KINGSPORT CITY SCHOOLS ATHLETIC MEDICAL AUTHORIZATION FORM

Dobyns-Bennett High School

_

John Sevier Middle School

_

Ross-N-Robinson Middle School

EMERGENCY lNFORMATION

Sex:
Date of Birth:

__J__J_

M_

F_

Grade(2019-2020):_

Home Phone #:

Age:

Email Address:

Home Address:

Mothe/s Name:

Mother's Cell #

Mothe/s Work

Fathe/s Name:

Fathe/s Cell #

Fathe/s Work #

#

Another Person to Contact:
Relationship:

Home Phone #:

Cell Phone #

lnsurance Name:
Policy and Group Numbers:

Student's Physician/Phone Number:
ATLERGIES:

MEDICATIONS:
HEALTH PROBTEMS:

Permission for Attending Athletlc Events/Tdps
I give consent for my child to attend all school related athletic events^rips for which he/she is eligible to attend.
Legal/Parent Consent
l/We hereby give consent for (athlete's name)
to reDresent KinssDort Citv Schools in athletics
realizing that such activity involves potential for injury. l/We acknowledge that even with the best coaching, the most advanced equipment, and
strict observation of the rules, injuries are still possible. On rare occasions these injuries can be severe and result in disability, paralysls, and
even death. t/We further grant permission for school employees, any medical provider, any Athletic Trainer, any Physical Therapist and/or
any Paramedic/EMT to p€rform screenings/testing, render aid, treatment, medical, or surgical care as deemed appropriate for the health
and well being of the student athlete named above during or resultlng from participation ln athletics. I give consent for participation in
screenings, examinations, and testing deemed appropriate.
As parent or legal Guardian, l/We remain fully responsible for any medical expenses that occur,
{Parent/Guardian Signature, Date)
Permission for Over-the-@unter Medications/Medical Supplies Provided by Dobyns-Bennett Athletics
I give my permission for the Dobyns-Bennett Athletic Trainer to administer and/or assist my child
medications on the Athletic Training Room Medical Supply List: (List provided on request).
(

with the self-administration of any

Parent/Guardian Signature, Date)

Permisslon for Prescrlption and All Other Over-the-Counter Medications
Any over-the-counter medication not on the previously mentioned list must have a medical provider order and be in the original pharmacylabeled, unopened container with original label listing the ingredients. The student's name must be written on the container.

I give my permission for authorized school personnel to assist with the self-administration of prescription and all other over-the counter
medications to my child:
(

**I**
*NOTE:

Parent/Guardian Signature, Date)

PLEASE INCLUDE A PHOTOCOPY OF THE INSURANCE CARD W|TH THIS FORM

*****

ADDITIONAL FORMS WILL NEED TO BE COMPLETED lF STUDENT TAKES MEDICATION FOR ASTHMA OR AIIERGIES.
CALT SCHOOT CLINIC FC,R THE APPROPRTATE FORMS.

Kingsport City Schools Athletic Medical Authorization Form: 2l05;2/07;3/O8;3/LO;3/Lt;21t2;21t4;LlL5;31L6;6/t7;21t9

Kingsport City Schools

Student-Athlete & Parent/Legal Guardian_Cardiac/Concussion Acknowledgement Form
Concussion Statement

Student -Athlete Name:
Parent/Legal Guardia n Name(s):

After reading the informational material provided to you by Kingsport City Schools please initial beside each statement as verification that you have
read and agree to each of the statements. Must be Sisned and Returned to school or community youth athletic activity prior to participation in
practice or play.
Student-Athlete lnitials

Parent/Legal Guardian lnitials
A concussion is a brain injury which should be reported

to my parents, coach(es), or

a

medical professional if one is available.
to perform everyday activities as well as reaction
time, sleep, the ability to think, balance, and classroom performance.
A concussion cannot be "seen". Some symptoms might be present right away. Other
symptoms can show up hours or days after a head iniury.
I will tell my parents, my coach(es), and/or a medical professional* about my injuries
and illnesses.
I will not return to play in a game or practice if a hit to my head or body causes any
concussion related svmptoms.
lf I think a teammate has a concussion I should tell my coach(es), parents, or medicol
professionol.*
A concussion can affect the ability

