ATHLETE'S PERMISSION TO PARTICIPATE IN ATHLETICS AT OSD

Students in grades 7-12 may participate in athletic programs at the Ohio School for the Deaf
(OSD) under the conditions and procedures established by the Ohio High School Athletic
Association (OHSAA) and OSD. The rules involve age, residency, registration, medical
examination, academic standards, sportsmanship and other requirements. Other criteria for
participation are established by OSD is aimed at promoting academic learning while maintaining
athletic programs that are safe, operated efficiently and properly managed. Students in grades
7-12 may participate in competition with other high school teams, in the interest of safety
(middle school students may practice and participate). No student who has not yet achieved
grade 6 status may participate in a school sponsored sport under Ohio law.

My son/daughter, , may participate in the
following varsity teams at OSD (please check):
FEMALE ATHLETICS MALE ATHLETICS
___Volleyball (Fall) ____Soccer (Fall)
____Basketball (Winter) __ Basketball (Winter)
____Track and Field (Spring) __ Track and Field {Spring)

| understand that he/she will not participate unless a physician has examined my son/daughter
to determine physical eligibility. | understand | am assuming responsibility for any medical costs
incurred should my son/daughter require medical care as a result of an injury. | release 0OSD
and its agents {coaches, athletic managers and athletic director) from liability should such an
injury occur. Participation in athletic programs will only be granted after receiving a complete
packet.

My son/daughter has my permission to travel with the team to events in and out of state.
He/she may need a small amount of money if traveling to away events for meals or recreation. |
understand that all coaches, athletic managers and chapercnes will supervise the team on the
bus, at the competition event, and in the dormitory at other schools. | understand that my
son/daughter will be expected to follow the rules for sportsmanship and general behavior at
practices, on the bus and at away events. The athietic director will send travel permission forms
before any travels are to be made that required parents/guardians to sign before he/she is able
to travel out of state on weekends. All OSD school rules still apply during trips/ athletic events,

| agree that my son/daughter has a primary responsibility as a student first. He/she may be
temporarily excluded from participation should he/she earn failing grades or neglect
homewaork/classwork assignments.  Suspension or dismissal from the athletic program is a
natural consequence for unacceptable behavior, He/she has to maintain a grade point average
(GPA) of 2.0 or better to maintain eligibility to participate.

Parent/Guardian’'s Signature Date




& . . N f T
Ll4  Ohio High School Athletic Association r!i;j!d

PREPARTICIPATION PHYSICAL EVALUATION 2018-2019 Page 1 of 6
HISTORY FORM - Please be advised that this paper form is no longer the OHSAA standard,

(Mote: This form fs to be filled oul by the student and parent prior to seeing the medical examiner.)

Date of Exam

Name Date of birth
Sax Age Grade Schoal Sport{s)

Address

Emergency Contact; Relationship
Phone {(H) W) {Cell) - (Email)

Medicines and Allergies: Please lisl the prescription and cver-the-counter medicines and supplements (herbal and nutritional-including energy drinks/ protein supplements) that you are
currently [aking

Do you have any allergies? [ Yes [JNo  If yes, please identify specific allergy below.

C Medicines [ pollens CFood [ stinging insects
xplaln “Yes" answers below Circle questions you don't know the answers to.

_m

“'GENERAL-QUESTIONS = - BONE AND:JOINT QUESTIONS - CONTI

1. Has a dactor ever denied or restrlcled yaur pariicipation in sparts for any 22, Do you regularly use a brace, ortholics, or ather assistive devige?
reason? 23, Do you have a bone, muscle, or joint injury that bothers you?

2. Doyou have any ongoing medical conditions? I sa, please idenlify 24. Do any of your joints become painful, swalllen, feel warm, or look red?
below: Asthma Aramia Diabetes Infections 25. Do you have any history of juvenile arthritis or connective tissue disease?
Other:

MEBICAL QUESTION

3, Hawa you ever spent the night in the hospilal?

T Yes.

ZiNe.

Do you cough, wheeze or have dlfflcully breathmg dunng or after exercnseT

Have you gver had surgery?

Have you ever used an inhaler or taken asthma medicing?

