TO SCHEDULE
AN APPOINTMENT
PLEASE CALL:
937-392-4318 x.234

Dear Athletic Directors and Coaches of Student Athletes,

The Ohio High School Athletic Association (OHSAA) requires annual physicals for
students participating in school sponsored athletic events. Dr. Charles Miller in
cooperation with Advanced Regional Therapy will be providing physicals free of
charge for the 2011-2012 school year. Physicals will be offered for athletes on
August 10, 2011. The physicals will start promptly at 3:00 pm. Please advise your
students of this opportunity. The physical offered will include Orthopedic and
general examinations, height and weight check, pulse and blood pressure checks.

Dr. Charles Miller from Wellington Orthopedics and Therapists from Advanced
Regional Therapy will be performing the Physicals. Therapists will also be
available to answer any questions regarding injury prevention, conditioning, sports
bracing needs or any other questions the students may have. All physicals will
take place at Advanced Regional Therapy (ART) located in the lower tevel of Ohio
Valley Manor.

Athletes, who are under 18 years of age, must bring the enclosed consent form
signed by a parent or guardian if they will be seen without their parent or guardian
present. There will be no exceptions. Please advise students to call and
schedule their appointment. If you have any questions, please feel free to call the
Therapy department at 937-392-4318 Ext. 234.

Please be advised that free screenings are also available by Physical Therapists
throughout the year for those athletes that become injured, or develop pain during
the sports season.



Dear Parents and Student Athletes,

The Ohio High School Athletic Association (OHSAA) requires annuat physicals for
students participating in school sponsored athletic events. Physicals for the 2011-2012
school year will be offered for athletes on August 10, 2011. The physicals will start
promptly at 3:00 pm and will run approximately until 5:30 pm. Please call to schedule
your appointment. The physicals offered will include Orthopedic and general
examinations, height and weight check, pulse and blood pressure checks.

Dr, Charles Miller from Wellington Orthopedics and Therapists from Advanced Regional
Therapy will be performing the Physicals. Therapists will also be available to answer
any questions regarding injury prevention, conditioning, sports bracing needs or any
other questions you may have. All physicals will take place at Advanced Regional
Therapy (ART) located in the Lower level of Ohio Valley Manor. Please park in the
South lot near the lower level of the facility.

Athletes, who are under 18 years of age, must bring a sighed consent form if being
seen without a parent or guardian. There will be no exceptions. If you have any
questions, please feel free to call the Therapy department @ 937-392-4318 Ext. 234.

Dr. Charles Miller and Advanced Regional Therapy will be providing these services free
of charge. Free screenings are also available by Physical Therapists throughout the
year for those athletes that become injured, or develop pain during the sports season.

Sincerely,

wondenns,, T

hannon Turner, PT
Rehabilitation Clinical Manager



Physical Examination Consent Form

I am the legal guardian of , whois a

student of School. I hereby authorize

Dr. Charles Miller and Advanced Regional Therapy to perform a sports pre-participation

physical screening on the above named athlete.

I understand that this is only a physical examination consisting of those components
deemed mandatory by the Ohio High School Athletic Association, for participation in
athletics for the 2011-2012 school year. I understand that this does not constitute a
formal doctor/patient agreement. 1 am aware that therapy personnel from Advanced
Regional Therapy will be assisting Dr. Charles Miller to carry out the physicals. I
authorize the participation of these additional healthcare personnel to assist in and/or
perform parts of the physical. I also understand that this examination is designed to
determine difficulties that may arise as a result of athletic participation and that it is not a

complete physical exam to detect a rare or occult disease.

I have read and understand this acknowledgement form.

Parent/Legal Guardian Signature Date
Witness Signature Date
Address

Home Phone Work Phone
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Name Sex Age Date of Birth

Grade, School $pori(s}

Address _Phone

Personal Physician
In case of emergency, contact: Neme Refationship

Phone {H) w {Celi} {Cell}

Email;

This section is to be carefully completed by the stident and hisfher parent(s) or logal guardian{s) before participation In inferscholastic athletlcs in
order to help detect possible risks.

s
o
o

el Do you cough, wheeze, of have difficulty breathing during or after exerdise?

