PREPARTICIPATION PHYSICAL EVALUATION | Ohio High School Athletic Association — 2023-2024
HISTORY FORM

Note: Complete and sign this form {with your parents if younger than 18) before your appointment.

Name: Date of birth: Grade In School:
Date of examination; _ Sport(s}:
Sex assigned at birth (F, M, or intersex): How do you identify your gender? {F, M, or other):

List past and eurrent medical conditions:

Do you have any allergies? if yes, please list all your allergles {l.e., medicines, pollens, food, stingIng insects}):

Patient Health Questionnaire Version 4 (PHQ-4}
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.}

Not at all .Several days Over half the days  Nearly every day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 4] 1 2 3

{A sum of 23 Is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS HEART HEALTH QUESTIONS ABDUT YOU
{Explain *ves” answers af the end of this form. {CONTINUED ) Yes Na
Circle questions i vou don't know the answer.) 9. Do you get light-headed or feel shorter of breath
1. Do you have any concerns that you would llke to than your friends during exercise?
discuss with your provider?

2. Has a provider ever denied or restricted your 10. Have you ever had a selzure?

participation in sports for any reason?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes  No

11. Has any family member or relative died of heart

problems or had an unexpected or unexplained
HEART HEALTH QUESTIONS ABOUT YOU Yes  HNo sudden death before age 35 years {including

4, Have you ever passed out or nearly passed out drowning or unexplained car crash)?

3. Do you have any ongoing medical issues or
recent iliness?

during or after exercise?

12. Does anyone In your famlly have a genetic heart
problem such as hypertrophic cardiomyopathy
{HCM), Marfan syndrome, arrhythmogenlc right

5. Have you ever had discomfort, pain, tightness,
or pressure In your chest during exerclse?

6. Does your heart ever race, flutter In your chest, or ventrleular cardlomyopathy {ARVC), long QT
skip beats (Irregular beats) during exerclse? syndrome (LQTS), short QT syndrome (SQTS),

7. Has a doctor ever told you that you have any Brugada syndrome, or catechalaminergic poly-
heart problems? morphic ventricular tachycardia {CPVT)?

8. Has a doctor ever requested a test for your
heart? For example, electrocardiography (ECG}
or echocardlography.

13. Has anyone in your family had a pacemaker or
an implanted defibrillator before age 357




BONE 8L JOINT QUESTIONS

14. Have you ever had a stress fracture oran Injuryto a
bone, muscle, ligament, Joint, or tendon that caused
you to miss a practice or game?

No

15. Do you have a bone, muscle, ligament, or joint Injury
that bothers you?

MEDICALQUESTIONS

16. Do you cough, wheeze, or have difficulty
breathing during or after exerclse?

No

17. Are you missing a kldney, an eve, a testicle
{males), your spleen, or any other organ?

18. Do you have groin or testicle pain or a painful
bulge or hernia in the groin area?

19. Do you have any recurring skin rashes or rashes
that come and go, Including herpes or
methiclllin-resistant Staphylococcus aureus
{(MRSA)?

20. Have you had a concussion or head Injury that
caused confusion, a prolonged headache, or
memeory problems?

21, Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable
to move your arms or legs after being hit or
falling?

22. Have you ever become ill while exercising in the
heat?

FEDICAL QUESTIONS [CONTINUED )
25. Do you worry about your weight?

No

26. Are you trylng to or has anyone recommended
that you gain or lose welght?

27. Are you on a speclal diet or do you avold
certain types of foods ar food groups?

28. Have you ever had an eating disorder?
FEMALES ONLY

29, Have you ever had a menstrual period?

No

30. How old were you when you had your first
menstrual period?

31. When was your most recent menstrual period?

32. How many pericds have you had in the past 12
months?

Explain “Yes"” answers here:

23. Do you or does someone in your famlly have
sickle cell tralt or disease?

24. Have you ever had, or do you have any problems
with your eyes or vision?




AT

PREPARTICIPATION PHYSICAL EVALUATION | Ohio High School Athletic Association — 2023 ~ 24

ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name:_ Date of birth:

1. Type of diszbilizy:

2. Date of disability:

3. Classification (if available):

4. Cause of disabllity {birth, disease, injury, or other}:

5. List the sports you are playing:

6. Do yvou regularly use a brace, an assistive device, or a prosthetic device for daily activities?

7. Do you use any speclal brace or assistive device for sports?

8. Do you have any rashes, pressure sores, or other skin jiroblems?

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

10. Do you have a visual impalrment?

11. Do you use any special devices for bowel or bladder function?

12, Do you have burning or discomfort when urinating?

13, Have you had autonomic dysreflexia?

