To be completed for
students participating in
all NSAA activities.

NEBRASKA SCHOOL ACTIVITIES ASSOCIATION (NSAA)
Student and Parent Consent Form

School Year: 20 -20 Member School:
Name of Student:
Date of Birth: Place of Birth:

The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above named Student and are
collectively referred to as "Parent”.

The Parent and Student hereby:
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege;

(2) Understand and agree that (a) by this Consent Form the NSAA has provided to the Parent and Student of the existence of potential
dangers associated with athletic participation; (b) participation in any athletic activity may involve injury of some type; (c) the severity
of such injury can range from minor cuts, bruises, sprains, and muscle strains to more serious injuries to the body’s bones, joints,
ligaments, tendons, or muscles, to catastrophic injuries to the head, neck and spinal cord, and on rare occasions, injuries so severe as to
result in total disability, paralysis and death; and, (d) even the best coaching, the use of the best protective equipment and strict
observance of rules, injuries are still a possibility;

(3) Consent and agree to participation of the Student in NSAA activities subject to all NSAA by-laws and rules interpretations for
participation in NSAA sponsored activities, and the activities rules of the NSAA member school for which the Student is participating;
and,

(4) Consent and agree to (a) the disclosure by the Member School at which the Student is enrolled to the NSAA, and subsequent
disclosure by the NSAA, of information regarding the Student, including the student’s name, address, telephone listing, electronic
mail address, photograph, date of and place of birth, major fields of study, dates of attendance, grade level, enrollment status (e.g.,
full-time or part-time), participation in officially recognized activities and sports, weight and height of as a member of athletic teams,
degrees, honors and awards received, statistics regarding performance, records or documentation related to eligibility for NSAA
sponsored activities, medical records, and any other information related to the Student’s participation in NSAA sponsored activities;
and, (b) the Student being photographed, video recorded, audio taped, or recorded by any other means while participating in NSAA
activities and contests, consent to and waive any privacy rights with regard to the display of such recordings, and waive any claims of
ownership or other rights with regard to such photographs or recordings or to the broadcast, sale or display of such photographs or
recordings.

I acknowledge that I have read paragraphs (1) through (4) above, understand and agree to the terms thereof, including the warning of
potential risk of injury inherent in participation in athletic activities.

DATED this day of ,

Name of Student [Print Name] Student Signature

(I am)(We are) the Student’s [circle appropriate choice] (Parent) (Guardian). (I)(We) acknowledge that (I)(We) have read paragraphs
(1) through (4) above, understand and agree to the terms thereof, including the warning of potential risk of injury inherent in
participation in athletic activities. Having read the warning in paragraph (3) above and understanding the potential risk of injury to
my Student, (I)(we) hereby give (my)(our) permission for [insert student name] to practice and compete for the
above named high school in activities approved by the NSAA, except those crossed out below:

Baseball Golf Tennis Play Production Basketball Swimming/Diving
Track Football Speech Cross Country Soccer Volleyball
Music Football Softball Wrestling Debate Journalism
DATED this day of ,
Parent [Print Name] Parent Signature

Revised April 2012



PREPARTICIPATION PHYSICAL EVALUATION 156
CLEARANCE FORM

Name Sex O M [OF Age Date of birth ____

{1 Cteared for all sports without restriction

[ Cleared for all sports without restriction with recommendations for further evaluation or treatment for

0 Not cleared
3 Pending further evaluation
O For any sports
0O For certain sports

Reason

Recommendations

{ have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the spori(s) as outlined above. A copy of the physical exam is on record in my office

and can be made available to the schoo! at the requést of the parents. If condifions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
{(and parents/guardians).

Name of physician (print/type) Date

Address Phone

Signature of physician ,MD or DO

EMERGENCY INFORMATION
Allergies

Other information

& 2010 American Academy of Family Physicians, Amerdican Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicing, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowiedgment,



PREPARTICIPATION PHYSICAL EVALUATION 153
HISTORY FORM

(Note: This form Is to be filled out by the patient and parent prior to seaing the physician. The physician should keep this form in the chart )

Date of Exam
Name Date of birth
Sex Age Grade School Sporl(s)

Medicines and Allergies: Piease list all of the prescription and over-the-counter medicines and suppiements (herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes [ No If yes, please identify specific allergy below.
3 Medicines 1 Poliens 3 Food [ Stinging Insects

plain “Yes” answers below. Circle questions you don’t know the answers to.

