Intercollegiate Athletics Student-Athlete Participation Physical Packet

PART I: MEDICAL HISTORY OF STUDENT-ATHLETE FOR PARTICIPATION IN INTERCOLLEGIATE ATHLETICS AT CCBC CATONSVILLE, DUNDALK, AND ESSEX
NOTE: To be completed by student-athlete, OR PARENT/GUARDIAN IF UNDER 18 YEARS OF AGE and submitted to the examining physician BEFORE the pre-participation exam.
Student-Athlete Name __________________________________________________		
				Last				First			Middle

Home Address _________________________________________________________		
								City/State		Zip

Date of Birth ___________ Cell Phone _________________	Sport ________________	

Email _________________________________________________________________

PERSONAL HEALTH AND MEDICAL HISTORY OF STUDENT-ATHLETE
Please provide further explanation if you answer “YES” to any of the questions. 
Family History
1. Has anyone in your family ever had diabetes (high blood sugar)?				Yes   No 
2. Has anyone in your immediate family ever had sudden death (age less than 50)?		Yes   No 
3. Has anyone in your immediate family ever had high blood pressure or high cholesterol?	Yes   No 
4. Has anyone in your immediate family ever had a heart attack (age less than 50)?		Yes   No 
5. Does anyone in your immediate family or sick cell anemia?				Yes   No 
6. Has anyone in your immediate family ever had convulsions (seizures) or epilepsy?		Yes   No 
7. Has anyone in your immediate family ever had hypertophic cardiomyopathy,
Long QT syndrome, Marfans, or arrhythmias?						Yes   No 	
If you said yes to any of the above questions (1-7), please explain: 

____________________________________________________________________________________________	

Personal Medical History
8. Have you ever had or do you now have chest pain with or after exercise?			Yes   No 
9. Have you ever had or do you now have dizziness or headaches with or after exercise?	Yes   No 
10. Have you ever had or do you now have high blood pressure?				Yes   No 
11. Have you ever had or do you now have racing of the heart/irregular rhythm?		Yes   No 
12. Have you ever had or do you now have wheezing/cough with exercise, or asthma?	Yes   No 
13. Have you ever had or do you now have a heart murmur?				Yes   No 
14. Have you ever had or do you now have weakness, fatigue, or anemia?			Yes   No 
15. Have you had or do you now have hearing loss or perforated eardrum?			Yes   No 
16. Have you had or do you now have impaired vision, wear glasses/contacts?		Yes   No 
17. Have you had or do you now have a hernia?						Yes   No 
18. Have you had or do you now have kidney disease or damage?				Yes   No 
19. Have you had or do you now have a single kidney/eye/testicle or any other paired organ? 	Yes   No 
20. Do you have migraines or headaches?						Yes   No 
21. Has a physician ever denied or restricted you from play?				Yes   No 
22. Have you ever had an echo?								Yes   No 
23. Have you ever been hit in the head with loss of consciousness or amnesia after?		Yes   No  
24. Have you ever had a concussion or traumatic brain injury (bell ring/ding)? 		Yes   No 
-If so, please specify how many concussions you have had. 				
25. Have you ever had a “stinger”, “burner”, or “pinched nerve”?				Yes   No 
26. Have you ever had convulsions (seizures) or epilepsy?					Yes   No 
27. Have you ever had a neck injury?							Yes   No 
28. Have you ever been hospitalized for a medical problem?				Yes   No 
29. Have you ever had infectious mononucleosis?						Yes   No 
30. Have you ever had heat exhaustion or intolerance?					Yes   No 
31. Have you ever been hospitalized or had surgery?					Yes   No 
32. Have you ever had or do you now have depression or anxiety?				Yes   No 
33. Have you ever had or do you now have thoughts about or attempted suicide?		Yes   No 

If you said yes to any of the above questions (8-33), please explain: 							

							

Musculoskeletal Injuries
34. Have you ever broken a bone?							Yes   No 
35. Have you ever had a stress fracture?							Yes   No 
36. Have you ever had a muscle injury?							Yes   No 
37. Have you ever had a knee injury?							Yes   No 
38. Have you ever had a shoulder injury?							Yes   No 
39. Have you ever had a back injury?							Yes   No 
40. Have you ever seen a chiropractor?							Yes   No 
41. Have you ever had a foot injury?							Yes   No 
42. Have you ever had an ankle injury?							Yes   No 
43. Have you ever injured a joint not listed above?					Yes   No 

If you said yes to any of the above questions (37-46), please explain: 							

							