5. Have you over passed oyt ar ne;arly passed out DURING or AFTER

Is there anyene in your family who has asthma?

exercise? Were you born withest or are you missing & kidney, an eye, a teslicle (males),
6. Have you ever had discomfort, pain, tightness, or préssure in your chest your spleen, of any other organ?
during exercise? 30. Do you hava groin pain or a painful bulge or hernia in the groin arse?
7. Doss your heart ever race or skip beats (iregular beals) during exercise? 31, Have you had infectious mononucleosis (mona) within the past month?
8, Has a doctor ever told you that you have any heart problems? If so, check 32, Do you have any rashes, pressure sores, or other skin problems?
all that apply: 33. Have you had a herpes (cold sores) or MRSA (staph} skin infection?
17 High blood pressure O A heart murmur 34, Have you ever had a heat Injury or concussion?
17 High chelesteral 1 A peartinfection . 35, Have you ever had a hit or blow to the head that caused confusion,
O Kawasaki disease Olher: I prolanged headaches, or memory problems?
8. Has a doctor ever ordered a {est for your heart? {For example, ECG/EKG, 36, Do you have a history of seizure disorder or epilepsy?
echacardiogram) 37. Do you have headaches with exercise?
1. Doyou gel lightheaded or fesl more short of breath than expecied during 38, Have you ever had numbness, tingling, or weakness in your arms or
axercise? legs after bsing hit or falling?
11. Hava you ever had an unexplained ssizura? 39, Have you ever been unable to move your arms or legs afler being hil or falling?
12, Do you get mare tired or short of breath more quickly than your friends 40, Have you ever bacome il while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?
FART HEALTHQUESTIONS ABOUT:YOUR BAMILY: [ 42. Do yau or someonein your family have sickle call trait or disease?
13.  Has any family member or relative died of heart problems or had an 43, Have you had any problems wilh your eyss ar vision?
unexpected or unexplained sudden death hefore age 50 (including 44, Have you had an eye injury?
drowning, unexplained car accident, or sudden infant death syndrome)? 45. Do you wear glasses or contacl lenses?
14, Doas anyone in your family hava hypertrophic cardiomyopathy, Marfan 46. Do you wear protective eyewear, such as goggles or a face shield?
syndrome, aryhthmogenis right venlricular cardiomyopathy, leng QT 47. Do you worry about your weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 48, Are you trying to gain or lose weight? Has anyone recommended that you do?
polymorphic venlricutar lachycardia? 49.  Are you on a special diel or do you avoid cerlain lypes of foods?
15, Doaes anyone in your family have a heart problem, pacemaker, or implanted 50.  Mave you ever had an eating disorder?
defibrillater? 51. Do you have any coneerns lha! you wuu!d like to discuss with a domuﬂ
16.  Has anyone in your family had unexplained fainling, unexplained seizures, FEMALES ONLY:: "<& L
or near drowning? 52.  Have you ever had 2 menslrua\ perlod’?
: BONEAND JOINT.QUESTIONS : 1B 53, How old were you when you had your first mensirual period?
17, Have you aver had an Injury lo a bone muscle ligamenl, or lendon thal 54, How many periods have you had in the last 12 months?
caused you lo miss a praclice or game?
18, Have you ever had any broken of fractured bones or dislocated joinls? Exptain “yes" answers here

19, Have ynu aver had an njury that required x-rays, MR, T scan, injections,

therapy, a brace, & cast, or crutches?

20.  Have you gver had a stress fracture?

21, Have you ever been fold that you have or have you had an x-ray for neck

instability or atlantoaxiat nstability? (Down syndrome or dwarfism)

| hereby state that, to the bast of my knowledge, my answers to the above questions are complete and correct.

Signature of Sludent Signature of parentiquardian Dale;

The sludent has family insurance [ ves O No i yes, family insurance company name and policy number:

©2010 American Asademy of Famify Physicians, American Academy of Pediatrics, American Colfege of Sports Medicine, American Orthopaedic Socisty for Sports Medicine, and American Osteopathic Academy
of Sports Medicine. Permission is granted to reprint for noncammercial, educational purposes with acknowledgment -Revised 1/13




@ Ohio High School Athletic Association

PREPARTICIPATION PHYSICAL EVALUATION  2018-2019
THE ATHLETE WITH SPECIAL NEEDS - SUPPLEMENTAL HISTORY FORM

Page 2 of 6

PLEASE COMPLETE ONLY IF YOUR STUDENT HAS SPECIAL NEEDS OR A DISABILITY.

Date of Exam

Name Date of birth

Sex Age Grade School Speri(s)

Type of disability

Dale of disabilily

Ciassificalion (if available)

Cause of diaability (birth, disease. ascidentirauma, other)

Il el B

Lisl the sparts you are intsrested in pfaying

“Yes .