IEprain "YES" answers Ir the space provided. Clrcle J
P Is there anyone in your family whe has asthma?

guestions you don't know the answer fo.

m Has a doctor ever denled or restriced you participation in Yes o g Have you ever used an Inhater or taken asthma medicing?
sporis for any reason? 0 0O EEWere you born withoul or are you missing a kidney, an eve, a lesticte, or
Do you have an ongolng medical condition (like diabeles or asthma)? O any other organ?
Are you currenlly taking any prascription or nonprescriplion FIl Have you had infections mancnucieosls (mono) within the tast month?
(over-the-counter) medicines or pills? 1 O KiRDo you have sny ashes, pressure sores, or other skin problems?
Do you have allergies to medicines, potiens, foods, or slinging insects? o - Have you had a herpes skin infeclion?
Do you think you are In good health? a0 Have you ever bad a head injury or concussion?
Have you ever passed out or nearly passed out DURING exercise? 0 Have you been hit in the head and been confused or fost your memory?
Have you ever passed oul or nearly passed out AFTER exerclse? a O Have you ever had a seizure?
Have you ever had discemfor, pain, or pressure in your chest KLE Do you have headaches with exerclsa?
during exercise? 3 [ B Have you ever had numbness, tngling, or weakness in your arms or
Does your heart race or skip beets during exerclsa? [m legs after being hit or falling?

k5 a5 a doctor ever told you that you have (check al that epply): Have you ever been unable to move your arms or fegs after being hit or
O HighBlood Pressure (] A heart murmur falling?
[0 High Chofeslerol [J Aheartinfection FE¥when exercising In the heat, do you have severe muscle ¢famps of
Has a doclor ever ardered a lest for your hearl? (for become 1?7

& Has a doctor told you that you or someone in your family has sickle cell
{ralt or sickle cell disease?

¥Ti Have you had any problems with your eyes of vislon?

i o you wear glasses or contact lenses?

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

% Are you happy with your weight?

| Are you irying lo galn or fose weight?

A Has anyone recommended you change your weight or eating habits?

example, ECG, echocardicgram)

VA Has anyone in your family died for no apparent reeson?

Does anyone in your family have a heard problem?

REE Has any family member or relative died of heart problems or
of sudden dealh before age 507

EEE Does anyone in your family have Marfan syndrome?

Have you ever spemd the night i a hospilal?

Have you ever had surgery?

oQooo coo
noono oG

opogoooOo o 0 0 aoooooggo ood
oocoocoooe g d0 O goooooon 00GF

BER Have you ever had an injury, ¥ke a sprain, muscie of ligament L1800 you fimit of carelully control what you eat? ,
tear, or tendinills, thal caused you 1o miss a practice o 4r. Do you have any concerns thal you would fike {o discuss with a doclar?
__game? If yes, circle affected area below: 0O 0 gERecord the dates of your most recent immunfzations {shots}
& Have you had any broken or fractured bones or dislocaled Tdap MMR Hepalitis B
_lointsT If yes, circle below: o Chicken Pox Meningocaceal
Have you had a bone or jelnt injury that required x-rays, MRI, FEMALES ONLY
CT, surgery, injections, rehabililation, physical therapy, 2 oo B oo
brace, a cast, or crutches? [f yss, circie below: Have you ever had a mensirual peried?
Upper Hand7
Head {Neck [Shoulder Arm [Elbow {Forearm jFingers 1Chest How old wese you when you hat yout first menstrual pericd?
Uppes[Lower Foolt/ :
back jback jHip Thigh [Knee |Calffshin jAnkle |Toes (38 How many pedods have you had in the last 12 moaths?
Have you aver had a stress fracture? o o
pra Have you been told thaf you have of have you had an x-ray Explaln “Yes® Answers Here: (Attach additional sheels as needed}
for atlantoaxial {neck) instabliity? £ a
Do you reguiady use a brace or assistive device? g o
Has a doctor ever fold you thal you have aslhma or allergies? a o

1 {we} hereby state, {0 the best of my {our) knowledge, my {our) answers to the above questions are complete and correct.
Signature: Signature: Dale:
Athlele Parent of Guardian {If athlete Is under 18)

The studenl has family insvrance 1} Yes [3 Noy 1 yas, family insurance company name and policy number:

NOTE: CONSENT AND HIPAA RELEASE FORMS THAT MUST BE SIGNED BY BOTH THE PARENT AND THE STUDENT ARE ON A SEPARATE SHEET,
NOTE: RISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TD PHYSICAL EXAMINATION

Modified from American Acadamy of Family Physicians, Amedcan Academy of Pedialrics, American Cofege of Sports Medicine, American Medical Sociely for Spors Medicine, Ameriean
Onthopasdic Soclely for Sports Medicing, and American Osteopathic Academy of Sporls Medicine, 2004. Rev, 03/10

Asv. 2f1%




Page 2 of 4

I AT 3 o
The section below Is to be completed by physician or staff afier history and consent forms are completed.

