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PHYSICAL PACKET (2023-2024)

This packet, front and back must be completely filled out and on
record with the athletic director's office prior to any participation
in tryouts, practice, or athletic events.

Cover Page: Write your full name in the blanks provided.

Page 2: Read and complete each blank. Remember to include insurance information
if #2 is selected. Parent signature and date required.

Page 3: Read and print student name. Parent signature and date.

Page 4: Fill out completely. Parent and student sign and date.

Page 5-6: Read with parent.

Page 7: Print names at top of page. Student initials go in the left column, and parent
initials go in the right column. Parent and student sign and date at bottom of page.
Page 8: Read with parent.

Page 9: Print parent/student names. Parent and student signatures and date.

Page 10: Complete each blank. Student and parent sign and date at bottom of the
page.

Page 11: Print student name and date of birth at top of page. Physician must
complete form and check the appropriate box at the bottom. Physician signature,

address, phone, and date required.

Athlete

LAST MAME FIRST MAME MIDDLE NAME

Copias de estos formularios estan disponibles en espariol en la oficing del director de atietismo.
Capias of these forms are available in Spanish from the athietic directors office.

Copias of many of these forms are available online at hite://issaa.crg/physical-forms/

Forms for athletes with special needs are avallable from the athlatic directors offica.



PERSONAL AFFADAVIT IN LIEU
OF SCHOOL INSURANCE

All students who participate in any school sponsored athletic sport must file with the
principal an affidavit form that they or their insurance company will be responsible
for payment in case of injury.

STATE OF TENNESSEE
JACKSON-MADISON COUNTY SCHOOLS
I/We make oath in due form of law that I/we
Name of Parent/Guardian (s)
am/are the parent(s) or guardian(s) of who
Name of Student

is a student at Liberty Technology Magnet High School, and that I/we hereby join in
the application of said applicant:

Circle One: 1. to be personally

2. to have my/our insurance company

Responsible for payment of any injury sustained at said school while participating in

school-sponsored sports.

Signature of Parent/Guardian Date

Signature of Parent/Guardian Date

***If number 2 was checked above, please list insurance information below:

Name of Insurance Company




Policy Number
STUDENT AUTHORIZATION AND DISCLOSURE OF HEALTH

INFORMATION AND CONSENT TO TREAT AND CARE

I hereby authorize the physicians, athletic trainers, sports medicine staff and other health care
personnel from Jackson-Madison County General Hospital, Sports Plus, Sports Orthopedics and
Spine, Liberty Technology Magnet High School’s coaching staff, and any medical physicians available
at away games to release and disclose all information regarding the below-named student-athlete in
regards to maintaining the well-being of said student due to injury or illness occurring during such
student-athlete participation at Liberty Technology Magnet High School. This protected healthy
information that may be disclosed includes the student’s medical status, medical condition, injuries,
prognosis, diagnosis, athletic participation status, payment information and related personally
identifiable health information. This protected health information may be released to other health
care providers, hospital and/or medical clinics and laboratories, athletic coaches, medical insurance
coordinators, athletic or school administrators and school officials.

I understand that my giving authorization/consent for the disclosure of the student athlete’s protected
health information is a condition for participation as an interscholastic athlete at Liberty Technology
Magnet High School for the purpose of the undersigned student-athlete’s participation in
interscholastic sports. I understand that the student-athlete’s protected health information is
protected by the federal regulations under the Health Insurance Portability and Accountability Act
(HIPAA) or the Family Educational Rights and Privacy Act of 1974 (the Buckley Amendment) and
may not be disclosed without wither parent/guardian authorization under HIPAA or consent under
the Buckley Amendment, except in certain circumstances set forth in those laws.

I, the parent/guardian, understand that once information is disclosed per this Authorization, the
information is subject to re-disclosure and may no longer be protected by HIPAA and/or the Buckley
Amendment. I also understand that this Authorization is voluntary, that I may refuse to sign this
Authorization, and that I may revoke this Authorization at any time by notifying the Athletic Director
and/or Administration of Liberty Technology Magnet High School in writing.