Mo

Do you ragularly use 2 brace, assistive device or prosthetic?

6
7. | Doyouuse aspecial brace or assislive device for sports?
8. | Do you have any rashes, pressure sores, or any cther skin prablems?

9. | Do you have a hearing loss? Do you use a hearing aid?

10. | Do you have a visual impairmant?

11. | Doyou have any special devices for bowel ar bladder funclion?

2. | Do you have burning or discomfort when urinaling?

13. | Have you had autonomic dysreflexia?

14, | Have you ever been diagnosed with a heal refated (hyperthermia} or cold-related (hypothermia) iliness?

15, | Do you have muscle spasticily?

18. | Do you have frequent seizures that cannot be condrolied by medication?

Explain "yes" answars here

Please indicate if you have ever had any of the following,

Yo

o iNe

Atlantoaxial instability

X-ray evaluation for attantoaxiat instability

Dislocated jaints {mere than one)

Easy tleeding

Enlarged spleen

Hapalitis

Ostaoperia or aslaoporosis

Difficulty controliing bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbress or tingliag in legs or feet

‘Weakness in arms or hands

Weakness in legs or feet

Recant changa in coordinalion

Recenl change in abllity to walk

Spina bifida

Latex allergy

Explain "yas" answers here

1 hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct,

Signature of Student, Signature of parent/guardian Dale;

©2010 Amrican Academy of Family Physicians, Atmerican Academy of Pediatrics, American Gollegn of Sports Medicing, American Orthopaedic Sociaty for Sports Medicine, and American Osfecpaliic Academy

of Sperts Medicine, Permission is grantad to reprint for noncommerclal, educational purposes with scknowledgment. -Revised 1/13
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PREPARTICIPATION PHYSICAL EVALUATION 2018-2019 Page 3 of 6
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS
1

. Coensider additional questions on more sensitive issues.

¢ Do you feel slressed out or under & lol of pressure?
o Do you ever feel sad. hopeless, depressed or anxious?
» Do you feed safe at your home or residence?
» Have you ever tried cigarsttes, chewing tobacco, snuff, or dip?
» During the past 30 days, did you use chewing tobacco, snuff, or dip?
» Do you drink alcohol or use any olher drugs?
o Have you ever laken anabolic slercids or used any other performance supplement?
» Have you ever taken any supplements lo hslp you gain or lose weight or improve your performance?
» Do you wear a seaf belt, use a hefmet or use condoms?
= Do you consume energy drinks?

2. Cengider raviewing questions on cardiovascular symploms {guestions 5-14}),

Weight 0O Male O Female
BP / { i ) Pulse Vision R 20/ L20y Corrected oy ON
CMEDIGAL o = 0 NORMAL:L il ABNORMALFINDINGS 7 i

Appearance

Marfan stigmata (kyphoscoliosis, high-arched palate, pactus excavatum, arachnodactyly,

arm span > height. hyperlaxity, myopta, MVP, aortic insufficiency)

Eyes/ears/nosefthroat
Pupils equal
Hearing

Lymph nades
Heart

Murmurs {auscultalion standing, supine, +/- Valsalva)

Location of Ihe point of maximal impulse (P

Pulses

Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary {males only)

Skin
HSY, lesions suggestive of MRSA, tinea corporis

Shoulder/arm
ElbowiTorearm

Wristhand/fingers
Hip/thigh
Knee

Legfankie
Foolftoes

Functional
Duck walk, single leg hop

aConsider ECG, echocardiogram, or refarsal to cardiclogy for abnormeal cardige hislory ar exam.
Cansider GU exam if in privale setting. Having third part present is recommended.
=Gonsider cognilive or baseline neuropsychiatric testing if a history of significant concussion,

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporls Medicine, American Orthopaedic Socfety for Sports Medicina, and Americar Qsteopatiic Academy
of Sports Medicine, Permission is granted to reprint for noncommerelal, educaifonal purpases with acknowledgment. -Revised /13




PREPARTICIPATION PHYSICAL EVALUATION 2018-2019 Page 4 of &
CLEARANCE FORM

Note: Autherization forms {pages 5 and 6) mus! be signed by hath the parent/guardian and the student,

Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction

O Cleared for all sports without restriction with recommendaticns for further evaluation or freatment for

[J Noi Cleared

I Pending further evaluation
[ For any sports

[3 For certain sports

Reason

Recommendalions

| have examined the ahove-named student and completed the pre-participation physical evaluation, The stutdent 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. 1n the event that the examination is conducted en masse at the school, the school administrator shall retain a copy of the
PPE. If conditions arise after the student has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential
consaguances are completely explained to the athlete {and parents/guardians}.

