Proof of Residence

According to Rutherford County Board Of Education Policy ADM5-66.5
(Interscholastic Athletics), it is required that all coachas verify that at?ﬁim
addresses are within the school attendance zons prior fo beginning praciic
each year.

Y ou must submit this form along with the following documents 1o be eligible o
try out for any Interscholastic Athletic tsam:

1. A current utility bill

2. A Capy of zone verification from the Rutherford County Schools Website

0 obtain a copy of your verification you should fog on to www.reschools.nst

k on School Zone/Bus Route Info. Typs in your complete sirset address

4 AL

and grade. Print the screen thaf verifies that you are zoned for

Name of School
or
A FaTR - = 3 P
A copy of a valid zong exemplion year o attend
for the school vesar . Mare of School

Stident Nams

]_kﬁh LAQ?‘..?,

1 Fha o de PR AN LIV S N
Must be the primary domicila of the student’s custodial parerifguardian,

Signature of Student Signature of Parant/Guardian Date



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 athletes and

{F02
=63,

pag

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?

o Most concussions oceur withow 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 SICNS AND SYMPTOMS OF CONCUSSION?

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

i
ol

L41)

If an athletz reports one or more symptoms of concussion lisied below afier a bump, blow or jolt to th
head or body, s/he 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 OK to return to play.

i

o

ior to hit or fall Confusion

7 hit or fall Just net “feeling right” or “f;
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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:

= One pupil larger than the other

= ls drowsy or cannot be awakened

o A headache that not only does not
diminish, but gels worse

= Weakness, numbness or decreased

soordination

Repeated vomiting or nausea

Slurred spesch

Convulsions or seizures

Cannot recognize p=ople or places

» Becomes increasingly Canmec,
rastiess or agitated

o Has unusual behavior

» Loses consciousness (even a brief
loss of consciousness should be
taken seriously)

@ % @

-

Remember:

Concussions affect people differently.
While most athletes with a concussion
recover quickly and fuily, 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 athleie has a
concussion, remove the athiete from
piay and seek medical attention. Do not
iry o judge the severity of the injury
vourseli. Keep the athlete out of play the
day of the injury and unill & health care
nfowde“ says s/he is symplom-iree and
s OK {o return to play.

Restis kcy to helpk ng an a athlete recover

s’*@m a concussion, & "’":Cioﬂg or
activities that involve a lot of

conceniration such as studying, working

on the computer or playing video games

may cause cot rcub%ion sympiocms o
sappear of get worse

Ui 2

L

ora
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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 Name:

Parent/legal Guardian Name(s):

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

Student- Parent/Lagal
Athlete Guardian
initials initials

A concussion is a brain injury which shouid 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 sympioms 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.

f will not return o play in a game or practice if a hit to my head or NIA
body causes any concussion-related sympioms.

P willfmy child will nesd written permission from a heaith care
provider® io return o play or praciice after a concussion.

Most concussions take days or weeks io get betler. A more sefious
concussion can last for months or longer.

After g bump, blow or jolt to the head or body an athlete should
receive immediate medical attention if there are any danger signs
such 2s loss of consciousness, rapeated vomiting or a headachs
that gets worse.

After a concussion, the brain neads ims {o heal. | understand that
am :my child is much more likaly to hava another corcussion of

.

more satious f;aram injury if return to play or practice ocours before
the QuﬁbUbS’Oﬂ sympfe; go awa

an cause serous and long-lasting

Lighe

of Sluds

Signaturs of ParenvLegal guardian Date




RUTHERFORD COUNTY SCHOOLS
MEDICATION AUTHORIZATION FORM

Name of Student: Grade: DOB:

School: Teacher:

Name and Strength of Medication (ex: Tylenol 325mg tabs, or Amoxicillin 500mg):
*Does medicine contain aspirin/acetylsalioylic acid? *Doctor’s order required for ALL meds containing aspirin.*

Amount of medicine to be given (ex: 1 tablet, or 5 mi):

How is medication to be taken? (circle one): orally, sublingually, topically, by inhalation, by injection (IM / Q)

Time(s) of day medication is to be taken:

Dates the medicine is to be given (mo/day/yr through mo/day/yr): _ / /  through /[ /

Purpose of medication/What does it treat?

