CONSENT FOR ATHLETIC PARTICIPATION, TRAVEL, AND MEDICAL CARE
“*Entire page to be completed by parentlegal quardian

Athlete Information
Last Name First Name Mi

Gender: { ) Male ( )Female Grade Age DOB / /

Known Medical Problems

Allergies Medications

Name of Athlete’s Physician Phone #(s)

Insurance Policy #

Group # Insurance Phone #(s)

Emergency Contact Information

Home Address (include city, state, zip) Phone{ )
Mother's Name Cell{ ) Work ()
Father's Name Cell{ ) Work ()
Alternate Contact Name Relationship Phone( )

Legal Parent (Guardian) Consent

I/We hereby give consent for (athlete’s name) to represent (name of school)
in athletics, including related fravel, realizing that such activity involves potential for injury. /We acknowledge that even with the best coaching, the
most advanced equipment, and strict observation of the rules, injuries are still possible., On rare occasions these injuries are severe and result
in disability, paralysis, or even death. I/We further grant permission to the school and TSSAA, its physicians, athlefic trainers, and/or EMT
to render aid, treatment, medical, or surgical care deemed reasonably necessary to the health and well- being of the student athiete
named above during or resulting from participation in athletics. By 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 athlete 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 findings and
comments pertaining to the student athlete on the forms attached hereto by those practitioners performing the examination. As parent(s) or legal
guardian(s), i/we remain fuily responsible for any legal responsibility which may result from any personal actions taken by the above name
student athlete.

Signature of Athlete Signature(s) of Parent(s)/Legal Guardian(s) Date

Personal Affidavit in Lieu Of School Insurance

All students who participate in any school-sponsored athietic sport must take out school insurance or 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 / Rutherford County School Sysfem

I/'We , make oath in due form of law that |/We am/are the parents/ guardians of
Name of Parent(s)/Guardian(s)

who is a student of and that l/we hereby join in the application of said applicant:
Name of Student Name of School

(Check One*)
1. To be personally
____ 2. To have my/our insurance company
Insurance Company Policy Number

responsible for payment of any injury sustained at said school while participating in school-sponsored sports.

Date Signature(s) of Parent/Guardian




HISTORY FORM

{Note: This farm Is fo be fiked out by the patient and parent prior tp seeing the physician. The physician should keep this form in the chert)
Date of Fxam