N/A
N/A
N/A

I /my child will need written permission from a heolth core provider** to return to play
or practice after a concussion.
l/my child will follow the return to play protocol under the supervision of a medical
professional* trained in concussion management
Most concussions take days or weeks to get better. A more serious concussion can last
for months or lonser.
After a bump, blow or jolt to the head or body an athlete should receive immediate
medical attention if there are any danger signs such as loss of consciousness, repeated
vomitins or a headache that sets worse.
After a concussion the brain needs time to heal. I understand that I am/my child is
more likely to have another concussion to more serious brain injury if they return to
practice or play before symptoms go away,

Sometimes repeat concussions can cause serious and long-lasting problems and even
death.
I have read the concussion symptoms on the Concussion lnformation Sheet.

*MgClcolplslessio4g!: Ceftilied Athletic Troiner, Licensed Nurse Proctitioner, Physicion's Assistont, Medicol Doctor or Osteopathic Physicion.
**Heofth core provider: Tennessee licensed Medicol Doctor, Osteopothic Physicion or o Clinicol Neuropsychologist with concussion troining.

Signature of Stude nt-Athlete

Date

Signature of Parent/Legal Guardian

Date

Cardiac Statement

After reoding the informationol moteriol provided to you by Kingsport City Schools pleose sign the ocknowledgement stqtement as verificotion thot
you have reod and ogree to the informotion provided. Must be Signed and Returned to school or community youth athletic activity prior to
participation in practice or play.
I have reviewed and understand the symptoms and warning signs of Sudden Cardiac Arrest.

Signature of Student-Athlete

Print Student-Athlete's Name

Date

Signature of Parent/Guardian

Print Parent/Guardian's Name

Date

I

PnepRnTICIPATIoN PHysIcnI EveLUATIoN

HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician shoutd keep this form in the chaft.)
Date of Exam
Name

Date of birth

Sex_Age_Grade_school

Sport(s)

Medicines and Allergiesi Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any

allergies? tr Yes

tr Medicines

tr No lf yes, please identify specific allergy below.
tr Pollens
tr Food

tr

Stinging lnsects

Explain "Yes" answers below. Circle questions you don,t know the answers to,

1

.

2.

Has a doctor ever denied or restricted your participation in sports lor
any reason?

26. D0 you cough, wheeze, or have difficulty breathing during or
after exercise?

D0 you have any ongoing medical conditions? lf so, please identily

27. Have you ever used an inhaler or taken asthma medicine?

below:
other:

fl

Asthma

E

E

Anemia

Diabetes

E

28. ls there anyone in your family who has asttlma?

tnfections

29. Were you born without or are you missing a kidney, an eye, a testicle

3.

Have you ever spent the night in the hospital?

4.

Have you ever had surgery?

5.

Have you ever passed out or nearly passed out DURING 0r
AFTER exercise?

6.

Have you ever had discomfort, pain, tightness, or pressure in your

(males), your spleen, or any other organ?

30. Do you have groin pain or a painful bulge 0r hernia in the groin area?
31. Have you had infectious mononucleosis (mono) within the last month?
32. Do you have any rashes, pressure sores, or other skin problems?
33. Have you had a herpes or MRSA skin infection?
34. Have you ever had a head iniury or concussion?

chest during exercise?

7. Does your heart ever race or skip beats (irregular beats) during exercise?
8.

Has a doctor ever told you that you have any heart problems? lf so,

check all that apply:
High blood pressure

E
E
E

9.

High cholesterol

E
E

Kawasaki disease

other:

35. Have you ever had a hit 0r blow to the head that caused conlusion,
pr0longed headache, or memory problems?

36, Do you have a history ot seizure disorder?