14. Have you ever been diagnosed as having a heat-related (hyperthermia| or cold-related (hypothermia) iliness?

15, Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlied by medication?

Explaln “Yes” answers here:

Please Indicate whether you have ever had any of the following conditions:

Atlantoaxial Instability

Yes

No

Radiographle (x-ray) evaluation for atlantoaxial Instability

Dislocated Joints {more than one}

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporosls

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in leys or feet

Weakness in arms or hands

Weakness in IeEs or feet

Recent change In coordination

Recent change In ability to walk

Spina bifida

Latex allergy

Explain "Yes” answers here:

I he_reby state that, to the best of my knowledge, my a.;swers to the questions on this form are complete and correct.

Signature of athlete:
Signature of parent or guardian:

Date:

© 2019 American Academy of FamHy Physicians, American Acedemy of Pedlatrics, American College of Sports Medicine, Americon Medical Society for Sports Medicine, American
Orthopaedic Soclety for Sports Medicine, and American Osteopathic Academy of Sports Medicine, Permission Is granted to reprint for noncormimercial, educationol purposes with

ucknowledgment.
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PREPARTICIPATION PHYSICAL EVALUATION - Ohio High School Athletic Association — 2023-2024

PHYSICAL EXAMINATION FORM

Name: B — Dateof Birth: Grade In School: ==

PHYSICIAN REMINDERS

1. Conslder additional questions on more-sensitive |ssues.
s Do you feel stressed out or under a lot of pressure?
» Do you ever feel sad, hopeless, depressed, or anxlous?
= Do you feel safe at your home or residence?
» Have you ever trled cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
= Durlng the past 30 days, did you use chewing tobacco, snuff, or dip?
» Do you drink aleohol or use any other drugs?
¢ Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
« Have you ever taken any supplements to help you gain or lose welght or improve your performance?
= Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms {Q4-Q13 of History Form).

Height: Weight:

BP: / ( 7/ ) Pulse: Vislon: R 20/ L 20/ Carmected: DY ON

MEDICAL NORMAL  ABNORMALFINDINGS
Appearance

« Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperfaxity,
myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
= Pupils equal
* Hearing

Lymph nodes

Heart*
= Murmurs {auscultation standing; auscultation supline, and & Valsalva maneuver)

Lungs

Abdomen

Skin
¢ Herpes simplex virus (HSV), leslons suggestive of methiclliin-resistant Staphylococcus aureus (MRSA), or
tinea corporls

Neurological
MUSCULOSKELETAL NORMAL | ABNORMAL FINDINGS

Neck

Back

Shoulder and arm

Eibow and forearm

Wrist, hand, and fingers

Hip and thigh

Knee

Leg and ankle

Foot and toes

Functlonal
¢ Double-leg squat test, single-leg squat test, and box drop or step drop test

*Conslder electrocardiography (ECG), echocardiography, referral to a cardiclogist for abnormal cardlac history or examination findings, or a combi-
nation of those.

Name of health care professional {print or type): __Date:
Address; Phone: . —

Signature of health care professional: ) o MD, DO, DC, NP, or PA

© 2019 American Academy of Famlly Physiclans, American Academy of Pediatrics, American Callege of Sports Medicine, Americon Medicol Soclety for Sports Medicine,
American Orthopoedic Sadlety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission Is granted to reprint for noncommerclal, educa-
tional purposes with acknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION | OHIO HIGH SCHOOL ATHLETIC ASSOCIATION - 2023-2024

MEDICAL ELIGIBILITY FORM

Name; — = = ~ pateofBirth: — Gradein School:

Medically ellgible for all sports without restrictlon

Medically eligible for all sports without restriction with recommendatlons for further evaluation or treatment of

o Medlcally eligihle for certain sports

o Not medlcally eligible pending further evaluation
o Not medically ellgible for any sports

Recommendations:

| have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings is on record in my office and can be made available to the school at the request of the parents. If conditions
arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professional {print or type): Date of Exam:
Address: Phone: -
Signature of health care professlonal: - — ., MD, DO, DC, NP, ar PA

SHARED EMERGENCY INFORMATION

Allergles:;

Medlcations: _—

Other Informatlon: S _

Emergency contacts:

© 2019 Americon Academy of Family Physicians, American Acodemy of Pediptrics, American College of Sports Medicine, American Medicol Soclety for Sports Medicine,
American Orthopoedic Soclety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint far noncommercial, educa-
tiona! purposes with ocknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION | 2023-2024

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 | 2023-2024

| hereby authorize the release and disclosure of the personal health information of _ {"Student"), as described below, to
o {"School").