Kame [ate of birth
Sex Age Grade Schaol Sport(s}
Medicines and Allergies: Please fstall of the prescrintion and sver-the-counter medicines and supplements {herbal and mutritional) that you ara currently taking
Do you have any allergies? (1 Yes O Mo [Fyes please identily specific allergy belows.
[0 Medichnes I Pallens O Foad O Stinging lnsects
Explaln "Yos” answers below. Gircle questions yoi dan't know the znswers fo.
| BENERAL GUESTIORS Yes | Mo | | MESICAL DUESTIONS Yes | Ho
t. Has 3 soctor ever denled or rastricted your panicipation 'n spers for 26. Do you cough, wheezs, o bave difficully breathing during or
any FeRsan? after exergise?
2. Do you hrave any angoing medical conditions? ¥ 50, please entfy 27. Have you ever used an inhaler or taken ssthma medicing?
gelow: 3 Asirima TJ Anemia T Disbeles [ fnfestions 28. is there anyone In your family who has asthna?
Othes: 23, Were you bom without or are you missing a kdney, an eye, a testicle
;_3_._53\‘5 yeu ever spevt the night in the hospital? {males). your spleen, or 20y ather argen?
I 4. Have you ever hag surgery? 30. Do you have grein paln or 2 paintul bulge or hemia in the groin area?
| HEART HEALTH GUESTIONS ABDUT YDU ¥es | Mo | |31, Have you hiad infectious mononucleasis {mono) within the fast monta?
5. Have you ever passed out ef nsarly passed ut SURING or 32. De yau have any rashes, pressure Sares, or other skin probjems?
£ ety i 3. Have you hag @ herpes or MRSA skin infection?
& ?f;ﬁ:;ﬁg?wrm pain, Bgitiness, or pressre in your 34, Have vou ever bad 2 head injury or concussion?
7. Bues your heart evar race o skip beats (regular beats) during exerciss? o ﬁ&ﬁdﬁd@:ﬂ:ﬁ :;Z‘?;Téjmﬁma{ S
3. 1‘1::;( 210331{313;1 e;e.r g[ﬁ yau that you have any heart proslems? IF so, 36. Do you heve = history of seizure Gisorder?
01 tiigh bioad ifussu,a i st 37. Do you have hieadaches wilh exercise?
O digh cholesterst 0 Aheatinfection 36. Have you ever hed numbness, inghog, 6r Weskiess i your aIms or
£ Kawasal disaase Otrer: tegs ofter being kit or falling?
4. Has a doctor sver ordered a test for your heart? (Sar examale. ECH/EKE, 30, Have yau ever been unable to move your arms of legs after being hit
atherardiogram) or falling?
15. Ds you get lightheaded o fedd more short of breaih than capecied 45, Have you ever become & while exercising ia the heat?
duiing exercise? 4%, D you get frequent mossie cramps whea exercising?
11. Have you gver had &) unexplainsd seizoe? 42. Do you o7 Someone in your family have sickde cell trat or disease?
12. Do you get mere tirad 07 short of breath meve guickdy than your frisnds 43. Have you hzd any problares with your syes or vision?
darmg txerise? 44, Have you Ttad any aye injuries?
!IfAET W‘GBESTIBHS ﬁBD&ﬂ' \’QEH FARILY Yes L] 45, Do you Wear glasses 07 comiact nses?
B ﬁ;&fﬁgﬁﬁﬂimﬁgﬁgﬁgﬁg l'mh;f]gsn 46. Do you wesr protective eyewesr, such as goggles or a face shisld?
drowsming, unexplained car accident, o sudden infact desiht syndrome)? 47. Do ybu weorry about your weight?
i 14. Does anyone in your family have hypertraphic cardiomyopathy, Marian 48. Are you Irying to or has anyone recermmended That you gain or
| Syntrome, arhythmoganic ight yontricalar cardiomyogatny, long GF A I9s weight?
i syrcdrome, shor O syngrome, Brugada syndrome, o eatecholzminergic 49, Are you oa a spacial diet or do you avoid ceriain ynes of foads?
;TS. Zﬁiﬁ“ﬂ:ﬁz‘im:?a?:ﬁ;ﬂ prablem. pacemaker, or 5 How oy o lag ol 3
impianted defibrilator? N § 51. Do you have any coacsens Yiat you would like to distuss with a dostor?
16. Has anyong in your fansity had unexplained fainting, unaxpl@ned FEREALES Oty
selzyres, of near drowning? 52 Have you ever had a menstrua) pariad?
BOHE AND JOINT QUESTIONS Yes | He 53, How ol were you when you had your first mensinsel period?
17. Have you gver nad 2n injury 6 a bone, moscle, ligament, or tendon 54. How many periods have you hiad in the last 12 months?
Ihat caused you to miss & prachice or a gama? Explain "yes” answers here
8. Have you ever had any troken or fracaured Bones or distocated joints?
19. Have you ever had an injury that required x-rays, MRJ, 5T scan,
injections, therspy, a brace, a sast, or crutches?
20, Have you sver ad 2 stress fracure?
21. Have you sver been told {hat you have or ave you Fad 2n %-ray for neck
ingtability or atfantoaxial instability? {Down syndiome or dwarfism)
72. D you regularly use 2 hrace, vatholics, or other sselstive Sevice? s
23. Do yos rave 3 bone, musde, o juint injury Hiat bothers you?
24. Doany of yow jeinis become painlul, swalien, foof warm, or ook red?
25, Ogyou higve any history of juvenile ardwilis or connective lisdise diseasa?

{ hereby siate that, to the best of my knowledae, my answers to the above questions are complele and correct,

Siprature of athigts

D210 American Academy of Family Physicians, American Academy of Pediatrics., American
Saciety for Sports Medicine, and American Osleopathic Academy of Sports Medipng. Permissipn is grared to reprnt for ACIX

HES03

o P

Bate

|, Saigatonal 2

Goilege of Sparis Medicing, American Medica) Sotiety for Sporls Medicing, Amenican Orthopsedic
i wath wih 2ok foment.
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THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM ™ docmentis oniy necsssay when e

individual has a documented special need.
Date of Exam

Name Date of birth
Sex Age Grade Schonl Sporifs)

1. Type of gisabilily

2 Dagke of disaoility

3. Ulgssificalion § available}

4. Gause of disability (Dirth, diszase, acoident/rauma, wnher)
5. List the sponts you we infesosted in piaying

Yes o

6. Dayou reouiary use a brace, assistve device, or prosthelic?

7. Da yoy use any specral brace ar assistive devive for sports?

| 8 Do vouhave any rashes, pressure sores, or any ofber skin problems?
& Do you ave 2 bezring 12557 Da vou use a hearing 2137

+ 10. Do you have @ visuzl impairment?