Name of physician or medical examiner (print/type} Dale of Exam
Address Phone
Signature of physician/medical examiner  MD, DO, DC., PA or ANP,

EMERGENCY INFORMATION

Personal Physician Phone
In case of Emergency, cantact Phone
Allergies

Ciher Information

©2010 Arerican Academy of Family Physictans, American Academy of Pediatrics, American College of Sporls Medicine, American Orthopaedic Socisty for Sporfs Medicine, and American Osteopathic Academy
of Sports Medicine, Permission is granted to reprint for noncommercial, educational purposes with ackrowledgment. -Revised /13




PREPARTICIPATION PHYSICAL EVALUATION 2018-2019 Page 5 of 6

THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE iN INTERSCHOLASTIC ATHLETICS
UNTIL THIS FORM HAS BEEN SIGNED AND RETURNED TO THE SCHOOL

OHSAA AUTHORIZATION FORM  2018-2019

{ hereby authorize the release and disclosure of the personal health information of {"Student"), as described helow, to
{"School”),

The information described below may be released o the School principal or assistand principal, athlatic director, coach, athletic trainer, physical education teacher, school nurse
or other member of the Scheo!'s administrative staff as necessary to evaluate the Student's eligibility to participate in school sponsored activities, including but not fimited to
intarscholastic sports programs, physical education classes or other classroom activities,

Personal health information of the Student which may be released and disclesed includes records of physicat examinations performed o datermine the Student's eligibility to
participate in school sponsored activities, including but not limited to the Pre-participation Evaluation form or other similar document required by the Schoot prior to determining
eligibility of the Student to participate in classroom or ather School spensored acfivities; records of the evaluation, diagnosis and treatment of injuries which the Sludent incurred
while engaging in schoal spensored activities, including but not limited to practice sessions, training and competition; and other recerds as necessary 1o determing the Sludent's
physical filness lo participale in school sponsored aclivities,

The personal health information described above may be released or disclosed to the School by the Student's personal physician or physicians; a physician or clher heallh care
professional retained by the Schoal to perform physical examinations to determine the Student's eligibility to participate in certain school sponsored aciivities or fo provide
treatment to students injured while participating in such activities, whather or not such physicians or ather health care professionals are paid for their services or volunteer their
time tc the Schoct; ar any other EMT, hospital, physician or cther health care professional who evaluates, diagnoses or treats an injury or other condition incurred by the student
while participating in school sponsored activities.

! understand that the Scheol has requested this authorization to release or disclose the persanal health information described above to make cerlain decisions about the
Student's health and ability to participate in certain scheol sponsored and classreom activities, and that the Seheot is a not a health care provider or health plan covered by
faderal HIPAA privacy regulations, and the information described below may be redisclosed and may not continug fo be protected by the federal HIPAA privacy regulations. |
alsc understand that the Schoal is covered under the lederal regulations that govern the privacy of educational recerds. and thal the personal health infarmation disclosed under
this authorization may be protected by those regulations.

| also understand that health care providers and health plans may nat condition the provision of treatment ar payment on the signing of this authorization; however, the Student's
participation in certain schoo! sponsored activities may be conditioned on the signing of this authorization.

| understand that | may revoke this authorization in wriling at any Ume, except lo the extent that action has been taken by a health care provider in reliance on this authorization,
by sending a writien revacation to the schoo! principal (or designee) whose name and address appears below.

Name of Principat:

School Address:

This authorization wili expire when the student is no longer enrciled as a student at the school.

MOTE: IF THE STUDENT IS UNDER 18 YEARS OF AGE, THIS AUTHORIZATION MUST BE SIGNED BY A PARENT OR LEGAL GUARDIAN TO BE VALID. IF THE
STUDENT IS 18 YEARS OF AGE OR OVER, THE STUDENT MUST SIGN THIS AUTHORIZATION PERSONALLY.