Students Name, Birth Date,
Height Welght % Body Fat (optionat) Pulse BP ! . / ' !
Vision R 20/ .20/ Corrected: Y N Pupils: Equal Unequal

Follow-Up Guestlons on Kore Seasilive issues {Gpllenal}

1. 130 you feed stressed oul or under a ol of pressure?

2. Do you ever foal 5o 529 or nopeless thal you Sp doing soma of your Usual acihvites dor moro than a (e dazys?

3. Do you feel safa?

4. Have you ever Iried cigaretie smoking, even 1 of 2 pufis? Do you curmenty [

5, Dyring the past 30 days, ¢ you use chewing tobacoo, snul, or dip?

6. Duting the past 30 days, have you had a1 least 1 drink of alcuhof?

7. Have you ever laken slerold piits of shots withewl a doclor's prescripton?

. Have you aver taken any supplements o help you gain or Bse waight of Improve your performance?

& Cugesthans from the Yool Risk Behavior Survey [iofwww.cdc.goviHeskinYouthfrbsfinda him) on guns, seatbels, urprotected sex, domestc viclence, drugs, elo.

Hotes:

Appearance
Eyes/ears/nose/throat
Hearing

Lymph nodes

Heart

Murmurs

Pulses

Lungs

Abdomen

Genlialia {males only)
Skin

() £
Neck
Back
Shoulderfarm
Elbowiforearm
WrisUhandifingers
Hipithigh
Knee
Leglankle
Foolftoes
*Mutliple-examiner set-up only.
HNotes:

earant

Cleared withoul restrkclion
Cleared, with recommendations for further evaluation or ireatment for:

Not cleared for: All Sports Certaln sporls: Reason:
Recommendallons:

Emergency Information:

Allergles:

Other Information:

Mame of Physician: (prinltypefstamp) (M.D, 00,00} Date:

if the Physician's Assistanl (P.A.) or Advanced Nurse Practitioner {(A.N.P.) performed the exam, name and address of collaborating physician or physiclan -
group:

Address: Phone:

Date:

Signature of Physlician:
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OHSAA AUTHORIZATION FORM
1 hereby authorize the release and disclesure of the personal health information of ("Student”),
as described below, to {"School").

The information described below may be released to the School prncipal or assistant principal, athlefic director, coach, athletic trainer,
physical education teacher, school nurse or other member of the School's administrative staff as necessary to evaluate the Student’s
eligibility to paricipate in school sponsored activilies, including but not limited to interscholastic sporls programs, physical education
classes or other classroom activities.

Personal healih information of the Student which may be released and disclosed includes racords of physical examinations performed
to determine the Student's eligibility fo participate in school sponsored activities, Including but not limited to the Pre-participation
Evaluation form or other similar document required by the School prior fo determining eligibility of the Student to participate in
classroom or other School sponsored activities; records of the evaluation, diagnosis and treatment of injuries which the Student
incurred while engaging in school sponsored activities, incfuding but not limited to practice sessions, tralning and compelition; and other
records as necessary to determine the Student's physical fitness fo participate in school sponsored activities.

The personal heallh information described above may be refeased of disclosed o the School by the Student's personal physician or
physicians; a physician or other health care professional retained by the School to pardform physical examinations fo determine the
Student's ellgiblity to participate in certain school sponsored activities or to provide trealment fo siudents injured while participating in
such activities, whether or not such physicians or other heallh care professionals are paid for their services or volunieer their fime lo the
School; or any other EMT, hospital, physician or cther health care professional who evaluates, diagnoses or lreals an injury or other
condition incurred by the student while participating in school sponsored activities.

1 understand that the School has requested ihis authorization 1o releass or disclose the personal health information described above lo
make certain decisions about the Studsnt’s heallh and ability to participate in cenlain school sponsored and classroom activilies, and
that the School is a not a heallh care provider or health plan covered by federal HIPAA privacy regulations, and the informalion
described below may be redisclosed and may not continue (o be protected by the federal HIPAA privacy regulations, | also undersiand
that the Schoot is covered under the federal regulations that govern the privacy of educational records, and that the personal heaith
information disclosed under this authorization may be protected by those regulations.

I also understand that health care providers and health pfans may nol condition the provision of freatment or payment on the signing of
this authorization; however, the Student's participation in certaln school sponsored aclivities may be conditioned on the signing of this

authorization.

} understand that | may revoke this authorization in wriling at any time, except to the exient that action has been taken by a health care
provider in reliance on this authorization, by sending a written revocatfon to ihe school principal {or designee) whose name and address

appeais 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 ¥EARS 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 Signalure Birth date of Student, including year

Name of Student’s personal representalive, if applicable
} am the Student's {check one): Parent Legal Guardian {documeantation must be provided)

Signature of Student's personal representative, if applicable Date

A copy of this signed form has been provided to the student or hisiher personal representative
THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS UNTIL THIS FORM HAS BEEN
SIGNED AND RETURNED TO THE SCHOOL
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12011-2012 Ohio High School Athletic Association Eligibility and Authorization Statement]
This document Is to be signed by the participant from an OHSAA member school and by the participant’s parent.
&% | have read, understand and acknowledge receipt of the OHSAA brochure entitled “Your Athletic Eligibility,”
which contains a summary of the eligibliity rutes of the Ohio High School Athlelic Associalion. | understand that
a copy of the OHSAA Handbook Is on file wilh the principal and athielic administrator and that | may review it,
in its entirety, If | so choose. All OHSAA bylaws and regulations from the Handbook are also posied on the
OHSAA web slte at www.ohsaa.org.
é“?il understand that an OHSAA member schoo! 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.
& 1 understand that particlpation in interscholastic athletics s a privilege not a right.
Student Code of Responsibility
& As a studeni athlete, | understand and accept the foliowing responsibilities:
éi}é | wili respect the rights and beliefs of others and will treat others with courtesy and consideration
L8 | will be fully responsible for my own actions and the conseguences of my actions
LE | wil respect the property of others
L5y wil respect and abey the rules of my school and laws of my community, state and country
L& | will show respect to those who are responsible for enforcing the rules of my school and the laws of
my communily, state and country
£ | understand that a student whose characler or conduct violates the school's Athletic Code or School
Code of Responsibility is not in good standing and is ineligible for a period of time as determined by
] the principal
Lhinformed Consent ~ By its nature, participation in interscholastic athletics includes risk of injury and
transmission of infectious disease such as HIV and Hepatitis B. Although serious injuries are not common and the
risk of HIV transmission Is almost nonexistent in supervised school athletic programs, it is impossible to eliminate
all risk. Participants have a responsibility to help reduce that risk. Participants must obey all safety rules, report all
physical and hygiene problems to their 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.
2 ) understand that in the case of injury o iliness requiring transportation to a health care facility, that a
reasonable attempt will be made to contact the parent or guardian in the case of the siudent-athlete being a minor,
but that, if necessary, the studeni-athiete will be transported via ambulance to the nearest hospital.
7o enable the OHSAA to determine whether the herein named student Is eligible to participate in inferscholastic
athletics in an OHSAA member school | consent to the release to the OHSAA any and all portions of scheol 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 residence addrass of parent(s)or guardian(s),
residence address of the student, academic work completed, grades recelved and attendance data.
Xy cansent to the OHSAA's use of the herein named student’s name, lixeness, and athletic-related information in
reports of contests, promolional literature of the Association and other materials and releases related o
interscholastic athletics.
4 understand that if | drop a class, take course work through Post Secondary Enrollment Option, Credit Flexibility
or other educational options, this action could affect compliance with OHSAA academic standards and my eligibility.
&1 understand all concussions are potentially serious and may result in complications including prolonged brain
damage and death if not recognized and managed properly. Further | understand that if my student is removed from
a competition duse to a suspected concussion, he or she will be unable to relurn to competition that day without the
written authorization from a physician (M.D. or D.0.) or an athletic tralner which indicates that the student has not
been concussed. Further, | acknowledge that discussion took place and materials were provided to me on this
topic by my school.
tlr‘--."\?aBy signing this we acknowledge that we have read the above information and thaf we consent to the herein
named student’s participation.

Must Be Signed Before Physical Examination

Student's Signalure Birth dale Grade in Schocl Date

Parenl’s or Guardian's Slgnalure Date
Rev. 5111