1. Do you use any spectal devices for bowet or bladdsr lupction?

12 ng you ave burning of discomion when udnating?

l_is. Have you had autonomic dysreflsyia?

i 14, Havs yOu gver bean dagnosed with 3 heat-related fypedhermial or coli-ralated {ypalemmid) Maess?
} 15. Us you have musde spasticiy?

1 16. Do you have fraquent seizures that sannat be centralied by medication?
Exptain “pes” answers hera

Please indicsie if you have ever iad any of the foffowing,

Atiantoaxial inslabdity
X-ray evaluation for atlantoatial instabiity
Dislogated joints {mete ihan ong)
Easy blesding
Enlaryed spieen
Hepatifis
| Ostaopenia o7 ostsoporasis
Difficaity ennteolling bowet
Ditficulty condroliing blader
Wurbness or tingling in arms of hands
Mumbaess of tingling in f2gs or feet
Waskness in arms 6r hands
| Véeakness in legs or feet
Recent change i coordination
Retent changs in 2biflty to walk
Spina bifidz
Lalex alleray

Explain “yes” answers here

{ ficreby state that, 1o the est of my knowledge, my answers to the above questions are cemplate and cormect.

Signature o] athiste Siatare of Date

@201 Amerizan Academy of Famiy Physicisns, Amesican Acadamy of Pectliics, Amexican Coflege of Syorts Secicins, Armerican Melical Seciety for Sports Medicing, American Orihapasdic
Soclety i Sports Medicine, and American Osteopathic Avadzssy of Sports Medicieg. Permission & granted fo reprint for noncommercigl, edovalival purposes wii acknowsedpment.




PHYSICAL EXAMINATION EORM

Name Date of birth

- Consider additional queslions on mors sensilive fseses
» Do you fead stressed out o7 under 2 iot of pressure?
# Do you ever {opi sad, nopsless, depressed, or ansigus?
+ Opyou feel safe 51 your home of residence?
* Have you ever tiad cigatettes, chewing tobacra, smut, or dip?
= During the past 30 days, did you use chewing tobacsa, snul, or dip?
= Uo you drink alcohol or use any afher drugs?
* Have you ever taken anabalic Sterics or used any other performance supplement?
» Have you over leken any supplements e fefp you gain or lose weight o improve yaur parfomange?
» U you wear a seal belt, use a helmet, and dse condoms?
2. Cansider reviswing questions on cardiovascular symptoms {questions F14).
ERBNNATION
Helght Weight 0 Male [ Female
&P 4 [ / } Pulse Vision R 20/ L2 Comected XY TN N
MEDICAL RORMAL ) SBHORMAL FINDINGS
Appearante
= Marfan stigmata (kyphoscattosis, nigh-arched palate, pectus excavatum, arachnodachyly.
arm spen > hieight, hyperiaxily, myopia, MVP zortic insuffisienty) |
Eyesiearsinosenthroat ]
= Pupilsequad
= Haaring
Lymph nodes
Heart?
= Murauiss {aussutiation standing, supice, +/- Valsalvey
= Lasation of poink of maximal impuise (P
Pulses
« Sunultaneous femorat and radial pulses
Lungs
Apdomen
| Beriitourinasy {maies onlyl®
Shin
= HSV, lesicns suggestve of MRASA, tinea corperis
Neurdlpgic®
HEUSTULDSKELETAL
Negk
Back
Shatider/arm
Einowiforsann
WisYhand/fngers
Hipdhigh
Knee
Leglankde
Font/nzs
Functignzl
* [Duck-walk, singie leg hop
“Cansicer ECE, echocarciegran, and efemal to tarcrelogy for abaomna! cardiae history or exam.