Studant's Signature Birth date of Student, including year

Name of Student's personal representative, if applicable

| am the Siydent's (check onej. _ Parent | egal Guardian {decumentation must be providad)

Signature of Student's personal reprasentative, If applicable Date

A copy of this signed form has heen provided to the student or hisiher personal representative

©2010 American Academy of Family Physiclans, Americen Academy of Pediatrics, American College of Sports Medicine, American Orthepaedic Soclety for Sports Medicing, and American Osteopathic Academy
of Sports Medicine. Permission is granted fo reprint for noncommercial, educational purposes with acknowledgment. -Revised 1/13




PREPARTICIPATION PHYSICAL EVALUATION 2018-2019 Page 6ol 6
2018-2019 Ohio High School Athletic Association Eligibility and Authorization Statemend

This document is tc be signed by the participant from an OHSAA member school and by the participant's parent,

oy | have read, undersland and acknowledge receipt of the OHSAA Student Athlete Eligibility Guide which contains a summary of the eligibility rules
of the Ohio High School Athletic Association. | understand that a copy of the OHSAA Handboak is an file with the principal and athletic administrator and that |
may review it, in its entirety, if | so choose. All CHSAA bylaws and regulations from the Handbook are also posted on the OHSAA website at ohsaa.org.

12l understand thal an OHSAA member school must adhere to all rules and regulations that pertain to the interscholastic athletics programs that the
school sponsors, but that focal rules may be more stringent than CHSAA rules.

L I understand that participation in interscholastic athletics is a privilege not a right.

Student Code of Responsibility
{24 As a student athiets, | understand and accept the following respansibilties:
£ | will respect the rights and beliefs of others and will treat others with courlesy and consideration.
£ Lwill be fully responsible for my own actions and the consequences of my actions.
L L will respect the property of others.
&2 Twill respect and chey the rules of my schoal and laws of my community, state and country.
21 will show respect to those who are responsible for enforcing the rules of my school and the Jaws of
my community, state and country.
%% | understand that a student whose character or conduct violates the school's Athletic Code or School
Code of Responsibility is not in good standing and is ineligible for a period as determined by the principal.

fo'informed Consent — By its nature, pariicipation in inferscholastic athletics Includes risk of injury and transmission of infectious disease such as HiV and
Hepalitis B. Alihough serious injuries are nol common and the risk of HIV transmission Is almost nonexistent in supervised school athletic programs, itis
impossible to efiminate all risk. Participants have a responsibility to help reduce that risk. Participants must cbey all safety rules, report all physical and
hygiena problems fo their coaches, follow a preper conditioning program, and inspect their own equipment daily. PARENTS, GUARDIANS OR STUDENTS
WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED [N TH!S WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN
AN OHSAA-SPONSORED SPORT WITHOUT THE STUDENT'S AND PARENT'S/GUARDIAN'S SIGNATURE.

L5 | understand that in the case of injury or liiness requiring treatment by medical personnel and transportation to a health care facility, that a
reasonable attempt will be made to contact the parent or guardian in the case of the student-athlete being a minor, but that, if necessary, the student-athlete
will be frealed and transported via ambulance to the nearest hospital.

£ consent to medical treatment for the student following an injury or iliness suffered during practice and/or a contest,
£xTo enable the OHSAA to determine whather the herein named student is eligible to participate in interscholastic athletics in an OHSAA member school |
consent to the release to the OHSAA any and all portions of school record files, beginning with seventh grade, of the hersin named student, specifically
inciuding, withaut timiting the generality of the foregoing, birth and age records, name and residence address of parent(sjor guardian(s), residence address of
the student, academic work completed, grades received and attendance data,

o4 cansent to the OHSAA’'s use of the herein named student’s name, likeness, and athletic-related information in reports of contests, promotional
ilerature of the Assoclation and other malerials and releases related to interschelaslic athletics.

2 understand that if | drop a class, take course work through College Credit Plus, Credit Flexibility or other educational options. this action coufd affect
compliancs with OHSAA academic standards and my eligibility. | accept full responsibility for compliance with Bylaw d-4-1, Scholarship, and the passing five
credit standard expressed therein.

¥ | understand all concussions are potentially serious and may result in complications including prolonged brain damage and death if nol recognized
and managed praperly. Further | understand that if my student is removed from a practice or competition due to a suspected concussion, he or she will be
unable to return to participation that day. After that day written authorization from a physician (M.D. or D.0.) or an athletic trainer working under the
supervision of a physician will be required in order for the student to return to participation.

L. | have read and signed the Ohio Department of Healin's Concussion Information Sheet and have retained a copy for myself,

-@fo signing this we acknowledge that we have read the above information and that we consent to the herein named student’s participation.