37.

A heart inlection

38. Have you ever had numbness, tingling, or weakness in your arms or

Has a doctor ever ordered a test for your

0.

(For example, ECGi/EKG,

39.

2.

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

Do you get more

tired 0r short of breath more quickly $an your friends

durinq exercise?

I

3.

Has any

Have you ever been unable

to move your arms or legs after being hit

or falling?

11, Have you ever had an unexplained seizure?
1

with exercise?

legs after being hit or falling?

heafl

echocardiogram)
1

D0 you have headaches

Aheartmurmur

family member or relative died of heart problems or had an

unexpected or unexplained sudden death before age 50 (including
drowning, unexplained car accident, or sudden infant death syndrome)?

14. Does any0ne in your family have hypertrophic cardiomyopathy, Marfan
syndrome, arrhythmogenic right ventriculil cardiomyopathy, long QT
syndrome, short QT syndrome, Brugada syndrome, 0r.catecholaminergic
polymorphic ventricular tachycardia?
15. Does anyone in yourfamily have a heart pr0blem, pacemaker,0r

40.

Have you ever become ill while exercising in the heat?

41.

Do you get

42.

Do you or someone in your

43.

Have you had any problems

44.

Have vou had anv eve iniuries?

45.

D0 you wear glasses or contact lenses?

frequent muscle cramps when exercising?
family have sickle cell trait or disease?
with your eyes 0r vision?

46. Do you wear protective eyewear, such as goggles or a face shield?

47.

Do you

worry about your weight?

48. Are you trying to 0r has anyone recommended that you gain or
lose weight?

49. Are you on a special diet or do you avoid certain types oI foods?
50. Have you ever had an eatinq disorder?
51. Do you have any concerns that you would like t0 discuss with a doctor?

implanted def ibrillator?
'16. Has anyone in your family had unexplained fainting, unexplained
seizures, or near drowning?

52. Have you ever had a menstrual period?
53. How old were you when you had your first menstrual period?

1

7.

Have you ever had an iniury t0 a bone, muscle, ligament, or lendon
that caused you to miss a praclice or a game?

54. How many periods have you had in the last 12 months?

Explain'yes' answers

here

18. Have you ever had any broken 0r lractured bones 0r dislocated joints?
19. Have you ever had an injury that required x+ays, MRl, CT scan,
iniections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress Jracture?
21. Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? (Down syndrome 0r dwarfism)

22.

Do you regularly use a brace, ortholics, 0r

23.

Do you have a bone, muscle, 0r

24.

Do any of your ioints become painful, swollen,

25.

Do you have any history 0f juvenile

ofier assistive device?

joint injury that bothers you?
leel warm, or look red?

arthritis or Qonnective tissue disease?

I hereby state that, to the best of my knowledge, my answers
Siqnature of athlete

!o the above questions are complete ahd correct.

Signature ol parenvguardian

Date

9-2681/0410

I PREPARTICIPATIoN PHYSICAL EVALUATIoN
PHYSICAL EXAMINATION FORM
Name

Date of birth

PHYSICIAil REMI]IDEBS
1.

Consider additional queslions 0n more sensitive lssues
Do you ,eel stressed out or under a lot of pressure?
D0 you ever feel sad, hopeless, depressed, or anxious?
D0 you leel safe at your home or residence?
Have you ever tried cigarettes, 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 other drugs?
Have you ever taken anabolic steroids or used any other perlormance supplement?
Have you ever taken any supplemenb to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?

2.

Consider reviewing questions 0n cardiovascular symptoms (questions 5-1 4).

.
.
.
.
.
.
.
.
.

Height

E Male E

Weisht
(

BP

)

Pulse

Vision

20t

Female

L20l

Conected

trY

trN

Appearance
Marlan stigmata (kyphoscoliosis, high-arched palate, pectus excavafum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiencv)

.

