Twitter: @SHHS BlacknGoid
| Facebook: SHHS Stallion Athletics
z&;‘g Teams Webpage: https://shstallions.com/
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Student Name:

1Sl ARG IR (o LV'El Complated by Parent.or Guardiz

Date of Birth:

ichlgan high schoolathin

Doctor;

Has a doctor ever denied o resiricted your particpaton in spors for ey reason?

Doctor's Phone

Date of Exam:

- MEDICAL-QUESTIONS = 0

Du you cough, wheeze or have difficulty breathing durmg or aﬂer exnmse"

Do you have any ongolng medical canditions? If so, please idenfify below:

Havs you ever used an Inhaler or takan asthma medicine?

QOAsthma OAnemia OlDiabetes  Oinfoctions O Gther:

Is there anyane In your family wha has asthma®?

Have you ever spant the night inthe hospltal ar hava you ever had surgery?

AR A Q O ABO O

Have you aver passed out of nearly passed out DURING or AFTER exercise?

Were you bom without, or missing a kidney, eye, teaticle {malas), spleen or any other organ?

Da you have groin pain o a painful buige or hemia in the graln area?

Have you had infectious mononucleosis (mano) within the last month?

Have you ever had discomfort, pain, tightness, o pressure in your chest during exerclse?

Da you hava any rashes, pressure sores or other skin problems?

Does your heart ever race of skip beals (iregular beafs) during exercise?

Have you had a herpes or MRSA skin ifection?

Has a doctor ever lold you that you have any hedrt problems? Check all that apply:

Q High blood pressure U Heartmurmur O Heartinfection O High cholesterol

Do you have headaches or gst frequent muscle cramps when exerciaing?
Have you evar become i while exerclsing In the heat? -

O Kawssali disease 0 Others

Do your or someane in your family have sickle cell trait or disease?

Has a doctor ordered a test for your heart? (example, ECG/EKG, achocardiogram)

1 Have you had any prablems with your eyes or vision or any eye injuries?

Do you get lightheaded or feel more short of breath than expected during exercise?

Do you wear glasses or contact lenses?

Do you have a history of setzure disarder orhad an unexplained seizure?

Do you wear protective eyewsar such as goggles of a face shield?

Do you get more fired or short of breath more quickly than your friends during exercisa?
AR A Q Q) ABO

Has anyone In your family had wexplained fainting, unexplained sefzures or near drowning?

OUR FA

Immunization History: Are you missing any recommended vaccines?

Do you have any allergles?

Have you sver had a head injury or concussion?

Does anyone in your family hizve & heart problem, pacemmaker of implanted defibrillater?

Do you have any concems that you would like fo discuss with a doctor?

Has any family member or relative died of heart problems or had an unmectad or unexplained sudden
death hefure age 50 (including drowning, unexplained car accident or s infant death syndrome)?

Have you ever lewved a blow to the head that caused confusion, pmlangad headache or
mesmory proble

Does anyone in your family have hyperirophic cardiomyopathy, Marfan syndrome, arrhythmogenic
right venuicular cardiomyopathy, long QT syndrome, short QT syndiome, Brugada syndrome or
catechiolaminergic polymorphrc ventricular lschymrdla?

Have you ever had an hiuryatme, myscle, ligament or tendon that caused you to miss a practice of a game?

Have you ever had numbness, tingling, weakness or inability to move your arms or legs
after being hit or falling?

Have you ever had an eating disarder?

Do you worry about your weight?

Have you ever had any broken or fractured hones, dislocated joints or stress fracture?

Are you trying fo or has anyone recommended that you gain or lose weight? -

Have you ever had an injury that required x-rays, MRI, CT scan, injections, therapy, a brace, a cast or crufches?

Do you regularly use a brace, orthotics or other assistive device?

Are youlan a spectal diet or do you avoid certain types of faods?

A @, Optigna

Do yau have a hone, muscle or joknt jnjury that bothers you?

=

Have you aver had a menstual period?

1 . Doany of your jeints hecorne painful, swollen, feel warm orlook red?

How old ware you when you had your first menstrual period?