*Must Be Signed Before Physical Examination

Studeni's Signature Birth date Grade in Scheol Date

Parent's or Guardian's Signalure Date

2010 American Acatemy of Farnily Fhysicians, American Academy of Pediatrics, American College of Sports Medicine, American Orthapaedic Society for Sports Medicine, and American Csteopaihic Academy
of Sporis Medicine. Permission is granted to reprint for noncommercial, educational purpeses with acknowledgment, -Revised 1/13




Ohio Department of Health Concussion Information Sheet
For Inferscholastic Athletics

Dear Parent/Guardian and Athletes,

This informatien sheel is provided o assist you and your child in recognizing the signs and symptoms of a cencussion. Every
aihlete is different and responds to a brain injury differently, so seek medical attention if you suspect your child has a concus-
sion. Once a concussion occurs, it s very important your athlete return to normal activities slowly, so he/she does not de more

damage to his/her brain.
What is a Concussion?

A concussion is an injury to the brain that may be caused by a
blow. bump, or jolt to the head. Concussions may also happen
after a fail or hit thal jars the brain. A blow elsewhera on the
body can cause a concussicn even if an athlete does not hit
his/her head direclly. Concussicns can range from mild to
severe, and athletes can get a concussion even if they are
wearing a helmet.

Signs and Symptoms of a Concussion

Athletes do not have fo be “knocked out” to have a concussion.

in fact, less than 1 out of 10 concussions resuit in foss of
consciousness. Concussion symptoms can develop right away
or up to 48 hours after the injury. lgnoring any signs or
symptoms of a concussion puts your child's health at risk!

Bigns Observed by Parents of Guardians

+  Appears dazed or stunned.

/s confused about assignment or position,
Forgels plays.

Is unsure of game, score or opponait,

Moves clumsily.

Answers questions siowly.

Loses consciousness (even briefly).

Shows behavior or personality changes (imitability,
sagness, nervousness. feeling more emaotional),
v Can'trecall events before or after hit or fafl.

<

* F * & & <

Symptoms Reported by Athlete

s Any headache or ‘pressure”in head, (How badly it hurts
does not matter.)

Nausea or vomiting.

Balance problerns or dizziness,

Double or blurry vision,

Sensitvity to fight and/or nolse

Feeling sluggish. hazy. foggy or grogqy.
Concenitration or memory problems.
Confusicn.

Does not ‘feal right.”

Trouble falling asleep.

Sleaping more or less than usual,

*> & & & & - = > & >

Lo Hones!

Encourage your athlete to be honest with you, his/her coach
and your health care provider about his/her symptoms. Many
young athletes get caught up in the moment and/or feel
pressured to return to sports before they are ready. it is better
io miss one game than the entire season. .. or risk permanent
damage!

Seek Medical Attention Right Away

Seeking medical attention is an important first step if you
suspect or are told your child has a concussion. A
qualified health care professional will be able to
determine how serious the concussion is and when it is
safe for your child to return to sports and other daily
activities.

¢ No athiele should return to aclivily on the same day
he/she gets a concussion.

¢+ Athletes should NEVER return to practices/games if
they still have ANY sympioms.

¢ Parents and codches should never pressure any
athlete to return fo play.

The Dangers of Returning Too Soon

Returning to play too sarly may cause Second Impact
Syndrome (518} or Post-Concussion Syndrome (PCS).
31S oceurs when a second blow to the head happens
before an athlete has completely recoverad from a
concussion. This second impact causes the brain to
swell, possibly resulling in brain damage, paralysis, and
even death. PCS can occur after a second impact. PCS
can result in permanent, long-term concussion
symptoms. The risk of SIS and PCS is the reason why
no athlete should be allowed to participate in any
physical activity before they are cleared by a qualified
healthcare professional.

Recovery

A concussion can affect school, work, and sports. Along
with coaches and teachers, the school nurse, athletic
trainer, employer, and other schoo! administrators should
be aware of the athlete’s injury and their roles in helping
the child recover.

During the recovery time after a concussion, physical and
mental rest are required. A cencussion upsets the way
the brain normally werks and causes it to work longer
and harder to complete even simple tasks. Activities that
require concentration and focus may make symptoms
worse and cause the brain to heal slower. Studies show
that children’s brains take several weeks to heal foilowing
a concussion.