*Caisslder Gl exam i in arivale serny. Having tind sy present Js recommendes.
“Carsider cogritive svaluaticn o7 Saseling newrsasychialric testing if a history of signifcant concussion,

O Cleared for all spots without restriction
1 Sleared for all sparts vithout restriction with recommendations for further evelustion or treatment for

2 Not cleared
O Pending turther evaluation
O For any sports
3 For certain spors
Reason
Recommengaficns

| rave axamined the above-nemed student and plated tho p diGigath § evaluation. The aibiete does not present apparent clinical contraindications ta practice and
partisipais in the sportis) as oullined above, A copy of the phgswal xam i on record in my office and can ke made available to the school at the request of the parmis ¥ condi-
{ums arise afler ihe athlele fms been oleared for partisipation, the physician may rescind the cizarance until the problerm is resoivad and the polential conssquences are completely
explained fo the athlele (and parents/guardians),

Name of phystcian {printAype) Nate
Address Phone
Slunature ot physiclan WD or 2O

D016 Amenizan Academy of family Pliysicians, Anlgrican Academy of Pedizirics, Amenican Saflege af Sports iediclse, American iMedical Sariely or Sporis Fedicing, Americen Dithopaedic
Sociely for Sparts Medicine, and American Osteopailvc Acatemy of Sporis Meglsine. Permission s granied o reprint for noncommercial, edusaiional purpases with ackoowiedgment,
HECS0Y S LEnd




CL E A = ANC E FORM This form ié for sixmma{-y usé in tisu of the physical exam form and health

history form and may be used when HIPAA concems are present.
Hame SsxOM OF Age Date of birk
O Cleared for all sports without resiigtion

O Cieared for a8 sporls without resiticlion with recommendations for further evaluation or freatment for

T ot gleared
O Pending furiher evaluation
L1 For any sports

0O Forcerain sports

Regson

Recommendations

1 rave examined the shove-named student and completed the prepariicipation pirysical evaluation. The athlete does nat present apparent
clinical confraindications tn practice and participate in the sport(s) as gullined above. A capy of the physical exam is on record in my office
and can he madg available to the school at ihe request of the parents, if conditions arise atter the athlele has been clsared for participation,
ihe physician may rescind the clearance until the problem is resolved and the potential comsequences are sompletely explained 1o the athlete
{and parents/guardians).

Name of physician {print/iype) - Date
Agdress Phone
Sigrature of physician - M or 00

EMERGENCY INFORMATION
Allergies

Other information

Q2610 American Acadeny 6f Family Pliysicians, American Acsdemy of Pedistris, Amprican Gallege of Sporls Medicing, Amesican Mediar Sociely far Sparis Heniciag, American rifcpaedis
Spcisty for Sporis Metbtine, a3 American Ustoopathic Acardamy of Sporis Meticne. Permission IS granted to regrinl for nencommertial enucational purpeses it aoinowiedgment.




Proof of Residence

According to Rutherford County Board Of Education Policy ADM5-66.5
(Interscholastic Athletics), it is required that all coaches verify that athletes’
addresses are within the school attendance zone prior to beginning practice
each year.

You must submit this form along with the following documents to be eligible to

try out for any Interscholastic Athletic team:

1. A current utility bill

2. A copy of zone verification from the Rutherford County Schools Website
**To obtain a copy of your verification you shouid log on to www.reschools.net
Click on School Zone/Bus Route Info. Type in your complete street address
and grade. Print the screen that verifies that you are zoned for

Name of School

or
A copy of a valid zone exemption year to attend
for the school year. Name of School
Student Name
Address

“*Must be the primary domicile of the student’s custodial parent/quardian.

Parent/Guardian Name

Phone Number(s)

| hereby state the above information is correct.

Signature of Student Signature of Parent/Guardian Date




~ INFORMATION AND SIGNATURE FORM
FOR STUDENT-ATHLETES & PARENTS/LEGAL GUARDIANS

{Adapted from CDC “Heads Up Concussion in Youth Sporés™

Public Chapter 148, effective January 1, 2014, requires that school and community organizations

sponsoring youth athletic activities establish guidelines to inform and educate coaches, youth athietes and

other adults involved in youth athletics about the nature, risk and symptoms of concussion/head injury.
Read and keep this page.

natare page.

[ ol wsm e gy 3 :

A concussion is a type of traumatic brain injury that changes the way the brain normally works. A
concussion is caused 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 Know?

e 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?

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

If an athlete reports one or more symptoms of concussion listed below after a bump, blow or jolt to the
head or body, sthe should be kept 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.