1. Has a doctor ever denied or restricted your participation in sports for

any reason? after exercise?
2. Do you have any ongoing medica! conditions? i so, please identify 27, Have you ever used an inhaler or taken asthma medicine?

betow: {1 Asthma [ Anemia [ Diabetes [ Infoctions 28. is there anyone in your family who has asthma?

Other: 29, Were you born without or ere you missing a kidney, en eye, a testicle
3. Have you ever spent the night in the hospital? - {males), your spleen, or any other organ?
4, Have you ever had suwe 30. Do you have groin pain or & painful bulge or hernia in the groin area?

31. Have you had infectious mononucleasis {mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin preblems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Have you ever had discomfort, pain, tightness, or pressure in your 34. Have you ever had a head injury or concussion? ’ ’
-CESt QUIING BXERCISET -~ oo ot . 0 ; iy | o
7. Does your hearl ever race or skip beats {irreqular beats) during exercise? 35. ilaw{e yfu)e'\::;;l:cdhg’tg: ﬁg:;’:;;g&::gg that caused confusion,
8. ::{t?:ci z%c::;‘e;:; ‘l;?!d you that you have any hear! problams? i so, 36. Do you have & history of selzure disorder?
£ High blood pressure O A heart murmyr 37. Do you have headaches with exerclse?
3 High cholesterol 3 Aheart infection 3B. Have you ever had numbness, tinpling, or weakness In your arms or
3 Kawasakl disease Other: legs after being hit or falling?
§. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardiogram) of falling?
10. Do you get lightheaded of feel mare short of breath than expected 40. Have you ever become [il while exercising in the heat?
during exercise? 41, Do you get frequent muscie cramps when exerclsing?
11. Have you ever had an unexplained sefzure? 42. Do you or someone in your family have sickle cell tralt or disease?
12. Do you get more tired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vision?
during exercise?

44. Have you had any eye injuries?
45. Do you wear glasses or contact fenses?

13. Has any family member or relative died of heart problems or had an

unexpected or unexplained sudden death before age 50 {ncluding 48. Do you wear protective eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your welght?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you Irylng to or has anyore recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, fong OT tose weight?
syndrome, short OT syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet o do you avoid certain types of foods?

polymorphic ventricular tachycardia?

15. D § family have a heart problem, pacemakaer, of 50. Have you ever had an ealing disorder?
. i your family em, \
.,,?:faﬁﬁ,y; :}Zﬁbg&mn y P s 51. Do you have any concerns that you would like to discuss with a doctor?

16. Has anyone in your family had plained fainting, lained
seizures, of ngar drowning?

52. Have you ever had a menstrual period?
53. How oid were you when you had your Sirst inenstrual period?

17. Have you ever had an injury 1o & bone, muscle, ligament, of tendon 54, How many pefinds have you had in the last 12 months?
that caused you to miss a practice or a game?

18. Have you ever had any broken or fractured bones or dislocated joinis?

19. Have you ever had an Injury that required x-rays, MRI, CT scan,
jections, therapy, @ brace, a cast, or cruiches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
instabliity or atlantoaxial instability? (Down syndrome of dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23, Do you have a bone, muscls, of joint injury that bathers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?
25. Do you have any history of juvenite arthrliis or connective tissue disease?

Explain “yes” answers here

1 hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signatare of athiete " i of parent i} Date

@E010 American Avademy of Family Physicians, American Avademy of Pediatrics, Amenican College of Sports Medicine, American Medical Sociely for Sporis Medicine, American Orihopaedic
Saciely for Sports Medicine, and American Usteopathic Avademy of Sporls Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment,

1 hereby give permission for the release of the attached student medical history and the results of the actual physical examination to the school for the purposes of
participation in athletics and activities.

Parent or Legal Guardian Signature Date
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PHYSICAL EXAMINATION FORM

Name

Date of birth

PHYSICIAN REMINDERS
1. Consider additional questions on more sensitive issues
» Do you feel stressed out or under a lot of pressure?
*» Do you ever feel sad, hopeless, depressed, or anxious?
+ Do you feel safe at your home or residence?
« Have you ever tried cigarettes, chewing tobacco, snuff, or dip?
 During the past 30 days, did you use chewing tebacco, snuff, or dip?
« Do you drink alcoho! or use any other drugs?
* Have you ever taken anabolic sterolds or used any other performance supplement?

» Have you ever taken any supplements to help you gain or lose weight or improve your performance?

* Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (questions 5-14).

Helght Weight

3 Male

0O Female

BP / { / ) Pulse

Appearance
* Marfan stigmata (kyphoscoliosis, high-arched patate, pectus excavatum, arachnodactyly,
arm span > height, hypertaxity, myopla, MVP, aortic insufficiency)

Vision R 20/

120/ Corrected OY O N

Eyes/ears/nose/throat
* Pupils equal
* Hearing

Lymph nodes

Heart?
» Murmurs (auscuitation standing, supine, +/- Valsalva)
« Location of point of maximal impulse (PMI}

Pulses
+ Simultaneous femoral and radial pulses

-{Lungs e e

Abdomen

Genilourinary {males only)®

Skin
+ HSV, leslons suggestive of MRSA, tinea corporis

Neurologic ¢

.Neck

Back

Shoulder/arm

Eibow/forearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

FooVioes

Functional
» Duck-walk, single leg hop

*Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam.
*Consider GU exam il in private setting. Having third party present is recommended.
“Consider cognltive of baseline psychiatric testing if a history of significant concussion

03 Cleared for all sports without restriction
{3 Clearad for all sports without restriction with recommendations for further evaluation or &

tment for

3 Not cleared
3 Pending further evaluation
{3 For any sports
{3 For certain sports

Reason

Recommendations

{ have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and
participate in the spori(s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If condi-
tions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely

explained to the athlete (and parents/guardians).

Name of physician (print/type)

Date

Address

Phone

Signature of physician

MD or DO

©2010 American Academy of Family Physicians, American Acadamy of Pediatrics, American College of Sports Medicine, American Medical Society for Sporis Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permiission is granted {o reprint for noncommercial, educalional purposes with acknowledgment.
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth
Sex Age Grade School Sport(s)

. Type of disabiiity

Date of disabllity

Classification (if availabie)

Cause of disability {birth, disease, accident/trauma, other)
List th rts Interested in playin

o] wil=

. Do you regularly use a brace, assistive device, or prosthetic?
Do you use any special brace or assistive device for sporis?
Do you have any rashes, pressure sores, of any other skin problems?

Do you have a hearing loss? Do you use a hearing aid?

10. Do you have a visual impairment?

11. Do you use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating?

13. Have you had autonomic dysrefiexia?

14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related {hypothermia) Hiness?
15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlied by medication?

ieiN|o

rs

o

__ Explain “yes" answers here

Please indicate If you have ever had any of the following.

Atiantoaxial instability

X-ray evaluation for attantoaxial instability
Distocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficutty controtiing bladder
Numbness or tingling in arms or hands
Numbness or tingling in legs or feet
Weakness in arms or hands

Weakness in fegs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain “yes” answers here

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and corvect.

Signature of athlete N Signature of parent/guardi e Date

@2010 American Academy of Family Fhysicians, American Academy of Fediatrics, American Coliege of Sporis Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Madicine, Permission is granled to reprint for noncommercial, educational purposes with acknowledgment.



NSAA CONCUSSION CLEARANCE FORM

A FACT SHEET FOR PARENTS AND STUDENTS**HEADS UP: Concussion in High School Sports

The information below was taken from the Nebraska Legislative Bill LB260-The Concussion Awareness Act

1. A student who participates on a school athletic team shall be removed from a practice or game when he or she is reasonably suspected
of having sustained a concussion or brain injury in such practice or game after observation by a coach or a licensed health care
professional who is professionally affiliated with or contracted by the school.