OHIO INJURY PREVENTION
sartrnent of Hiadth PR TR
D P A T I I PR LI PR

http://www.healthy.ohio.gov/vipp/child/returntoplay/concussion
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Returning to Daily Activities

1. Be sure your child gets plenty of rest and enough
sleep at night — no late nights. Keep the same
bedtime weekdays and weekends.

2. Encourage daylime naps or rest breaks when your
child feels tired or worn-out.

3, Limit your child's activities that require a lot of thinking
or concentration (including social activities,
homework, video games, texting, compuler, driving,
job-related activities, movies, parties). These
activities can slow the brain's recovery.

4. Limit your child's physical activity, especially those
activities where another injury or biew to the head
may occur.

5. Have your qualified health care professional check
your child's symptoms at different times to help guide
recovery.

Returning to Learn (School)

1. Your athlete may need to initially return to school on a
limited basis, for example for cnly half-days, at first.
This shauld be done under the supervision of a
gualified health care professional.

2. Inform leacher(s). schoot counselor or administrator(s)
about the injury and symptoms. School personnel
should be instructed to watch for:

a. increased problems paying atlention.

b. Increased problemns remembering or learming new
information.

c. Longer lime needed fo complefe fasks or assignments.
. Greater inritabilily and decreased ability fo cope with
Siress,
e. Sympltoms worsen (headache, tiredness) when doing
schoolwork.
3. Be sure your child takes multiple breaks during study
time and walch for worsening of symptoms,

4. If your child is still having concussion symptoms, he/
she may need extra help with school-related activities.
As the symptoms decrease during recovery, the extra
help or supports can be removed gradually.

5. For more information, please refer to Return to Learn on
the ODH websile.

@ources \
ODH Violence and injury Prevention Program

D/, Biealihy.ohio gov/vipp/chikd/retumtopiay/

Ceniers for Disgase Conlrol and Pravention

National Federation of State High School Assediations
www.nfhs.org

Brain Injury Association of America

www biausa.org/

. //

Returning to Play

1. Retuming te play is specific for each person, depending on
the sport. Starting 4/26/13, Ohio law requires writien
permission from a health care provider before an athiele can
retum fo play. Follow instructions and guidance provided by
a health care professional. It is important that you, your child
and your child's coach follow these instructions carefully.

Your child should NEVER return to play if he/she still
has ANY symptoms. {Be sure that your child does
not have any symptoms at rest and while doing any
physical activity and/or activities that require a lot of
thinking or concentration).

™Y

3. Ohio law prohibits your child from returning to a
game or practice on the same day he/she was
removed.

4, Be sure that the athletic trainer, coach and physical
education teacher are aware of your child's injury and
symptoms.

5. Your athlete should complete a step-by-step exercise
-based progression, under the direction of a qualified
healthcare professional,

6. A sample aclivity progression is listed below.
Generally, each step should take no less than 24
hours so that your child's full recovery would take
about one week once they have no symptoms at rgst
and with moderate exercise,™

Sample Activity Progression™®

Step 1. Low leveis of non-coniact physical activity,
provided NG SYMPTOMS return during or after aciivily.
(Examples: waiking. light jogging. and easy stationary
bitking for 20-30 mnutes).

Step 2. Moderate. non-contact physical activity, provided
NO SYMPTOMS return during or after activity.
(Examples. moderate jogging, brief sprint running,
moderate stalionary biking. lght calisthenics, and sport-
specific drills without contact or collisions for 30-45
minutes},

Step 3: Heavy. non-contact physical activity. provided
NC SYMPTOMS return during or afier activity.
(Examples: extensive sprint running, high intensity
stafionary biking. rosistance exercise with machines and
free weights. more intense non-coniact sports specific
drills, agility fraining and jumping drills for 45-60
minuites).

Step 4: Fulf confact in controffed practice or scrimmage.
Step 5: Full contact in game play.
*if any symptoms occur, the athlete should drop back to

the previous step and try to progress again after a 24
hour rest period.

http://www.healthy.chio.gov/vipp/child/returntoplay/cencussicn
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Ohio Department of Health Concussion information Sheet
For Interscholastic Athletics

| have read the Chio Department of Health's Concussion Information Sheet and
understand that | have a responsibility to report my/my child's symptoms to coaches,
administrators and healthcare provider.

| also understand that I/my child must have no symptoms before return to play can
0Ceur.

