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Seminole County Public Schools, Florida \)

.. . . . Revised 06/19
Preparticipation Physical Evaluation (Page 1 of3)

This cozspleted form mmust be kept on Sle by the school. This form is valid for 365 calendar days from the date of the evaluation as written on page 2.
This form iz nos-tranzferable; a change of :chool: during the vakdity period of thi: form will require page 1 of thiz form to be re-zubmitted.

Part 1. Student Information (to be completed by student or pareat)

Stadeat’s Name: Sex:_ Age:_ DaeofBirk  /_  /_
School: Grade = School: _____ Sport(s):

Home Address: Home Phone: ( )

Name of Parsat/ Guards E-mail:

Person to Contact in Case of Exergeacy:

Relxtonship to Studeat: Home Phose: ( ) Work Phose: ( ) Coll Phooe: ( o) e
Personal/ Family Physician: Caxy/'State: Ofico Phone: (__)

Schools Ansaded: * ' 10* n*

Part 2. Medical History (to be completed by student or parent). Explain “yes” answers below. Circle questions you don’t know answers to.
Yez No Yes

No
1. Have you bad a medical illness or imjury sinceyourlast 26. Have you ever becoms ill from exercising in the beat? _—
chock up or sports physical? 27. Do you cough, whoeze or have ouble breathing during or after o
2. Do you bave an cagoing chronic illness? — activity?
3. Have you ever been bospitalized overnight? — 28. Do you have asthma? —
4. Have you ever bad surgery? S — 29. Do youbave 1 allergios that requi dical t? R —
5. Are you currently taking any prescriptica or Doz~ — 30. Do you use any special pr Ive or 3 3 or —
prescription (ovesr-the-counter) medications or pills or Mhmtumtuul}y‘ndﬁrywwwpm
using an inhaler? (for example, knee brace, special neck roll, foct orthotics, shune,
6. Have you ever taken any supplements or vitamins %o — retainer on your teeth or bearing aid)?
belp you gain or lose weight or improve your 31. Have you bad any problems with your eyes or visica? -
performance? 32. Do you wear glasses, contacts or profective eyswear? —
7. De you bave any allergies (for example, pollen, latex, _ ___ 33. Have you ever had a sprain, strain or swelling after injury? —
medicine, food or stmging insects)? 34. Have you broken or fractared azy boses or dislocated axy joints? —

§. Have you ever had a rash or hives develop during or 35. Have you bad any other problems with pain or swelling i= muscles,
after exercise? teadcms, bones or joints?
9. Have you ever passed out during or after exercise? If yes, check appropriate blank and explain below:

10. Have you ever been dizzy during or after exercise? — __Head ___Ehow __Hp

11. Have you ever bad chest pain during or after exercize? — __ Neck —_Forearm _ Thiga

12. Do you get tired more quickly than your frieads do S— ___Back — Wns __Eoee
duning exercise? _ Chem __Hand ___Sam/Calf

13. Have you ever bad nacing of your heart or skipped Shoulder Finger Axnkle
beartbeats? — — -

. ‘ i —UpparAm  __Foor
14. Have you bad high blood pressure or kigh cholesterol? 36 Do you want 1o weigh mors oz Jess than you do now?
15. Have you ever bean told you bave a heart murzur?

Do you lose weight regalarly weight roquirezsents &
16. Has any family member or relative died of beart " S o ea— s

probleass or sudden death befors age 507 iy Doﬁ“m‘“m.
12. Ha\’oyvg_hdammmalw(ﬁxmk. - 39. Have you ever been diagnosed with sickle cell anemia?
EyOCRRES of Mcmuaclioes) wiia f lut S 40. Have you ever bean diagnosed with having ®e sickle call trait?

1. H“"’"’f‘*:"“‘:’;;‘,"‘"‘“‘l lz‘:’ 41. Record the dates of your most recent immunizations (shots) for:

LI T
|

|

|

ay

19. Do you bave any cumreat skin problems (forexample, __ ____ : = B (.M:.:l“
ching, rathes, acne, warts, fungas, blisers or pressuse wores)? o ' o

20. Have you ever had a head injury or coacussion? ST

21. Have you ever bean knocked out, become uncenscious F,!MAL!SO.\'L\(QMII) I
or lost your memsory? = = 42 When was your first pcod‘. —
Have you ever kad a seizure? 43. Whea was your most receat pericd?

44. How much time do you usually have from the start of cae period o
the start of anothes?

45. How many periods have you had in the last year?

46, What was the Jongest time between periods in e st year?

P VIR o

Do you have frequsat or wevere b
Have you ever bad zumbaess or tingling in your amms,
bands, logs or feet?

