed receipt.
I/We have completely read and fully understand the provided information sheets for the parent and athlete. | understand the risks of
playing a sport in addition to understanding the risks of continuing to play while recovering from a concussion. 1 (the athlete) agree to
notify my coaches if | experience any of the symptoms listed on the concussion fact sheet prior to returning to participation.

|Student Signature: Print Student’s Name:
Parent or Guardian Print Parent or Guardian’s
| Signature: Name:

USE AND MISUSE OF OPIOID DRUGS FACT SHEET
In accordance with N.J.S.A. 18A:40-41.10, public school districts participating in an interscholastic sports program must
distribute the Opioid Use and Misuse Education Fact Sheet to all student-athletes and cheerleaders. In addition, school
and district must obtain a signed acknowledgement of receipt of the fact sheet from each student-athlete and cheerleader

and for students under age 18, the parent or guardian must also sign.
I/We ackrowledge that we received and reviewed the Educational Fact sheet on the Use and Misuse of Opioid Drugs.

'Student Signature: Print Student’s Name:
Parent or Guardian Print Parent or Guardian’s
Signature: Name:

SPORTS-RELATED EYE INJURIES FACT SHEET
N.J.S.A. 18A: 40-41.9b requires this educational fact sheet on sports-related eye injuries to be distributed annually by
each school district and nonpublic school to the parents/guardians of its student-athletes,
1/We acknowledge that we received and reviewed the Sports-Related Eye Injuries Fact Sheet.

[ Student Signature: Print Student’s Name:
Parent or Guardian Print Parent or Guardian’s
| Signature: Name:

SUDDEN CARDIAC DEATH PAMPHLET
This pamphlet must be distributed to each student-athlete and to the parents/guardians of the student-athletes, pursuant to
N.J.S.A. 18A:40-41c-d.
I/We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

‘Student Signature; Print Student’s Name:
Parent or Guardian Print Parent or Guardian’s
Signature: Name:




