(BARAT ACADEMY

2017-2018 Medical Information Form
Returnto: Athletics Office, Barat AcademyL,7815Wild Horse Creek Road, Chesterfield, Mi3005

. EMERGENCY INFORMATION : This form is for ALL school activities; pleasemplete all fields before submitting

Name: Home_Phone:

Primary Address: City ZIP

Sex: Age Dateof Birth: / / Grade('17-4L8) NewStudent?  YES* _NO
*New students must submit a complete with this form.

Mother: DaytimePhone: Cell Phone:

Father: DaytimePhone; CellPhone:

Emergency Contact: Relationship Phone

Current Physician: Phone

Other Medical Specialist: Phone

Medical Conditions/Allergies:

II. AUTHORIZATIONS :

A. Medical Consent In the event my child needs emergency medical treatment and none of the individuals named above can be
reached, | give my consent to Barat Academy to obttirougha licensed medical professional and hospital of chosteh medical

care as is reasonably necessary for the welfare of my child. | also agree to assume the cost for transport and mmeditad tect

an emergency situation.

DO YOU HAVE A PREFERRED TREATMENT FACILITY ? (Specify)

Date

B. Health/Accident Insurance- The MSHAA bylaws provide that a studesftall not be permitted to practice or compete for a
school until it has verification that he/she has basic athletic insurance coverage. My child is covered by basic anciateet amd
the information is provided below.

Company:

Subscriber: PolicyGroup Number:

C. Parent Permission | hereby consent for the above studermrefaresent the school in interscholastic athletics. | also give consent
for my child to accompany the team on trips and will not hold the school responsible in case of accident or injury ighietheutiée
to or from another school during practice ariaterscholastic contest.

Date

E. Parent Permission | understand that students are transported to athletic events, field trip sites and epetsdlyeparent/adult
car pool, and that the school makes every effort to safeguard thbeirgl of every student while on campus and on field trips. |
hereby waive any claim against and release Barat Academy and its staff from any injury sustaipethiltd/imconnection with a
trip or event. My child has my permission to participate in all school sponsored field trips and service learning lioothear.

Date




PRE-PARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name: Date of Birth:

Physician Reminders:

1. Consider additional questions on more sensitive issues.
» Do you feel stessed 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 fobacco, snuff, or dip?

During the past 30 days, did you use chewing tobacco, snuff or dip?

Do you drink aicohol or use any other drugs?

Have you ever taken anabolic steroids or used any other performance supplements?

Have you ever taken any supplements to help you gain or lose weight or improve your performance?
« Do you wear aseat belf, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (Questions 5-14).

EXAMINATION

Height: Weight: [ 0O Make | O Female
BP: / { / ) Puise: Vision: R 20/ L 20/ Corrected: [0 Yes 0 No
MEDICAL ' NORMAL ABNORMAL FINDINGS

Appearance

« Marfan stigmata (kyphoscoliosis, high-arched palate, pectus
excavatum, arachnodactyly, arm span>height, hyperlaxity,
myopia, MVP, aortic insufficiency)

Eyes/Ears/Nose/Throat
« Pupils equal
o Hearing

Lymph Nodes

Heart*
« Murmurs (auscultation standing, supine, +/- Valsalva)
« Location of paint of maximal pulse (PMI)

Pulses
« Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males oniy)™*

Skin
o HSV, lesions suggestive of MRSA, tinea corporis

Ak

Neurclogic

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder/arm

Elbowiforearm

Ripithigh

Knee

Leg/ankle

Footltoes

Functional
» Duck-walk, single leg hop

* Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam; **Consider GU exam if in private setling. Having third party present is recommended

*Consider cognitive evaluation or baseline neuropsychlatric testing if a history of significant cancussion.

[0 Cleared for all sports without restriction.

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

O NotCleared
O Pending further evaluation
O Forany sports
0 For certain sports (please list):
Reason:

Recommendations.

I have examined the above-named student and completed the pre-participation physical evaluation. The athlete does not present apparent clinical contraindications to practice
and participate in the sport(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
conditions 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).

Narne of Physician (type/print): Date:

Address: Phaone:

Signature of Physician (MD/DO/ARNP/Chiropractor®):
*NOTE: Please refer to the MSHSAA Sports Medicine Manual, Page 2.