Medication and Allergies
44. Are you currently taking any medications (this includes vitamins, over the counter medications, supplements, and birth control pills)? 						Yes   No 
If yes, please list:
 											
45. Do you have any allergies to any medications?						Yes   No 
If yes, please list:  ________________________________________________________________________________________
46. Do you have any other allergies?							Yes   No 
If yes, please list:  ________________________________________________________________________________________
Females Only
47. At what age did you have your first menstrual cycle?					_____________
48. How many days do you have menstrual bleeding?					______________
49. Typically, how many days is your menstrual cycle?					______________
50. How many periods have you had in the past 12 months?				______________
51. Have you ever had cramping with your period that required treatment?			Yes   No 
52. Have you ever had irregular cycles?							Yes   No 
53. Has a physician ever told you that you had anemia (low hematocrit or iron)?		Yes   No 

If you said yes to any of the above questions (51-53), please explain: 							

							

Nutrition
54. Are you happy with your present weight?						Yes   No 
55. If you are not happy with your present weight, do you have concerns?			Yes   No 
56. If you are not happy with your present weight, what is your desired weight in pounds?	 ______________
57. Does weight affect the way you feel about yourself?					Yes   No 
58. Do you ever eat in secret?								Yes   No 
59. Do you worry that you have lost control over how much you eat?			Yes   No 
60. Have you ever tried to control your weight by excessive exercise?			Yes   No 
61. Have you ever tried to control your weight by vomiting?				Yes   No 
62. Have you ever tried to control your weight by using diet pills?				Yes   No 
63. Have you ever tried to control your weight by using laxatives or diuretics?		Yes   No 
64. Have you ever tried to control your weight by dieting/fasting?				Yes   No 
65. Have you ever had an eating disorder?						Yes   No 

If you said yes to any of the above questions (54-65), please explain: 							




I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.
Student-Athlete Signature: __________________________________________Date: ________________
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Pre-participation Physical

PART II: Physical Examination
This page is to be completed by the physician/nurse practitioner/physician assistant.
									Date of Exam __________	
Name __________________________________________	Date of Birth ___________
Height _______ Weight _______ % Body Fat (optional) _____ Pulse ______ BP _____
Vision 	R 20/ 		L 20/		Corrected	Y  N	Flexibility: _____________

	Medical
	Normal
	Abnormal Findings
	Musculoskeletal
	Normal
	Abnormal Findings

	Appearance
	
	
	Back
	
	

	Eyes/Ears/Nose/Throat
	
	
	Neck
	
	

	Lymph Nodes
	
	
	Shoulder/Arm
	
	

	Heart
	
	
	Elbow/Forearm
	
	

	Pulses
	
	
	Wrist/Hand
	
	

	Lungs
	
	
	Hip/Thigh
	
	

	Abdomen
	
	
	Knee
	
	

	Genitalia (males only)
	
	
	Leg/Ankle
	
	

	Skin
	
	
	Foot
	
	

	Doctor’s Signature:

	


	Doctor’s Printed Name:
	


*Station-based examination only
Clearance
Cleared							Not cleared for sports
Cleared after completing evaluation/rehabilitation for:	Reason:
__________________________________________	______________________________________
__________________________________________	______________________________________
__________________________________________Doctor’s Office Stamp



STUDENT-ATHLETE EMERGENCY/INSURANCE INFORMATION 
CCBC ATHLETIC TRAINING CCBC CATONSVILLE, DUNDALK, ESSEX

Student-Athlete: 							Birth Date: 			
Sport: M/W 								College ID#: 90		
Emergency Contact Information
Emergency Contact (1): _________________________________________________________
Relationship: _____________________________Cell Phone:___________________________
City/State/Zip _________________________________________________________________

Emergency Contact (2): _________________________________________________________
Relationship: _____________________________Cell Phone:___________________________
City/State/Zip: ________________________________________________________________

Insurance Information
The following information will allow our Athletic Trainers to facilitate scheduling medical appointments with physicians and/or medical offices. Please provide this information for those purposes.
Are you covered by medical insurance?    Yes   No 
Policy Holder: ______________________________Policy Holder Employer: _______________
Policy Holder DOB: _______/_______/_______	Policy #/Member ID:___________________
Insurance Carrier: ____________________________________________________________
Group Number: ______________________________________________________________

PLEASE CIRCLE
Health Maintenance Organization (HMO)		Point Of Service (POS)		
Preferred Provider Organization (PPO)			Supplemental Plan
Dental 		Yes   No 
Does your insurance require you to see a primary physician for a referral BEFORE diagnostic tests or seeing a specialist? 	Yes   No 
Primary Physician (PCP) is: __________________________	__Phone: ____________
(Required for HMO, POS, and HMO/PPO combination plans)

Acceptance of Risk/Liability Waiver Affidavit

I. I understand that having passed the physical examination does not necessarily mean that I am physically qualified to engage in athletics, but only that the examiner did not find a medical reason to disqualify me.
II. I understand that I must refrain from practices or games during medical treatment until I am discharged from treatment by the team physician and/or certified athletic trainer. 