The Information described below may be released to the School principal or assistant princlpal, athletlc director, coach, athletic trainer, physical education
ieacher, school nurse or other member of the School's administrative staff as necessary to evaluate the Student's eligibllity to particlpate In school sponsored
activities, Including but not limited to Interscholastic sports programs, physical educatlon classes or other classroom activitles.

rersonal health Information of the Student which may be released and disclosed includes records of physical examinations performed to determine the
Student's eligibility to particlpate in school sponsared activities, including but not limited to the Pre-participation Evaluation form or other similar document
required by the School prior to determining eligibility of the Student to participate in classroom or other School sponsored activitles; records of the
evaluation, diagnosis and treatment of Injuries which the Student incurred while engaging In school sponsored activitles, Including but not limited to practice
=gsslons, tralning and competition; and other records as necessary to determine the Student's physical fitness to participate in school sponsored activities.

The personal health information described above may be released or disclosed to the School by the Student's personal physiclan or physicians; a physiclan or
other health care professional retained by the School to perform physical examinatlions to determine the Student's eligibllity to participate in certaln school
sponsored activities or to provide treatment to students injured while participating in such activities, whether or not such physiclans or other health care
professionals are paid for their services or volunteer thelr time to the School; or any other EMT, hospital, physician or other health care professional who
evaluates, diagnoses or treats an Injury or other condition incurred by the student while participating in school sponsored activities.

t understand that the School has requested this authorization to release or disclose the personal health informatlon described above to make certain
declslons about the Student's health and abllity to participate in certain school sponsored and classroom activities, and that the School is a not a health care
provider or health plan covered by federal HIPAA privacy regulations, and the Information described below may be redisclosed and may not continue to be
protected by the federal HIPAA privacy regulations. | also understand that the School Is covered under the federal regulations that govern the privacy of
sducational records, and that the personal health informatlon disclosed under this authorization may be protected by those regulations,

| also understand that health care providers and health plans may not condition the provision of treatment or payment on the signing of this authorization;
however, the Student's participation In certaln school sponsored activities may be conditioned on the signing of this authorlzatlon.

| understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by a health care provider in reliance
on this authorization, by sending a written revocation to the school principal (or deslgnee) whose name and address appears below.

Name of Principal: ___

School Address:

This authorization will expire when the student is no longer enrolled as a student at the school.

NOTE: 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.

Student’s Signature Birth date of Student, including year

Name of Student's personal representative, if applicable

i am the Student's {check one): Parent Legal Guardlan {documentation must be provided)

Signature of Student's personal representative, if applicable - Date

A copy of this sizned form has been provided to the student or his/her personal representative




PREPARTICIPATION PHYSICAL EVALUATION | 2023-2024

2023-2024 Ohlo High School Athletic Assoclation Eliglbllity and Authorization Statement
Thls document Is to be signed by the participant from an OHSAA member school and by the participant’s guardian

I have read, understand and acknowledge recelpt of the OHSAA Student Ellziblllty Gulda and Checklist
[ : . ityGuideHS.pdf) which contains a summary of the ellgibflity rules of the
-’Ihlo High School Athletlc Assomatlon | understand that a copy of the OHSAA Handbook is on file with the principal and athletic adminlistrater and that | may
review It, In Its entirety, if | so choose. All OHSAA bylaws and regulations from the Handbook are also posted on the OHSAA webslte at ohsaa.org.
1 understand that an OHSAA member school must adhere to all rules and regulations that pertain to the Interscholastic athletics programs that the school
sponsors, but that local rules may be more stringent than OHSAA rules.

| understand that participation in interscholastic athletics Is a privilege not a right.

Student Code of Responsibliity
As a student athlete, | understand and accept the following responsibllities:

¢ | will respect the rights and beliefs of others and wlll treat others with courtesy and consideration.

¢ | will be fully responsible for my own actlons and the consequences of my actlons.

¢ | will respect the property of others.

¢ | will respect and obey the rules of my school and laws of my community, state and country.

¢ | will show respect to those who are responsible for enforcing the rules of my school and the laws of my community, state and country.

¢ | understand that a student whose character or conduct vlolates the school’s Athletic Code or School Code of Responsibility is not in good
standing and is ineligible for a perlod as determined by the principal.