I, the parent/guardian, recognize that as a result of the student-athlete participation in sports
activities, medical treatment on an emergency basis may be necessary. I further recognize that school
personnel may be unable to contact me for my consent for emergency medical care. I do hereby
AUTHORIZE in advance the provision of such emergency care, including hospital care, as may be
deemed necessary under the then existing circumstances, and I hereby release and indemnify Sports
Plus, Sports Orthopedics and Spine, Liberty Technology Magnet High School and/or other emergency
staff against all liability resulting therefore. The purpose of this release is to authorize emergency
medical care that may become reasonably necessary for the student in the course of school athletic
activities or school travel.

I, the parent/guardian, understand that if I revoke or refuse this Authorization that the student-
athlete will not receive medical attention or disclosure of information of medical physicians related to
Liberty Technology Magnet High School.

Print Student-Athlete’s Name

Signature of Parent/Legal Guardian Date



This Authorization expires one *ear from the date it is signed.
CONSENT FOR ATHLEEIE PARTICIPATION & HED@ CARE

“Entire Page Completed Ty Panest
Athlete Information ' - ' —‘
Last Name First Name M |
Sex: [ | Male [ ] Female Grade Age __ DOB . |
Allargias |
Medications
Insuranca Policy Mumbar
Group Number Insuranca Phone Numbar
Emergency Contact Information - ——
Home Address (City) (Zip)
Home Phone | Mother's Cell Father's Cell
Mother's Name Work Phone
Father's Name Work Phone
Another Person to Contact
Phona Number Realationship

Legal/Parent Consant
I"We hereby give consent for (athlete's name) to represent

Liberty Technology Magnet High School in athletics realizing that such activity involves potential for injury. I/
We acknowladge that even with the best coaching, the most advanced eguipment, and strict observation of
the rules, injuries are still possible. On rare occaslons these injuries are severe and result in disability,
paralysis, and even death. We further grant permission fo the school and TSSAA, its physicians,
athletic trainers, and/or EMT to render aid, treatment, medical, or surgical care deemed reasonably
necessary to the health and well being of the student athlefe named above during or resulting
from participation in athietics. By the execution of this consent, the student athlete named above and his/
her parent/guardian(s) do hereby consent to screening, examination, and testing of the student athiete during
the course of the pre-participation examination by those performing the evaluation, and to the taking of medical
history information and the recording of that history and the findings and commaents pertaining to the student
athlete on the forms attached hereto by those practitioners performing the examination. As parent or legal
Guardian, 'We remain fully responsible for any legal responsibility which may result from any
personal actions taken by the above named student athlete.

Signature of Athlete  Signature of Parent/Guardian Date




CONCUSSION

INFORMATION AND SIGNATURE FORM
FOR STUDENT-ATHLETES & PARENTS/LEGAL GUARDIANS
(Adapted from CDC “Heads Up Concussion in Yooth Sports™)

Public Chapter 148, effective January 1, 2014, requires that school and community organizations
sponsoring vouth athletic activities establish guidelines to inform and educate coaches, youth athletes and
other adults invelved in youth athletics about the nature, risk and symptoms of concussion'head injury.
Read and keep this page.
Sign and return the signature page.

A concussion is a type of traumatic brain injury that changes the way the brain normally works. A
concussion i8 cansed by a bump, blow or jolt to the head or body that causes the head and brain to move
rapidly back and forth. Even a “ding,” “getting your bell rung™ or what seems to be a mild bump or blow
to the head can be serious.

Did You KEnow?

*  Most concussions occur without loss of consciousness.
Athletes who have, at any point in their lives, had a concussion have an increased risk for
another concussion.

*  Young children and teens are more likely to get a concussion and take longer to recover than

adults.

WHAT ARE THE SIGNS AND SYMPTOMS OF CONCUSSION?