Reason medication must be administered during school hours:

Possible side effects:

Physician’s Name: Address:

Physician’s Phone: Fax #:

IF MEDICATION IS FOR A CHRONIC OR LONG TERM MEDICAL CONDITION (OVER THREE
WEEKS), IF THE MEDICATION CONTAINS ASPIRIN, OR IF REQUESTED BY THE SCHOOL
NURSE, A PHYSICIAN’S/LICENSED HEALTH CARE PROVIDER’S SIGNATURE IS REQUIRED.

Signature of Physician / Licensed Health Care Provider Date

It is understood that the medication is administered solely at the request of and as an accommodation to the undersigned parent or
guardian. The school nurse has permission to communicate with the healthcare provider regarding this medication including, but not
limited to, orders, clarification of orders, etc. In consideration of the acceptance of the request to perform this service by any person
employed by the Rutherford County School System, the undersigned parent or guardian hereby understands and agrees that the
Rutherford County School System and its personnet shall not be liable for any injury resulting from the reasonable and prudent
administration of medication or the reasonable performance of health care procedures, including the administration of medication
(T.C.A. § 49-5-415).

Signature of parent or guardian Date

PRINT Parent / Guardian Name

Phone: (Cell) (Home) {Work)

Comments:
Revised 3/2012




CONSENT FOR ATHLETIC PARTICIPATION, TRAVEL, AND MEDICAL CARE

Athlete Information

**Entire page to be completed by parent/legal guardian

Last Name First Name Ml
Gender: ( )Male ( )Female Grade Age bOB
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 {

I/We hereby give consent for (athlete’s name)
in athletics, including related travel, realizing that such activity involves potential for injury. I/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, 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 athlete
named above during or resulting from participation in athletics. By execution of this consent, the student athlete named above and his/her
parent/quardian(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 findings and
comments pertaining to the student athlete on the forms attached hereto by those practitioners performing the examination. As parent(s) or legal
quardian(s), #we remain fully responsible for any legal responsibility which may result from any personal actions taken by the above name

student athlste.

Legal Parent (Guardian) Consent

to represent (name of school)

Signature of Athlete

Al students who pariicipate in any school-sponsored athlstic sport must take out school insurance or file with the principal an affidavit form that they

Signature(s) of Parent(s)/Legal Guardian(s}

Parsonal Affidavit In Lieu Of School Insurance

or their insurance company will be responsible for payment in case of injury.

IMWa

State OF Tonnssses / Rutherford Coundy Schoof Syaism

Ifame of Parent{s)/Guardian{s)

P LoaE
who i 2 sludent of

Maime of Studeni
Ong®)
1. To be personally

s

{Lnac

Insurance Company

e
s
1.
2. To have my/our insurance company

Marms of School

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

Policy Number

Data

Signatura(s) of Pereni/Guardian




HISTORY FORM

(Note: This Form is to be filied out by e patient and parent prior 1o seeing the physician. The physician should keep this form in the charl)

Date of Exam
Name Date of birth
Sex Age Brade Schaool Sportfs}

Medicines ang Alergies: Please st all of the prescrintion and over-the-counter medicines and supplements {hersal and nufritional) t

at you ara currently taking

Do you nave any altergies? COyYes O No

I yes. please identily spacific allergy helow.