Informed Consent — By its nature, participation in Interscholastic athletles Includes risk of injury and transmisslon of infectious disease such as HIV and
Hepatltis B. Although serious injuries are not commaon and the risk of HIV transmission is almost nonexistent in supervised school athletic programs, It is
impossible to eliminate all risk. Participants have a responsibllity to help reduce that risk. Participants must obey all safety rules, report all physical and
lygiene problems to thelr coaches, follow a proper conditioning program, and inspect their own equipment daily. PARENTS, GUARDIANS OR STUDENTS
WHO MAY NOT WISH TO ACCEPT RISK DESCRIBED IN THIS 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,

e | understand that In the case of injury or lliness requiring treatment by medical personnel and transportation to a health care facllity, that a
reasonable attempt will be made to contact the parent or guardlan In the case of the student-athlete belng a minor, but that, if necessary, the
student-athlete will be treated and transported via ambulance to the nearest hospital.

s | consent to medical treatment for the student following an Injury or lliness suffered during practice and/or a contest.

e To enable the OHSAA to determine whether the hereln named student is eligible to participate in interscholastic athletics In an OHSAA member
school, | consent to the release to the OHSAA any and all portlons of school record files, beginning with seventh grade, of the herein named
student, specifically including, without limiting the generality of the foregoing, birth and age records, name and resldence address of parent{sjor
guardian(s), enrollment documents, financial and scholarship records, resldence address of the student, academlc work completed, grades received
and attendance data.

s | consent to the OHSAA’s use of the herein named student's name, llkeness, and athletic-related information In reports of contests, promotional
literature of the Assoclation and other materials and releases related to interscholastic athletics.
| understand that if | drop a class, take course work through College Credit Plus, Credit Flexibility or other educational eptlens, this action could
affect compliance with OHSAA academlc standards and my eligibility. | accept full responsibility for compliance with Bylaw 4-4, Scholarship, and
the passing five credit standard expressed therein.

¢ lunderstand all concussions are potentially serlous and may result in complicatlons Including prolonged brain damage and death If not recognized
and managed properly. Further | understand that If my student is removed from a practice or competition due to a suspected concusston, 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 another health care
provider working under the supervision of a physician will be required In order for the student to return to participation.

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

¢ | have read and signed the Ohio Department of Health’s Sudden Cardlac Arrest Informatlon Sheet and have retalned a copy for myself.

By signing this we acknowledge that we have read the above Information and that we consent to the hereln named student’s particlpation.
*Must Be Signed Before Physical Examination

Student’s Signature Birth Date Grade in School Date

~arent’s or Guardian’s Signature Date



Ohio Department of Health Concussion Information Sheet
For Interscholastic Athletics

Dear Parent/Guardian and Athletes,

This information sheet is provided to assist you and your child in recognizing the signs and symptoms of a concussion. Every
athlete 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 is very important your athlete return to normal activities slowly, so he/she does not do more

damage to his/her brain.
What Is a Concusslon?

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 fall or hit that jars the brain. A blow elsewhere on the
hody can cause a concussion even if an athlete does not hit
his/her head directly. Concussions 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 to be “knocked out” to have a concussion.

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

Slgns Observed by Parents of Guardians

Appears dazed or siunned.

Is confused about assignment or position.
Forgels plays.

Is unsure of game, score or opponent,

Moves clumsily.

Answers questions siowly.

Loses consciousness (even briefly).

Shows behavior or personalily changes (iritabilily.
sadness, nervousness, feeling more emotional).
& Can’t recall events before or affer hit or fall.

Symptoms Reported by Athlete

+ Any headache or "pressure” in head. (How badly it hurts
does not matter.)

Nauses or vomiting.

Balance problems or dizziness.

Double or blurry vision.

Sensitivity to light and/or noise

Feeling sluggish, hazy, foggy or groggy.
Concentration or memory problems.
Confusion,

Does not ‘feel night”

Trouble falling asleep.

Sleeping more or less than usual.

> & @ > S & & b
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Be Honest

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 retum to sports before they are ready. It is better
to miss one game than the entire season... or risk permanent
damage!

Ohio

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 athlefe should return lo activity on the same day
he/she gels a concussion.

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

¢ Parenis and coaches should never pressure any
athlete to return to play.

The Dangers of Returning Too Soon

Returning to play too early may cause Second Impact
Syndrome (SIS} or Post-Concussion Syndrome (PCS).
SIS occurs when a second blow to the head happens
before an athlete has completely recovered from a
concussion. This second impact causes the brain to
swell, possibly resulting in brain damage, paralysis, and
even death. PCS can occur after a second impact. PCS8
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 school 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 concussion upsets the way
the brain normally werks and causes it to work longer
and harder to complete even simple tasks. Activities that
require cencentration and focus may make symptoms
worse and cause the brain to heal slower. Studies show
that children’s brains take several weeks to heal following
& concussion.