Signs and symptoms of concussion can show up right after the injury or may not appear or be noticed
until days or weeks after the imjury.

If an athlete reports one or more symploms of concussion listed below after a bump, blow or jolt to the
head or body, &'he should be kept out of play the day of the injury and until a health care provider* says
a'he 15 symptom-free and it's OK to return to play.

SIGNS OBSERVED BY COACHING STAFF SYMFPTOMS REPORTED BY ATHLETES

Appears dazed or stunned Headache or “pressure” in head

Is confused aboul assignment or posilion Nausea or vormiling

Forgets an instruction Balance problems or dizziness

Is unsure of game, score or opponent Double or blurry vision

Moves clumsily Sensitivity to light

Answers questions slowly Sensilivity 1o noise

Lozes consciousness, even briefly Feeling slugpish, hazy, fopey or grogey
Shows mood, behavior or personality changes Concentralion or memory problems
Can't recall events pricr 1o hit or fall Confusion

Can’t recall events afier hit or fall Just not “feeling right” or “feeling down™

*Health care provider means a Tennesses lcensed medical doctor, ostecpathic physiclan or a clinical
neuropsychologist with concussion trafming



CONCUSSION DANGER SIGNS

In rare cases, a dangerous blood clot
may form on the brain in a person with a
concussion and crowd the brain against
the skull. An athlete should receive
immediate medical attention after a
bump, blow or jolt to the head or body if
s/he exhibits any of the following danger
signs:

Cne pupil larger than the other
Is drowsy or cannot be awakened
* A headache that not only does not
diminish, but gets worse
* Weakness, numbness or decreased
coordination
Repeated vomiting or nausea
Slurred speech
Convulsions or seizures
Cannot recognize people or places
Becomes increasingly confused,
restless or agitated
Has unusual behavior
* Loses consciousness (even a brief
loss of consciousness should be
faken seriously)

WHY SHOULD AN ATHLETE REPORT
HIS OR HER SYMPTOMS?

If an athlete has a concussion, hisfher
brain needs time to heal. While an
athlete's brain is still healing, s/he is
much more likely to have another
concussion. Repeat concussions can
increase the time it takes to recover. In
rare cases, repeat concussions in young
athletes can result in brain swelling or
permanent damage to their brains. They
can even be fatal.

Remember:

Concussions affect people differently.
While most athletes with a concussion
recover quickly and fully, some will
have symptoms that last for days, or
even weeks. A more serious
concussion can last for months or
longer.

WHAT SHOULD YOU DO IF YOU
THINK YOUR ATHLETE HAS A
CONCUSSION?

If you suspect that an athlete has a
concussion, remove the athlete from
play and seek medical attention. Do not
try to judge the severity of the injury
yourself. Keep the athlete out of play the
day of the injury and until a health care
provider® says s/he is symptom-free and
it's OK to return to play.

Rest is key to helping an athlete recover
from a concussion. Exercising or
activities that involve a lot of
concentration such as studying, working
on the computer or playing video games
may cause concussion symptoms to
reappear or get worse. After a
concussion, returning to sports and
school is a gradual process that should
be carefully managed and monitored by
a health care professional.

* Health care provider means a Tennesses
licensed medical doctor, osteocpathic physician
or a clinical neurcpsychelogist with concussion
traiming.




Student-athlete & Parent/Legal Guardian Concussion Statement

Must be signed and returned to school or community youth athletic activity prior to
participation in practice or play.

Student-Athlete Mame:

Parent/Legal Guardian Mame(s):

After reading the information sheet, | am aware of the following information:

Student- Parent/Legal
Athlete Guardian
initials initials

A concussion is a brain injury which should be reported to my

parents, my coach(es) or a medical professional if one is available.

A concussion cannot be “seen.” Some symptoms might be present

right away. Other symptoms can show up hours or days after an

injury.

| will tell my parents, my coach and/or a medical professional about MN/A
my injuries and illnesses.

| will not return to play in a game or practice if a hit to my head or MNIA

body causes any concussion-related symptoms.

| will/my child will need written permission from a health care
provider* to returm to play or practice after a concussion.