0 Nediclnes 0 Pailens 3 Food O Stinging Insects 1
Explain "Yes™ answers helow. Circle questions you don't knew the answers to.
{ BEVIERAL QUESTIORS ¥es fe MEBICAL BUESTIONS Yes ta
1. Hasa cocier ever Genied o restrictes vour participation i spens for 26. Do you cough, wheeze, or have difficulyy breathing doring or
a1y feasen? giter exergisa?
2. De yay frave any asgoing medical conditions? IF so, pleass identify 27. Have you ever wset an inhialer or taken esthma medicing?
salow (3 Astine T Anersia O Ciebeles O3 Infections 28, Is thera anyone i your faraily wha has 28iha?
Qther: 29. Were you bom withous or are you missing & lddney, an eye, a testitle
+ 3. Wave you ever spent the night in the hospital? trnales). your splean, er any other osgan?
4, Have you sver had surgery? 20. Do vou have groin paln or 2 palniul bulge or hemia inthe grein area?
HEBAT HEALTH QHESTIONS ARQHT V6B Yes | He 31. Have you had infeclicus mononuelaosis {mono) within the lagt menta?
5. Have you ever passed out or nasrly passed oul BURING or 22. Deyou have any rashes, pressure sores, or oiher skin pratiems?
E 2 ‘. e .
: AFTER prorise? 33. Have you had a herpes a7 MRSA skin infection?
{ 5. Have you gver had discomfos, pain, Ughtness, oy pressure i yaur 2 i i
. o P R A 34. Have you ever bad 2 head Iajury or cancussion?
chiast tring exercise? > bbb Ty o S .
7. Dozs your heart ever faoe of Sg bea's & ¢ beats) during everdies? 35, Have you ever hiad a Iit or Wov: To the head tat cavsed confusion,
7. Duss vour hewt evar race or skip beals firegular beats) during everdse? sralonged herdache. o memary protlerns?
2. Has 3 dacior sver Mld you that you have aay teert problems? I so :
2B, Do you have a history of ssizure disnrder?
L check alt that apply: y ey disorder
7 High blead prassure [ A heart murmr 37. Do you heve headashes with avsrciss?
O High cholestard 3 Ahsartinfarton 36. Have yau ever had aumbnzss, tingliag, 07 wWaskness in your arms of
1 avassy isanse Glier {20 after belng hit or falfing?
5. Mas & doctor sver orgarad a test for your hean? (For example, ECWEXE, 38, Have you sver bezn unable te move your 2rns o7 1563 aiter being hil
echosardingram) st falling?
10, Do you got fightleaded or feel mare short of breaih than expacles 413, Hava ynu ever hacome B viille exercising in the heat?
dning exercise? 41, Do you gat frequant mustle cramps whaa elercising?
. Have you ever had an unexplaingy seizoie? ] 42, Do you or semeene in your family have Sicida call trat or disease? :
. Diyoy get mara tirsd or short of breath more cui 43, Have you hzd any praklns with your aves ar visisa? i
s',mn" eercisa? P P
- ’ 244, Have you izd any sve injlries?
HEDRT HEALTH 8 IESTIONS ARBUY ¥BUR BFAMNY Yes 1 -
[ ’ hakad] il Yes | Ms 45. Co you woar glasses o7 comagt lsnss:
i lams o hzd an e - 3
i m;: c o had & 46, Do you wesr pretantive eyewsar, such 23 ¢eggies or a facs shisli?
{r fnclueing

L
2d car & icath syadroma)?

, U aﬁla

O you werry ahout Yo waight?

‘-ic cami hay) jspathv il mn
y

syndmmp
Syrdrom
PEYMSR

!

48, Are you lrying ta or has anyene receramendes Yhat you gain o7
7

insa waig

. e oo

spacial digt feods?

or o you @

fn'/m ever had 20 eating disorder?

7 CHNGSIng iat v 10 digtuss with a danior?




THE ATHLETE WITH SPECIAL NEEDS: |
SUPPLE MENTAL HISTORY FOBRM This documant is only necessary when the

individuat has a documented special need.

Dale of Exam

Mame Datz of birth
Sax Age Grade Schoal Sports)

1. Type of disability

2. [ale of disavility

3. Classilizalion {if avaliable}

Cause of disabiiity (birth, diseass, accident/irauma, oher
. List the sporis you are interested in playing

et

;8. Doyou reaulady wse a drang, assistve device, or progihelic?