Do you have any history of juvenile arthrtis or connective tissue disease?

How many periads have you had in the last 12 months?

Have you ever hed an x-ay for neck instabillly or atlantoaxial instability (Down syndrome or dwarfism)?

A ONORYA RAPR 0 PP 0 0

EXAMINATION: Height:

Weight: U Male [ Female

BP: /

Pulse: Vision: R 20/ L2y Gorrected: TV Y

an

Appesrarica: Marfan stigmata (syphoscollosls, high-arched palate, pectus excavatum, arachnodactyty, Neck

amm span > height, hyperlaxity, myopia, MV, andic insufficienay)

Evyes/Ears/Nose/Threat: Pupis Equal Hearing Back

Lymph nodes Shoulder/Arm
Heart: Murmurs (auseuitation standing, supine, +/- Valsalva) Lacation of paint of maximal Impulse (PMi} Elbow/Forearm
Pulses: Simultanaaus femaral and radial pulses WristfHand/Fingers
Limgs HipfThigh
Abdomen Knee
Genitourinary (males only} LegfAnkie

Skdn: HSV: Lesions suggesive of MRSA, tinea corporis FootlToes
Neurclagic Funtional Buck Walk
RECOMMENDATIONS:

| certify that | have examined the above student and recommend him/her as being able to compste in supervised athletic activities NOT-crossed out below.

BASEBALL - BASKETBALL — BOWLING — COMPETITIVE CHEER — CROSS COUNTRY - FOOTBALL ~ GOLF —~ GYMNASTICS —

ICE HOCKEY

LACROSSE - SKIING — SOCCER - SOFTBALL — SWIMMING/DIVING — TENNIS — TRACK & FIELD ~ VOLLEYBALL —- WRESTLING

Name of Examiner (print/type):

Date:

Signature of Examiner:

e e e e e e o e A DETAGH-HERE I NEEDED TO-ACCOMPANY-STUDENT-ATHLETE) - — —

(Check One): O MD & DO

O NP

g — — -

| Student:

Grade:

" Doctar

Phone: ( )
IN EMERGENCY (1): Home #: ( ) Cell#: ( )
iN EMERGENCY (2): Home #: { ) Cell #: ( )
Drug Reacfions: Current Medications:
Allergies: FORM A: AUGH3-17




PRE-PARTICIPATION PHYSICAL - CONSENT - INSURANCE

~ Shaded headline areas arc to be completed by student, parent/guardian or 18-year-old ~

There are FOUR (4) signatures on this page to be completed by student, parent/guardian and/or 18-year-akd
A CURRENT-YEAR PHYSICAL IS ONE GIVEN ON OR AFTER APRIL 15 OF THE PREVIOUS SCHOOL YEAR

Student Name:

LAST ' .- FIRST ‘ MIDDLE INITIAL
Student Address:

STREET - - oY . 2P

Gender 0 M O F Age: Date of Blirth: Place of Birth (City/State):
7/
/

School: CircleGrade: 6 7 8 9 10 11 12

Father/Guardian Name:

Phone (home): A {work): {cell):
/

Mother/Guardian Narhe:

Phone (home): {work): (cell):

Email Address: Parent/Guardian/{8-Year-Old:

(_ UDE & PAF =
The information submitted herein is truthful to the best of my knowledge. By my/my child's signature below, lwe acknowledge that Uwe have received
- concussion educational informaﬁpn that meets Michigan Department of Health and Human Services and MHSAA requirements.

Further, in consideration of my/my child’s participation in MHSAA-sponsored athletics, /we do hereby agree, understand, appreciate, and acknowledge:

that participation in such athiletics is purely voluntary; that such activitles Invoive physical exertion and contact and that there is inherent risk of

personal Injury associated with participation in such activities, which risk we assume; and that liwe agree to, and hereby waive any and all claims, stits, losses,
acfions, or causes of acfion against the MHSAA, lts members, officers, representatives, comrnittee members, employees, agents, attorneys, insurers, volunteers, and

affiliates based on any Injury to me, my child, or any persan, whether because of inherent risk, accident, negligence, or otherwise, during or arising in any way from my/my
child’s participation in an MHSAA-spansared sport. : ’