Muost concussions take days or weeks to get better. A more senous
concussion can last for months or longer.

After a bump. blow or jolt to the head or body an athlete should
receive immediate medical attention if there are any danger signs
such as loss of consciousness, repeated vomiting or a headache
that gets worse.

After a concussion, the brain needs time to heal. | understand that |

am/my child is much more likely to have another concussion or
more serious brain injury if return to play or practice occurs before
the concussion symploms go away.

Sometimes repeat concussion can cause serious and long-lasting
problems and even death.

| have read the concussion symptoms on the Concussion
Information Sheet.

* Health care provider means a Tennessae licensed medical doctor, ostecpathic physician or a clinical
neuropsychologist with concussion training

Signature

of Student-Athlate Date

Signature

of Parent'Legal guardian Date




TN Dapartment of TN Deparbtmant af
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Sudden Cardiac Arrest
Symptoms and Warning Signs
What is 5udden Cardiac Arrest (5CAJ?

LC4 is a life-threatening emergency that ocours whemn the heart suddenly and unexpectedly stops beating,
This causes blocd and oxygen to stap flowing to the rast of the body. The individual will not have a pulse. it
can happen without warming and can lead to death within minutes if the person does not receie immeadiate
help. Omby 1 in 10 survives SCA. If Cardiopulmonary Resuscitation {CPR) is given and am Automatic Extermal
Defibrllator (AED) is administered early, 5 im 10 could survive.

YT Y Y-T-Y-T-T-

SCA Is NOT a heart attack, which is caused by reduced or blocked blood flow to the heart. Howewer, a heart
attack can increase the risk for SCA

Watch for Warning %igns
LA usually happens without warming. 5CA can happen in young people who don® know they have a heart

problem, and it may be the first sign of a heart preblem. When there are warning signs, the parson may
EXpErience:

Extreme Abmormal Difficulty

Chest Pain

Faintin ey :
B Fatigue Racing Heart Breathing

If amy of these warning signs are present, it's important to talk with a health care provider. There are risks
associated with contimuing to practice or play after experiencing these symptoms. When the heart stops due
to SCA, blood stops flowing to the brain and other body crgans. Death or permanent brain damage can
@Cour in minutes.

Electrocardiogram (EKG) Testing While rare, SCA is the #1
medical cause of death in

E¥G is a noninvasive, quick, and painless test that looks at young athiates,

the heart's electrical activity. Small electrodes attached to
the =kin of the arms, legs, and chast capture the heartbeat
as it moves through the haart. An EKG can detect same haart problems that may lead to an increased risk of
SCA. Routine EKG testing is mot currently recommended by national medical organizations, such as the
Americam Academy of Pediatrics and the Americam College of Cardiclogy, unless the pre-participation
physical exam reveals an indication for this test. The student or parent may request, from the student's
health care provider, an EKG be administered im addition to the student’s pre-participation physical exam, at
a cost to be incurred by the student or the student's parant.

Limitations of EKG Testing

* A EKG may be expensive and cannot detect all conditions that predispose an individual to SCA.

1| July 13, 2022



TN Uapartment of TN Departmant of
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* False positives (abnormalities identified during EKG testing that turn out to have no medical
significance) may lead to unnecessary strass, additional testing, and unnecessary restriction fram

athletic participation.
= Accurate EKG interpretation requires adequate training.

I o pevierred ung wnoohers e O spropiones ool wereeing sdgers o S04,

Sigmature of Student-Athlata Print Student-Athlete’s Mame Date

signature of Farent/Guardian Frint ParentfGuardian's Mame Date

2| Juby 13, 202



B PREPARTICIPATION PHYSICAL EVALUATION
FHISTORY FORM
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B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of birth
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Mame of physician

Address Phone

Signature of physician ,MD or DO