EyevearYnose/hroat

.
.

Pupils equal
Hearino

Lvmoh nodes

Heart'

.
.

Murmurs (auscullaton standing, supine, +/-Valsalva)
Location 0t ooint 0f maximal imoulse PM[}

Pulses
Simultaneous femoral and radial pulses

.

Lungs
Abdomen
Genitourinary (males only)b
Skin

.

HSV,

lesions suqqestive of MRSA, tinea corooris

Neurolooic"

Neck
Back
Shoulder/arm

Elbodforearm
Wrisvhand/fingers
Hiplthish
Knee

Leg/ankle
Foot/toes
Functional
Duck-walk, sinqle leo hop

.

aoonsider ECG, echocardiogram, and referal to cardiology tor abnormal
cardiac history or exam.
rconsider GU exam if in private setting. Having third party present is recommended.
.C0nsider cognitive evaluation or baseline neuropsychiatric testiflg
if a history ol significant concussion.

tr
tr
tr

Cleared for all sports

without restriction

Cleared for all sports

wihout restiction with recommendations for furher evaluation 0r teatment tor

Notcleared

tr
tr
tr

Pendinq turther evaluation
For any sports
For certain sports
Reason

Recommendations

participate in the sport(s) as outlined above, A copy of the physical exam is on record in my oflice and can be made ivailable to the school at the request ol the parents. ll condiexplained to lhe athlete (and parents/guardians).
Name of physician (prinvtype)

Address
Signafure of physician

HE0503

MD or

D0

9-2681/0410

Kingsport City Schools

Student-Athlete & Parent/Legal Guardian Cohcussion lnformation
(Adapted from CDC "Heads Up Concussion in Youth Sports")
Public Chapter 148, effective January t, 2OL4, requires that school and community organizations sponsoring youth
athletic activities establish guidelines to inform and educate coaches, youth athletes and other adults involved in
youth athletics about the nature, risk and symptoms of concussion/head injury.
Read and keep this page.
Sign and return the Student-Athlete & Parent/Legal Guardian Cardiac/Concussion Acknowledgement Form

'

A concussion is a type of traumatic brain injury that changes the way the brain normally works. A concussion is
caused by a bump, blow or jolt to the head or body that causes the head and brain to move rapidly back and forth.
Even a "ding," "getting your bell rung" or what seems to be a mild bump or blow

to the head can be serious.
Did You Know?

.Most concussions occur without loss of consciousness.
oAthletes who have, at any point in their lives, had a concussion have an increased risk for another concussion.
.Young children and teens are more likely to get a concussion and take longer to recover than adults.

WHAT ARE THE SIGNS AND SYMPTOMS OF CONCUSSTON?
Signs and symptoms of concussion can show up right after the injury or may not appear or be noticed until days or
weeks after the injury.

lf an athlete reports one or more symptoms of concussion listed below after a bump, blow or jdlt to the head or
body, s/he should be kept out of play the day of the injury and until a healthcare provider* says s/he is symptomfree and it's OK to return to play.
SIGNS OBSERVED BY COACHING STAFF

Appears dazed or stunned
ls

confused about assisnment or oosition

Forgets an instruction
ls unsure of game, score or oooonent

Moves clumsilv
Answers questions slowlv
Loses consciousness, even brieflv
Shows mood, behavior or personalitv chanees
Can't recall events prior to hit or fall
Can't recall events ofter hit or fall

SYMPTOMS REPORTED BY ATHTETES
Headache or "pressure" in head
Nausea or vomitine
Balance problems or dizziness
Double or blurrv vision
Sensitivitv to lieht
Sensitivitv to noise
Feeling sluggish, hazy, foggy or groggy

Concentration or memorv oroblems
Confusion
Just not "feeling right" or "feeling down"