§ 3

Appears dazed or stunned Headache or “pressure” in head
is confused about assignment or position = Nausea or vomiting e
Forgets an instruction Balance problems or dizziness

_Is unsure of game, scoreoropponent | Double or blurry vision
Moves clumsily Sensitivity to light
Answers questions slowly 5 | Sensitivity to noise. : :
Loses consciousness, even briefly Feeling sluggish, hazy, foggy or grogey
Shows mood, behavior or personality changes | Concentration or memory problems
Can’t recall events prior to hit or fall Confusion _
Can’trecall events afferhitor fall . Just not “feeling right” or “feeling down”

*Health care provider means a Tennessee licensed medical doctor, osteopathic physician or a ¢linical
neuropsychologist with concussion training




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 athiete 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:

» One 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,
restiess or agitated
Has unusual behavior
Loses consciousness (even a brief
loss of consciousness should be
taken seriously)

@& & & w o

® @

WHY SHOULD AN ATHLETE REPORT
HIS OR HER SYMPTOMS?

if an athlete has a concussion, his/her
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
iry 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 3 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 Tennessee
licensed medical doctor, osteopathic physician
or a clinical neuropsychologist with concussion
training.




Student-athlete & Parent/Legal Guardian Concussion Statement

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

Student-Athlete Name:

Parent/Legal Guardian Name(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 cancussion cannat 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 N/A
my injuries and ilinesses.

t will not return to play in a game or practice if a hit o my head or N/A
body causes any concussion-related symptoms.

| willfmy child will need written permission from a health care
_provider* to retum to play or practice affer a concussion.

Most concussions take days or weeks to get better. A more serious
| concussion can last for months or longer.

After a bump, blow or jolt to the head or body an athlete shouid
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 fo 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 symptoms go away.

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

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

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

Signature of Studeni-Athlete Date

Signature of Parent/Legal guardian Date




Athlete/Parent/Guardian Sudden Cardiac Arrest Symptoms and
Warning Signs Information Sheet and Acknowledgement of Receipt
and Review Form

What is sudden cardiac arrest?

Sudden cardiac arrest (SCA) is when the heart stops beating, suddenly and unexpectedly. When
this happens, blood stops flowing to the brain and other vital organs. SCA doesn’t just happen to
adults; it takes the lives of students, too. However, the causes of sudden cardiac arrest in students
and adults can be different. A youth athlete’'s SCA will likely result from an inherited condition,
while an adult's SCA may be caused by either inherited or lifestyle issues.

SCA is NOT a heart attack. A heart attack may cause SCA, but they are not the same. A heart
attack is caused by a blockage that stops the flow of blood to the heart. SCA is a malfunction in
the heart’s electrical system, causing the heart to suddenly stop beating.

How common is sudden cardiac arrest in the United States?

SCA is the #1 cause of death for adults in this country. There are about 300,000 cardiac arrests
outside hospitals each year. About 2,000 patients under 25 die of SCA each year. It is the #1
cause of death for student athletes.

Are there warning signs?
Although SCA happens unexpectedly, some people may have signs or symptoms, such as:
e fainting or seizures during exercise;
e unexplained shortness of breath;
e dizziness;
e extreme fatigue;
e chest pains; or
s racing heart.

These symptoms can be unclear in athletes, since people often confuse these warning signs with
physical exhaustion. SCA can be prevented if the underlying causes can be diagnosed and
treated.

What are the risks of practicing or playing after experiencing these symptoms?

There are risks associated with continuing to practice or play after experiencing these symptoms.
When the heart stops, so does the blood that flows to the brain and other vital organs. Death or
permanent brain damage can occur in just a few minutes. Most people who experience SCA die
from it.

Public Chapter 325 — the Sudden Cardiac Arrest Prevention Act
The act is intended to keep youth athletes safe while practicing or playing. The requirements of
the act are:

¢ All youth athletes and their parents or guardians must read and sign this form. It must be
returned to the school before participation in any athletic activity. A new form must be
signed and returned each school year.

PAGE 1 OF 2




e The immediate removal of any youth athlete who passes out or faints while participating
in an athletic activity, or who exhibits any of the following symptoms:
(i) Unexplained shortness of breath;
(i) Chest pains;
(iii) Dizziness
(iv) Racing heart rate; or
(v) Extreme fatigue; and

* Establish as policy that a youth athlete who has been removed from play shall not return
to the practice or competition during which the youth athlete experienced symptoms
consistent with sudden cardiac arrest

 Before returning to practice or play in an athletic activity, the athlete must be evaluated

by a Tennessee licensed medical doctor or an osteopathic physician. Clearance to full or
graduated return to practice or play must be in writing.

I have reviewed and understand the symptoms and warning signs of SCA.

Signature of Student-Athlete Print Student-Athlete’s Name / Date

Signature of Parent/Guardian Print Parent/Guardian’s Name / Date

Adapted from PA Department of Healih: Sudden Cardiac Arrest Symptoms and Warning Signs Information Sheet and
Acknowledgement of Receipt and Review Form. 7/2013
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