5. Have you ever had a stinger, burner or pinched nerve?

lain “Yos™ Bare:

SN
N

(5

—

We hereby state, 10 the best of cur knowledge, hat our snvwens © the shove quasticns sre complete and comect. hm»umm-nmwhuaxm Floesds

Stsutex, md FHSAA Bylaw 9.7, we undortand and ackaowlodge that we se horody advisad that the stadent should undergo & which may mchade such disgnostic
oty s ol ardiograss (EXG), echocadiogras (ECG) sndlor cardio stress lest.
Sunsture of Stadest Date: /o Signatere of Parcnt Gusnd S

SCPS Form 1425 (Rev. 08/06/2021) FL Dizrdution: Whie Copy-F or Yellow Copy-P 1



Seminole County Public Schools, Florida 1

L . ) ) " Revised 08/19
Preparticipation Physical Evaluation (Page 2 of 3)

This comploted form mxust be kept on Sle by the school. This form is valid for 365 calendar days from the date of the evaluation as written o page 2
This form iz nos-tran:ferable; 2 change of school: during the valdity period of thiz form will require page 1 of thi: form to be re-;ubmitted.

Part 3. Physical Examination (to be completed by licensed physician, licensed osteopathic physician, licensed chiropractic physi-
cian, licensed physician assistant or certified advanced registered nurse practiioner).

Stadent’s Name: DatocfBisth: __/ __J
Height Weight: % Body Fat (optional) Pulse: Bleod Presswre: ____ /____ ( / et )
Texp Hoarmg: right: P F__ &P F____

Viszal Acuity: Righe 20/ Lot 20/ Comected: Yoz No ils: E Usegual

ERDINGS NOEMAL ABNORMAL FINDINGS DIIALS:
MEDICAL

Geaitalia (zales caly)
Skin
MUSCULOSKELETAL
10. Neck
11. Back
12. Shoulder'Amm
13. ElbowForearm
14. WristHand
15. HipThigh
16. Kaee
17. Leg/Ankle
18. Foot
* - stason-based examination caly

I A
£
s

ASSESSMENT OF EXAMINING PHYSICIANPHYSICIAN ASSISTANTNURSE PRACTITIONER

I bereby certify that each examination Lited above was performed by myself or an individual under my divect supervision with the following conclusica(s):
Cleared without Emitation Date of Exam / ;

o Disability: Diagnosis:

_h

__Notcleared for: Roason:

Cleared after completing evaluation rehabikitation for-
Referred to For:

Recommendat

Name of Physician/ Physician Ass 2 Practts (print): Date:
Address:

Sigaature of Physician/Physician AssistantNurse Practitioner:

SCPS Form 1425 (Rev. 08/06/2021) FL Disrbution: White Copy-PrincipalDesigr Yellow Copy-Parent 2
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Seminole County Public Schools, Florida
* Revised 08/19

Preparticipation Physical Evaluation (Page 3 of3)

This completed form must be kept on Sle by the school. This form is valid for 365 calendar days from the date of the evaluation as written oz page 2
This form i noa-tran:sferable; a change of :chool: during the valdity period of thi: form will require page 1 of thiz form to be re-submitted.

Stadeat’s Name:
ASSESSMENT OF PHYSICIAN TO WHOM REFERRED (if applicable)
1 hereby certify that the examination(s) for which referred was/were parformed by myself or an individual under my direct supenision with the followmg conchasion(s):

—Cloared without Exitation
Disability: Diagnosis:

Pra
b2

Reason:

—Notclearsd for:
— Cloared after completing svaluation/rebabikitation for:
Recommeadations:
Name of Physician (priat):
Address:

Date:

Sigaature of Physician:
Based om recommendations developed by the American Academy of Family Physicians, American Academy of Pedatrics, American Medoal Society for Sports Medioine, Amerscan Orthopos-
e Socsety for Sports Medicine and American Osscopathic Academy for Sports Melcine

SCPS Form 142S (Rev. 0&/062021) FL Dizrduticn: Whiee Copy-Princp or Yelloa Copy-P



o Seminole County Public Schools, Florida
L T’) Sports Screening/Physical & Parent/Student Release Form

Addendum to SCPS Form 985
L
In addition to the routine medical evaluation required by s.1006.20, Florida Statutes and FHSAA Bylaw 11.8,
we understand and acknowledge that we are hereby advised that the student should undergo a cardiovascular
assessment, which may include such diagnostic tests as electrocardiogram (EKG), echocardiogram (ECG)
and/or cardio stress test.

I1.

I further hereby authorize the use or disclosure of my individually identifiable health information should
treatment for illness or injury become necessary. I understand that this authorization is voluntary and that I may
revoke it at any time by submitting the revocation in writing to my school.

I1I.

I hereby grant to FHSAA the right to review all records relevant to my athletic eligibility including, but not
limited to, my records relating to enrollment and attendance, academic standing, age, discipline, finances,
residence and physical fitness.

IV.

I understand that the authorizations and rights are voluntary and that I may revoke them at any time by
submitting said revocation in writing to my school. By doing so, however, I understand that I will no longer be
eligible for participation in interscholastic athletics.

I/We Parent(s) and Student Athlete have read this information carefully and know it contains a release.
This form must be signed in the presence of a notary.