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

CONCUSSION DANGER SIGNS

ln rare cases, a dangerous blood clot may form on the brain in a person with a concussion and crowd the brain
against the skull. An athlete should receive immediate medical attention after a bump, blow or jolt to the head or
body if s/he exhibits any of the following danger signs:
.One pupil larger than the other
ols drowsy or cannot be awakened
.A headache that not only does not diminish, but gets worse
oWeakness, numbness or decreased coordination
.Repeated vomiting or nausea
.Slurred speech
.Convulsions or seizures
.Cannot recognize people or places
oBecomes increasingly confused, restless or agitated
.Has unusual behavior
oLoses consciousness (even a brief loss of consciousness should be
taken seriously)

WHY SHOUTD AN ATHLETE REPORT HtS OR HER SYMPTOMS?

lf an athlete has a concussion, his/her brain needs time to heal. While an athlete's brain is still healing, s/he is
much more likely to have another concussion. Repeat concussions can increase the time it takes to recover. ln rare
cases, repeat concussions in young athletes can result in brain swelling or permanent damage to their brains. Ihey
con even be fotal.

Remember:
Concussions affect people differently. While most athletes with a concussion recover quickly arid fully, some will
have symptoms that last for days, or even weeks.
A more serious concussion can last for months or longer.

WHAT SHOUTD YOU DO IF YOU THINK YOUR ATHTETE HAS A CONCUSSION?
lf you suspect that an athlete has a concussion, remove the athlete from play and seek medical attention. Do not
try to judge the severity of the injury yourself. Keep the athlete out of play the day of the injury and until a health
care provider* says s/he is symptom-free and it's OK to return to play.
Rest is key to helping an athlete recover from a concussion. Exercising or activities that involve a lot of
concentration such as studying, working on the computer or playing video games may cause concussion symptoms
to reappear or get worse. After a concussion, returning to sports and school is a gradual process that should be
carefully managed and monitored by a health care professional.

* Health care provider means
neu ropsychologist

a Tennessee licensed medical

with concussion treiining.

dbctor, osteopathic physician or a clinical

Kingsport Gity Schools
Student-Athlete & ParenUlegal Guardian Sudden Gardiac Arrest Synptoms and Warning Signs lnformation Sheet

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

.
.

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

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

.
.

Establish as policy that a youth athlete who has been removed from play shall not retum to the practice or competition during
which the youth athlete experienced symptoms consistent with sudden cardiac arrest
Before returning to practice or play in an athletic activity, the athlete must be evaluated by a Tennessee licensed medical
doctor or an osteopathic physician. Clearance to full or graduated retum to practice or play must be in writing.

What is sudden cardiac arrest?
Sudden cardiac anest (SCA) is when the heart stops beating, suddenly and unexpectedly. When this happens, blood stops flowing to
the brain and other vital organs. SCA doesn't just happen to adults; it takes the lives of students, too. However, the causes of sudden
cardiac anest in students and adults can be different. A youth athlete's SCA will likely result from an inherited condition, while an adult's
SCA may be caused by either inherited or lifestyle issues.
SCA is NOT a heart attack. A heart attack may cause SCA, but they are not the same. A heart attack is caused by a blockage that
stops the flow of blood to the heart. SCA is a malfunction in the heart's electrical system, causing the heart to suddenly stop beating.

How common is sudden cardiac arrest in the United States?
SCA is the #1 cause of death for adults in this country. There are about 300,000 cardiac arests outside hospitals each year. About
2,000 patients under 25 die of SCA each year. lt is the #1 cause of death for student athletes.

Are there warning signs?
Although SCA happens unexpectedly, some people may have signs or symptoms, such as:

o
o
o
.
.
.

fainting or seizures during exercise;
unexplained shortness of breath;
dizziness;
extreme fatigue;
chest pains; or
racing heart.

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

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

Adapted from PA Department of tlealth: Sudden Cqrdiac Arrest Symptoms and Warning Signs lnformation Sheet and Acknowledgement of Receipt
and Review Form.7/2013