Athlete Date

Athlete Prease Print Name

Parent/Guardian Date

ot Haaith




Sudden Cardiac Arrest and Lindsay’s Law
Parent/Athlete Signature Form

Whatis Lindsay’'s Law? Lindsay's Law is about Sudden Cardiat Arrest (SCA) in youth athletes. it covers all athletes 19 years or younger
who practice for or compete in athletic octivities. Activities moy be organized by a school of youth sports organization.

Which youth athletic activities are included in Lindsay’s law?
«  Athletics at all schoals in Ohio (public and non-public)
« Any athletic contest or competition sponsored by or ossociated with ¢ school
o Allinterscholostic athletics, including ofl prectices, interschool practices and scrimmages
«  Allyouth sports organizations
s Alcheerleading and club sports, including noncompetitive cheerleading

Whut is SCA? SCA s when the heart stops beating suddenly and unexpectedly. This cuts off blood flow to the brain and other vital
argans. People with SCA will die if not treated immediately. SCA can be coused by 1 structuratissue with the heart, OR 2) o heart
electrical problem which controls the heartbeat, OR 3) g situation such as a person who is hit in the chest or o gets o heart infection,

Whaot is o warning sign for SCA? If o fumify member died suddenly before age 50, or o fumily member has cardicryopathy, leng 07
synceame, Marfon syndrome or other rythm problems of the heart.

Whot symptoms are o warning sign of SCA? A young athlete may have these things with exercise:
+  Chest pain/discomfere
+  Unexploined feinting/near fainting or dizziness
»  Unexploined tiredness, shartness of breath or difficulty breathing
«  Unusually fast or rocing haort beats

What happens if on othiete experiences syncope or fointing before, during or after o practice, scrimmage, or competitive

play? The cooch MUST remove the youth athlete from activity immediately. The youth athlete MUST be seen and cleored by o health care
provider before returning to activity. This written cleorance must be shored with o school or sports officicl.

What happens if an athlete experiences any other warning signs of SCA? The youth athlete should be seen by a health care professiona.

Who con evoluote ond clear youth athletes? A physician (MD or D), o certified nurse practitioney, ¢ cliniced nurse speciofist,
certiied purse midwife. For school athletes, o physicion’s assistant or licensed athletic trainer may aise clear o student. Thet parson
may refer the youth to another heaith care provider for further evaluation,

What is needed for the youth athlete to return to the activity? There must be clearance from the health care provider inwriting.
This must be given to the coach and school or sports official before return to activity.

All youth athletes and their parents/guardions must view the Ohio Department of Health (0DH) video chout Sudden Cardiac Arrest,
review the ODH SCA handout ond then sign and return this form.

Parent/Guardion Signature Student Signaturs
parent/GuordionNome [Printl StwdentNome (Prind)
pate . bwe
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School
for the Deaf

Joehn R, Késich, Goverior
Stan W. Heffner, Superintendent of Public Instruction

Dear Parent(s)/Guardian,

Your child will be participating in an activity that will require them to be away from the OSD campus.
None of the school nurses will be accompanying your child, and therefore, will not be able to assess
and treat him/her.

In the event that your child is not feeling well, we are asking that you give permission for one of the
non-medical chaperones to give medication. Please indicate the medications and conditions that you
allow (most of these medications will be in generic form):

Two 325 mg Tylenol for a headache

400 mg of Motrin/ibuprofen for physical pain, such as muscle soreness or bruise
Two chewable tablets of Pepto-Bismol for nausea/vomiting, or upset stomach
One Sudafed tablet for nasal congestion

Two teaspoons of cough syrup or a couple of cough drops

Cepastat lozenges for a sore throat,

Tums; chew 1 or 2 for heartburn, indigestion

Ooooopoon

None of these medications, other than the throat lozenges and Tums will be given more often than
every 4 hours.

You will be notified for any other form of illness or injury. If your ¢hild is sick or injured, we will
have a nurse assess the child for their assessment and recommended treatment, When there is not a
medical person at the site, you will need to guide the chaperone in your preferences.

If you have any questions, concerns, or restrictions, please notify us as soon as possible.

Sincerely,

Dawn Henslee, RN
SHS Nursing Director

PARENT SIGNATURE DATE
STUDENT’S NAME S :
ACTIVITY / SPORTS )
RETURN THIS FORM TO

B STES

500 Morse Rd. (614) 728-4030
Columbus, Ohic 43214 (614) 995-3448 FAX
www.chioschoolforthedeaf.org