Ifwe understand that | am/we are expected to adhere firmiy to all established athletic policies of my school district and the MHSM l/we haraby give my consent for the
above student to engage i interscholastic athlstics and for the disclosure o the MHSAA of information otherwise protected by FERPA and HIPAA for the purpose of
determining sligibility for interscholastic athletics. My child has my permission to accompany the tsam as a member on #s out-of-fown frips,

D signature of STUDENT: , Date:

> Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

Our son/daughter will comply with the specific insurance regulations of the school district.
The student-athlete has health insurance: 3 YES U NO

If YES, Family Insurance Co: . Insurance ID #:

Additionally, | hereby state that, to the best of my knowledge, my answers to the medical history questions (see keverse) are complete and correct.

Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:

], an 18-year-old, or the parent or guardian of , tecognize that as & result of
athletic particlpation, medlcal treatmant on an emergency basis may be necessary, and further recognizs tha school pevsonnel may be unable to contact me for my consent for emergency medical
care. | do hiereby consent in advance to such emergency care, Including hospital care, as may be deemed necessary under the then-exlsting clrcurstances and to assume the expenses of such care,

p Signature of PARENT or GUARDIAN or 18-YEAR-OLD: Date:



o Consolidated S '?"j'Mé'd‘Ecal?fI‘reaﬁnenf Authorization Form# 2011
L Schools I T e : :
CoNamei_ . Blrthdate | home Telephone
. Partnt (Guardxan) | R Address L
. “Father’s Phone (Work) Tt Mother s Phone (Work) N
" Person.to Noufy 1fParent Cannot Be Reached Name o R

.Address - Y o : Phone: -,."‘- R Relatmn

‘PURPOSE OF THIS CARD “To enable ‘paréents or guardlans to’ auﬂ;.konze the prov1s1on of )
" erhergency treatment for minors who become ill’ or /mjured while under school authority
» when parenfs or guardlans cannot.bé reached. Tn the. event of ‘4n erhergency requiring medical attention, .
.I hereby grant my perm1ss10n to the team phyS1c1an, tramer or- coach to adxmmster_ _.
first aid to my son/daughter e Yes: ., No:

In thé eveht-of dn emeroency requiring ‘further med1ca1 attent1on ‘I hereby: ‘grant- my

-\ permission . L - (family-doctor) at .~ '~ . - (preferred hospital).

. or (if mnot poss1b1e) to attendmg phys1c1an at the hospltal des1gnated by . the .
N school staff to attend to my son/daughter =~ . -~ = - o Yes: No:__ ~

e T expect evety ‘effort’ W111 ‘be ‘made - to- contact ‘me in order ‘to receive. my spec1f1c
4author1{zat.1_on, .before - any major, me_dlga} treatment or hospitalization is undertaken.
‘Date;___ : _. Signature: -

. . . _ L HEAI:.THEISTORY . o
‘ '»'Fanﬁ,l}'f_Doqtor:- o - Phone Hospital:
 Insurance Company:, . ' _Tnsurance Contract Nurmber; |
- : DeteofLastPhye_iCal::-_ e e '_.A-'DateofL‘estTeianus'Shet: :
: I—IeartCondmon_ E o k ___ 'IfS‘oE,xplajn:]
. Dmbetee : — L — | 'IfSoPleaseStaie:ﬂ
Asthmzz - T I So Please State:
’ Othécgndiﬁdﬁf' S __M - . ' IfSo Please State: - ‘
~WearC6ntacts or Glaseee' | I .._,.__ , ._If,So Pleasefndicatemfhiehi'
AllerglcToAnyMedlcauon - o ﬁSo PleaseL1st oy

PLEASE FILL CARD OUT COMPLETEAND SIGN II‘ PLEASE NOTIFYTHE SCHOOLIFAN'Y OF THE -
: INFORMATION (Above oronthe other side) CHANGES DURING THE SCHOOLYEAR.



| AR HEAI:.THH[STORY o
F.emilyDoetor: ) . : Phone;” . _______ Hospital:

Insurapoe(f}ompany..-.' e . .Inm'rfanceCoritxa'c':tNtlmber:' .
o -]).a'tequas'tPhyeieel:' NP -',I')_eteeﬂ.;ast'Te"ta_nusShet:
. MedicalHistory: . YES NO . |
HeartCondifion:- . . . . ___ . IfSoBxplait:
Cblesy. o o
| D1abet&8 o . o ______ | ___* o .‘I‘IfSoPleaseState
Asthma: : ___ R ‘i-~.IfSoP1easeState '
'OtherCondmon. S ___ .. ) ___ - - IfSoPléase State: .
‘_ WearCOntacts orGIasses _____Q L _____ _' ISo PleaseIndlcateWIuch
" AllexgcToAnyMedJcaﬁon, ____ R IfSoPleaseLlst

. PLEASE FILL CARD ouT COMPLETE AND SIGNIT. PLEASE NOTIFYTHE SCHOOL JFANYOF THE -
INFORMATION (Above oronthe other 51de) CHANGES DURING THESCHOOLYEAR.,

- Medrcal ’Ireatment Authorlzetren R . Form#2011
. ’._Name o - | Blrthdate , Heme Telephone
_ Parent (Guardran) R _ . Address
" ‘Father’s Phorie (Work) S Mother § Phone (Work)
Persoit 10 Notlfy 11‘ Parent Cannot Be Reached Name '

{

.. Address:_ - L i Phone; e Relatlon* .
. PURPOSE OF THIS CARD To enable parénts or ‘guardians to’ aut];prrze the prov1sron of
‘emergency treatinent for minors who become ill or injured while: under school” authonty
- when parents or guardJans cannot be reached. In the event of an emergericy requiring medical attention, -
_I hereby grant my permlssron to the team physwmn tralner or- coach to admrmster,‘.'_
first aid to my son/daughter SR Yes: s No: .
In ‘the event: of" an emergency requmng further medlcal attentmn, I hereby grant my

..+ permission to .. - : (family doctor) at._ .~ .. . : (preferred hospital)

,or (if not posmble) to attendmg physman at the hosmtal des1gnated by the
.school staff to attend to my son/daughter L L o Yes: No: '
"I T ékpeét ‘every ‘effort will ‘be ‘made to contact me’ in ‘orderto- receive my specific -

. authorrzatlon .before. .any major medical treatment or hosp1tahzat1on is undertaken.

Date: - ‘ S1gnature



WGS PLAYER CONTRACT/PARENTAL CONSENT FORM

Please Print. - AT _

Student-athlete Name:.

First .

| have tedid the Warren Consolidated Schools Athletio Haridbook Guidelines for
initals  Parents/Guardians/Athietes and the Player's Contract, and | understand its contents.

1 pledge to NOT violate the rules of the Student Code of Conduct and the Player's
Initials ~ Contract.

1 understand and will follow the district's transportation policy as listed in this i
inttals  handbook.

A copy of this contract must be on file with the athletic director. | understand the
Initisls - consequences for violating the terms of this contract.

Athlete's Signature C Parent/Guardian Signature
Date Date
Graduation Year:

10







Dear Sterling Heights High School Parents,

Welcome back to a new season of Stallion Athletics! My name is Samantha Viola (Sam), and | am the
Athletic Trainer for Sterling Heights High School. I wanted to take this opportunity to introduce myself
and introduce you to some procedures that I would like you to be aware of as a parent of a student-athlete
here at Sterling Heights. It is important for me to inform you of the policies in order for us to be on the
same page when it comes to the treatment and well-being of your student-athlete, and to help me get your
child back on the playing field as soon as possible.

First and foremost. What is an Athletic Trainer. you ask?