DHID INJURY PREVENTION

DepartméontofHealth _ ___ PARTNERBHIP
Bidicy and idveciey Aclion Group
http://www.healthy. vipp/child lay/concussion

Baw A0 12



Returning to Daily Actlvities

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 daytime 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, computer, 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 blow 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 only half-days, at first.
This should be done under the supervision of a
qualified health care professional.

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

&a. Increassd problems paying altention.

b. Increased problems remembering or learning new
information.

¢. Longer time needsd fo complete tasks or assignmenis.
d. Grealer iriftablifty and decreased abilily fo cope with
slress.

8. Symploms worsen theadache, tiredness) when doing
schoolwork.

3. Be sure your child takes multiple breaks during study
time and watch 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 website.

ﬂmum.
ODH Violence and Inpry Prevantion Program

Brain Injury Association of America
www.blausa.org/

.

Returning to Play

1. Retuming to play is specific for each person, depending on
the sport. Starting 4/26/13, Ohic law requires writfen
permission from a health care provider before an athlele can
retum to 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.

2. 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).

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 activity 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 rest
and with moderate exercise.*

Sample Activity Progression®*

Step 1: Low levels of non-coniact physical activily,
provided NO SYMPTOMS return during or after activily.
(Examples: walking, light jogging, and easy siationary
biking for 20-30 minufes).

Step 2: Moderatle, non-contact physical activily, provided
NO SYMPTOMS return during or after activity.
(Examples: moderate jogging, brief sprint running,
moderate stationary biking. light calisthenics, and sport-
specific drills without conlact or collisions for 30-45
minufes).

Stap 3: Heavy. non-contact physical activity, provided
NO SYMPTOMS return during or after acltivity.
(Examples. extensive sprint running, high intensity
slationary biking. resistance exercise with machines and
free weights, more infense non-contact sporfs specific
drills, agitity training and jumping drills for 45-60
minutes).

Step 4: Full contact in controlled 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 agaln after a 24
hour rest perlod.

child/returntoplay/concussion
Rov. 09,16

http://www.healthy.ohio.gov/vi



Ohio Department of Health Concussion Information Sheet
For Interscholastic Athletics

| have read the Ohio 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
occeur.

Athlete Date

Athlete Please Print Name

Parent/Guardian Date

Ohio

Department of Health

Rev. .18



Sudden Cardiac Arrest and Lindsay’s Law

Parent/Athlete Signature Form “‘\
What is Lindsay’s Law? Lindsay’s Law is about Sudden Cardiac Arrest (SCA) in youth athletes. It covers all athletes 19 years or younger
who practice for or compete in athletic activities. Activities may be organized by a school or youth sports organization,

Which youth athletic activities cre included In Lindsay’s faw?
»  Athletics at all schools In Ohio [public and non-public)
»  Any athletic contest or competition sponsored by or associated with a school
¢ Allinterscholostic athletics, Including all practices, interschoo! practices and scrimmages
« Allyouth sports organizations
+ Allcheerleading and club sports, including noncompetitive cheerleading

What is SCA? SCA is when the heart stops beating suddenly and unexpectedly. This cuts off blood flow to the brain and other vital
organs. People with SCA will die if not treated immediately. SCA can be caused by 1) ¢ structural issue with the heart, OR 2) an heart
electricol problem which controls the heartbeat, OR 3) o situation such as o person who is hit In the chest or a gets a heart Infection.

What is a warning sign for SCA? If a family member died suddenly before age 50, or a family member has cardlomyopothy, long QT
syndrome, Marfan syndrome or other rhythm problems of the heart.

What symptoms are a warning sign of SCA? A young athlete may have these things with exerclse:
¢ Chest pain/discomfort
«  Unexplained falinting/near fainting or dizziness
« Unexplained tiredness, shortness of breath or difficulty breathing
«  Unusually fast or racing heart beats

What hoppens if an athlete experiences syncope or fointing before, during or after a practice, scrimmage, or competitive
play? The couch MUST remove the youth athlete from activity immediately. The youth athlete MUST be seen and cleared by o health core
provider before returning to activity. This written clecrance must be shared with a school or sports official.

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

Who can evaluate and clear youth athletes? A physician (MD or DOJ, a certified nurse practitioner, a clinical nurse specialist,
certified nurse midwife. For school athletes, a physiclan’s assistant or licensed athletic trainer may also clear a student. That person
may refer the youth to another health care provider for further evaluotion.

What is needed for the youth athlete to return to the activity? There must be clearance from the heaith care provider In writing.
This must be given to the cooch and school or sports official before return to activity.

All youth athletes and their parents/guardions must review information about Sudden Cardiac Arrest, then sign and return this form.

Parent/Guardian Signature Student Signature
Parent/Guardian Name (Print) Student Name (Print)
Date Date
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