. Do you use asy special brace ar assistive device for sparts?

o)

5 ysu have any rashes, pressure sores, or sny other slén problems?
Dg you have z hewing loss?® Da you use s hearing g7

)

X 10. Lo you have a visual impairmam?

. 11. Do you use any spactal devicss for bowet or Dladder function?
112 Do yau have buraing or discomiont when uinating?

(13, Hove you had sufoneruc dyssaflevia?

14, Hava you ever bas) Jagoosed wilh a hest-ralsied fyperhermia) or calt-related (wpolarmia) ilness?
15. Da you have musde soasicity?

{ ¥6, Oo you ave fragusnt seluras that cannot be contralied by medication?

Exglain "ves” answers hers

Flaass inicate if you have ever hiad any of the fllcwing,

i ! Yos Mo
Aitantosxial insialpl

Meray sealustion for adanivasial hstanify

! Dislesated joirits {nicte than oasz)

Easy bleading




PHYSICAL EXAMINATION FORM

Name Date of birh _

1. Consider addilioral questions on moge Seasilivis jssues
= 0o you feel sessed ot of under 2 1ot ot pressure?
s Onyou ever fest sad, hopaless, depressed, of anxious?
> Do you fexl safe styour home or residencs?
» Hava yey ever tried cigareites, chewing tehacco, smff, of ¢ip?
» During the past 30 cays, did you use chewing tobacso, snuff, or dig?
= {lo you drink alcshel or use any other drugs?
= Have ynu aver taken anabelic steroids or uset Ay other performance supplement?
» Have you guer talen any supplements to pelp you gain or fose waight or improve your periomance?
#» On vy wear @ seat bsty, use a felmet, and use condams?
2. Consider sevizwing guestions on cardipvassular symoltorns (questions 5-14).

EXRMINATION

Heigit Yézight O Male (3 Female

89 / { I ¥ Polss Visien R 20/ L2 Comycted [3Y DN
PAEDIGAL ) NORMIAL ADHORMAL FISDINGS
Appaarance

us excavalum, asachinodaciyly,
engy)

= Marlan sligmata (xvohoscaliosls, Kigh-archad palate, pect
anm span > helght, hyperlaxily, myopia, MVE aortls ins

Eyesiearsfnasnitiroat

» Pupils oquad

= Hearng

Lymoh nedes

Heart*

= jdurniys {auscuiiatin stenting, suging, +/- Valsalva)

= Lacaicn of point of maxima) impuise (PR

@ Siml s tenisral gnd radial pulses
Lungs

Apdomen

Senttoudinery imalss oayl

eslive of MRSA, Hinea corparis

Heurdlagic®
PUSCULOSKEAETAL

Nack

Back
Shasdder/anm
Eibsw/inrsanm

Vnandinners

HipAhiar,

i 1o sardielogy for
hind pany pres

10 the sizavar

Phions

B SR VU —————




CLE‘:A RA NCE FORM This form Is for summary use in lisu of the physical exam form and heslth

histery form and may be used when HIPAA concemns are present.

Hame Sex M BOF Ags Date of Btk
T3 Cleared for all sports without restrighiar

[ Cizared for afl sparts without restrclion with recommendations for further evaluation or treatment for

O Hot cleared
1 Pending further evaluation
O For any sporis

T For certaim sparis

Rezson

Rerommendations

1 haye evamined the above-named stident and complsied the preparticipation shysical evaluation. The athlele does not present apparent
ciiniza] centraindications o practice and participate in the sporils) a5 autined above, A copy of the physical exam is ap record in my offise
and can be made avalisble W the school at e raguest of the parents. If conditions arse after the afivlels has been clsaved for participation,
s physisien may reseind the clesrance vl e problem is resolved and s polentizl oousenuences ars complaialy suplaingd 1o The athiste
{and varenls/guardians].

Mame of physisian {pintfiype) . Date

Addrsss Phonz

hra of physician WD er DG

ERGENCY INFORMAT]

Odher informatinn