I’'m so glad you did! Being an Athletic Trainer (AT or ATC) , there is a tendency for people to confuse me
with a personal frainer and other professions alike. Let me help clarify how | can help your student-athlete
from a medical standpoint. Athletic Trainers are certified by the BOC and licensed in their state. I have
my Bachelors of Science in Athletic Training from Michigan State University and my Masters of Science
in Sports Medicine from Georgia State University, and have been practicing for 7 years in a variety of
settings such as collegiate, clinical, and high school. More specifically, ATC’s are highly qualified,
multi-skilled health care professionals who render service or treatment for orthopedic injuries, under the

direction of or in collaboration with a physician, in accordance with their education, training and the
state's statutes, rules and regulations,

To name a few, here are some services we provide:

" Injury and illness prevention
Wellness promotion and education
Emergent care such as CPR, splinting, and much more!

Examination and clinical diagnosis of orthopedic injuries and other pathologies such as skin
conditions, heat illness conditions, etc.

e Therapeutic intervention and rehabilitation of orthopedic injuries and medical conditions

e & & 9

If your student-athlete gets infured at practice, please have them communicate with their coach
immediately to be evaluated.

Contact Information

Please do not hesitate to contact me if you have questions or concerns. Your child’s health is my first
priority! Phone or email is the best way to get in touch with me. 1f you cannot reach me, chances are | am
at Ascension St. John Main Hospital, as 1 assist with stroke patients in the neuro outpatient rehabilitation
center. If your student-athlete would like to get in contact with me directly they can do so on the remind
app.

Remind: @shsprtsmd

Office: 586-698-4973

Email; samantha.viola@ascension.org

Address: Attn: Samantha Viola 12901 15 Mile Rd, Sterling Heights, M1 48312

Athletic Training Room Hours

During the school year 1 will arrive to the athletic training room by 2:00 pm Monday-Friday. Please
encourage your student-athletes to come immediately to the athletic training room if they need my
assistance. If there are no games, 1 will Jeave between 5:30 and 6:00 pm. If there are home games
scheduled, 1 will be on school property until the conclusion of the games. My schedule will be posted on
the band app for coaches to access. If your student-athlete is in need of assistance please have them either
contact me directly, or ask their coach to contact me.



Reporting Injuries

1t is very important that all injuries are reported to me as soon as possible. I have available resources that
allow me to provide our athletes the best and quickest care available. This includes access to local
orthopedic doctors such as our team doctor, Dr. Nathan Marshall at Stonebridge Orthopedics, as well as
local physical therapists with whom 1 can schedule appointments with quickly. Please feel free to utilize
me in this manner for yourself in addition to your student athlete. If an injury occurs at an away game,
please do not hesitate to contact me to inform me or to ask for my assistance.

It is expected that your student-athlete communicate with me directly when they need my assistance. |
cannot help with injuries that go unreported! Qur goal is to nip an injury in the bud before it becomes a
larger problem. Think it’s no big deal? Report it anyway! 1’m here to help :)

Concussion Policy
According to Michigan State Law, and MHSAA regulations, “Any athlete who exhibits signs, symptoms,
or behaviors consistent with a concussion (such as loss of consciousness, headache, dizziness, confusion,
or balance problems) shall be immediately removed from the contest and shall not return to play until
cleared by an appropriate health care professional.” (this includes practice) In order for the athlete to
return to sport the Certified Athletlc Tramer must receive a written clearance from an MD/DO/NP/or PA
a Y , ession. I strongly encourage all
parents to v1s1t the followmg Websne for detaﬂed mforma‘aon regardmg concussions and return to play
guidelines:

https://www.mhsaa.com/Schools/Health-Safety-Resources/Heads

Returning an Athlete to Play

It is a school and MHSAA policy that any time an athlete seeks care from a physician, no matter the
reason, that athlete may not return to play until we receive a written note from the physician releasing the
athlete for full participation with no restrictions. Thers iz no excepiion o this ruls, All notes must be
given to the Athletic Trainer or Athletic Director prior to participation.

Thank you so much for following along, and again, please don’t hesitate to contact me with any problems
or concerns, [ look forward to serving you and your student-athletes to the best of my ability as your
school’s licensed and certified Athletic Trainer!

Thank you,

Samantha Viola, US, AT, 4TC
Certified/Licensed Athletic Trainer
Sterling Heights High School
Ascension St. John Hospital
samantha.viola@ascension.org