PRINT NAME CLEARLY

Student Student Signature
Date

Parent Parent Signature
Date

State of Florida

County of Sworn to and subscribed before me this day of 20

() is personally known or produced identification ( ) type of identification produced

Notary Stamp

Signature of Notary Public

SCPS Form 985a (Rev.06/01/08) FL  Distribution: ~ White Copy: Trainer Yellow Copy: Principal-designee Pink Copy: Parent/Student



SCHOOL Grade
L : ; SEMINOLE COUNTY PUBLIC SCHOOLS, Fl - ATHLETICS EMERGENCY CARD 20__-20__

ATHLETE MALE [J FEMALE [] BIRTHDATE

Last Name First Name (MM/DD/YY)
DATE OF PHYSICAL Insurance ( ) Birth Certificate ( ) GPA Ehgible ( )
PHYSICIAN'S NAME PHONE
ALLERGIES EYEGLASSES: YES [JNO[J CONTACTS: [JYES [JNO
MEDICATIONS EMERGENCY MEDICATIONS:

MEDICAL CONCERNS:

MOTHER’S NAME Cell Phone Home Phone
FATHER'S NAME Cell Phone Home Phone
HOME ADDRESS
(Number & Street) (Apt. #) (City) (Zip Code)

PERSON AUTHORIZED TO CARE FOR STUDENT IN CASE PARENT CANNOT BE REACHED:

NAME ADDRESS

PHONE CELL PHONE RELATIONSHIP

residence, cell phone number or no longer have insurance coverage.
SCPS Form 1416 (Rev. 222/16) B ** COMPLETE BOTH SIDES OF THIS FORM **

PARENTAL CONSENT
STUDENT’S FULL NAME AGE

SCHOOL GRADE

I consent to the sharing of my child’s health information as listed on the reverse side with appropriate school
personnel unless specified in writing to the principal.

In the event of serious accident of illness, I request that the school contact me. If I cannot be reached, the
school may make the necessary arrangements to provide emergency care and treatment for my child. This may
include conveyance to and treatment at a hospital of medical facility. I will assume responsibility of payment for
services rendered.

In case of an accident or illness where immediate treatment of my child is not indicated, but where he/she is
unable to remain at school, I request the school contact me or my spouse to arrange transportation for my child. If
the school is unable to contact a parent/legal guardian, I request that one of the persons listed on the reverse side of
this form be contacted and requested to care for my child.

All medical concerns regarding my child have been provided on this card for the care of my child.

We have health insurance through

(NAME OF COMPANY) (POLICY #)

We have purchased Student Accident Insurance to supplement my personal insurance. [JYES [JNO
https://schoolinsuranceofflorida.com/pages/parent_pages/9035

PARENT OR LEGAL GUARDIAN DATE
(SIGNATURE)




THE SCHOOL BOARD OF SEMINOLE COUNTY, FLORIDA
WAIVER AND RELEASE FOR ATHLETIC PARTICIPATION

1. Student Release and Waiver — to be signed by student

I know that athletic participation is a privilege. I know of the risks involved in athletic
participation, understand that serious injury and even death is possible in such participation, and
choose to accept such risks. I voluntarily accept any and all responsibility for my own safety and
" welfare while participating in athletics, with full understanding of the risks involved. Should I be
18 years of age or older, or should I be otherwise emancipated, 1 hereby release and hold
harmless the School Board of Seminole County, Florida, its officers, employees and agents; the
school district of Seminole County, Florida; and my school (including but not limited to, the
principal, athletic director, coaches, staff, and athletic trainers) of any and all responsibility and
liability, including liability for their own negligence, for any injury or claim involving such
athletic participation. This includes but is not limited to practice, fundraising, games, and
competitions. [ agree to take no legal action against any of the above listed parties involving my
participation in athletic activities. '

I have read this waiver carefully and know it contains a release

Student name (printed) Student Signature Date

Il Parental Release and Waiver — to be completed by parent/guardian or adult student
with legal authority to make educational decisions

1 know of and acknowledge that my child/ward is participating in interscholastic activities
and such participation includes risks, including serious injury and even death. I voluntarily accept
any and all responsibility for my child’s safety and welfare while participating in athletics and
fully understand the risks involved. On behalf of myself and my child, I hereby release and hold
harmless the School Board of Seminole County, Florida, its officers, employees and agents; the
school district of Seminole County, Florida; and my child’s school (including but not limited to,
the principal, athletic director, coaches, staff, and athletic trainers) of any and all responsibility
and liability, including liability for their own negligence, for any injury or claim involving such
athletic participation. This includes but is not limited to practice, tundraising, games, and
competitions. I agree to take no legal action on behalf of myself or my child against any of the
above listed parties involving my child’s participation in athletic activities.

1 have read this waiver carefully and know it contains a release

Parent/Guardian name (printed) Parent/Guardian signature Date
(or adult student) : (or adult student)