2. Such student shall not be permitted to participate in any school supervised team athletic activities involving physical exertion, including,
but not limited to, practices or games, until the student (a) has been evaluated by a licensed health care professional, (b) has received
written and signed clearance to resume participation in athletic activities from the licensed health care professional, and (c) has
submitted the written and signed clearance to resume participation in athletic activities to the school accompanied by written permission

to resume participation from the student’s parent or guardian.

3. Licensed health care professional means a physician or licensed practitioner under the direct supervision of a physician, a certified
athletic trainer, a neuropsychologist, or some other qualified individual who (a) is registered, licensed, certified, or otherwise statutorily
recognized by the State of Nebraska to provide health care services and (b) is trained in the evaluation and management of traumatic

brain injuries among a pediatric population.

What is a concussion?

A concussion is a brain injury. Concussions are caused by a bump,
blow, or jolt to the head or body. Even a “ding,” “getting your bell rung,”
or what seems to be a mild bump or blow to the head can be serious.

What parents/guardians should do if they think their child has a
concussion?
1. OBEY THE NEW LAW-—The Concussion Awareness Act
a. Keep your child out of participation until she/he is cleared to
return by a licensed healthcare provider.
b. Seek medical attention right away.
2. Teach your child that it's not smart to play with a concussion.
3. Report ANY concussion to your child’s school and ALL of your
child’s coaches including club and school sports.

What are the signs and symptoms of a concussion?

You cannot see a concussion. Signs and symptoms of concussion can
show up right after the injury or may not appear or be noticed until
days after the injury. If your child reports one or more symptoms of
concussion listed below, or if you notice the symptoms yourself, keep
your child out of play and seek medical attention right away.

STUDENTS:

If you think you have a concussion:

e Tell your coaches & parents — Never ignore a bump or blow to
the head, even if you feel fine. Also, tell your coach if you think
one of your teammates might have a concussion.

e  Get a medical check-up — A physician or other licensed health
care provider can tell you if you have a concussion, and when itis
OK to return to play.

*  Give yourself time to heal — If you have a concussion, your
brain needs time to heal. While your brain is healing, you are
much more likely to have another concussion. It is important to
rest and not return to play until you get the OK from your health
care professional.

PARENTS:

How can you help your child prevent a concussion?

Every sport is different, but there are steps your children can take to

protect themselves from concussion and other injuries.

e  Make sure they wear the right protective equipment for their
activity. It should fit properly, be well maintained, and be worn
consistently and correctly.

e  Ensure that they follow their coaches’ rules for safety and the
rules of the sport.

e  Encourage them to practice good sportsmanship at all times.

Symptoms Reported by Students:

. Headache or “pressure” in head

. Nausea or vomiting

. Balance problems or dizziness

e  Double or blurry vision

e  Sensitivity to light or noise

« Feeling sluggish, hazy, foggy, or groggy
¢  Concentration or memory problems

e  Confusion

e Just not “feeling right” or is “feeling down”

Signs Observed by Parents or Guardians:
e  Appears dazed or stunned

¢ Is confused about assignment or position
. Forgets an instruction

. Is unsure of game, score, or opponent

¢  Moves clumsily

e Answers questions slowly

« Loses consciousness (even briefly)

. Shows mood, behavior, or personality changes
e  Can't recall events prior to hit or fall

e  Can't recall events after hit or fall

Information on concussions provided by the Centers for Disease Control and Prevention. For more information visit: www.cdc.gov/Concussion

By signing below, the following individuals acknowledge that the student-athlete can resume participation in athletic activities.

LICENSED HEALTH CARE PROFESSIONAL SIGNATURE DATE

LICENSED HEALTH CARE PROFESSIONAL PRINTED NAME

STUDENT’S SIGNATURE

PARENT'S/GUARDIAN’S SIGNATURE DATE

STUDENT’S PRINTED NAME

STUDENT'S GRADE STUDENT’S SCHOOL