III. While I understand that I can be medically cleared to return to play by a medical doctor independent of CCBC or its athletic trainer provider, CCBC’s certified athletic trainer must review and validate the clearance prior to return to play. It is considered a medical best practice to have a college’s athletic trainer involved throughout any return to play process.
IV. I understand and accept the risks of injury, permanent disability, and death that are inherent in the sport(s). By signing below, I pledge to do the best to reduce these risks by keeping in the best possible condition and following the advice of the team physician, attending physician, certified athletic trainer, and/or coaching staff concerning the prevention, treatment, and rehabilitation of athletic injuries. 
V. I understand and accept the risks of possible exposure to and illness from infectious diseases, including but not limited to MRSA, influenza, and COVID-19. By signing below, I pledge to do my best to reduce these risks by following rules and personal discipline and acknowledge that a risk for serious illness and death does exist. I knowingly and freely assume all such risks, both known and unknown, and release and hold harmless the NJCAA, Region 20, MD JUCO, CCBC, and all member institutions, officers, officials, employees, other participants, and constituents, with respect to all illness, disability, death, or loss or damage to person or property to the fullest extent permitted by law. 
Insurance and Treatment Consent

VI. I grant permission to the sports medicine staff to hospitalize and secure treatment for myself for any athletic injuries. If the athlete is a minor, the undersigned parent grants permission to the sports medicine staff to hospitalize and secure treatment for my son/daughter. 

VII. I understand that CCBC, Baltimore County, Maryland, the NJCAA, Region 20, and the Maryland JUCO Conference do not provide nor require medical insurance for students engaged in any CCBC co-curricular activities, including intercollegiate athletics, and are not responsible in any way for insurance coverage or medical costs for any injury(ies) resulting from my participation in intercollegiate athletics at CCBC. Due to the inherent nature of physical injury, including permanent disability and death, within intercollegiate athletics, I understand it is in my best personal, physical, financial, and emotional welfare to carry and fund my own personal insurances. 

VIII. Permission is hereby granted to the CCBC Athletic Trainer to proceed with any medical or first aid treatment for the above-named participant. In the event of serious illness, the need for major surgery, or significant accidental injury, I understand that an attempt will be made to contact me in the most expeditious manner possible. In the event that I cannot be reached, the treatment necessary for the best interest of the above-named participant may be given. 

I, the undersigned, have read and understood the preceding medical policy statement and agree to follow its procedures and hereby give consent.

Name of Student-Athlete (Please print) ______________________________________

_____________________________________		__________________________
Signature of Student-Athlete						Date

_____________________________________		__________________________
Signature of Parent/Guardian (if student-athlete is under the age of 18)		Date


CCBC ATHLETIC TRAINING – CATONSVILLE, DUNDALK, ESSSEX
Authorization for the Release of Medical Records and Protected Health Information
I, _______________________________________________, hereby authorize any healthcare provider involved in my care to release my medical records, which were generated based on my visit(s) to its facility for the purpose of medical examination, evaluation and treatment to the Certified Athletic Trainer affiliated with CCBC. I understand that the release of my medical information will be used for my health and safety during my participation in athletics, and that the Certified Athletic Trainer involved in my case has been employed by CCBC through NovaCare as an approved medical provider. 

The medical information and participation status obtained may also be disclosed to coach(es) for my health and safety, or to university administrators and academic counselors to support my academic progress, and to sports information staff and members of the media regarding my participation status. 

The medical records authorized for release include, but are not limited to, all reports, findings, recommendations, test results, office notes, x-rays, other films, scans, slides, studies or any other information, documents or other items that concern my medical condition, diagnosis, treatment, prognosis or ability to participate in an organized athletic program. 

This authorization is valid for thirteen (13) calendar months from the below date. I understand that I may revoke this authorization in writing at any time. Should I choose to revoke this authorization, I am aware that this may prevent the Certified Athletic Trainer from obtaining the medical information that may be needed to properly treat my condition, which may ultimately delay my return to athletic participation.
_____________________________________________	_____________________
Student-Athlete’s Name (Please print)					Date of Birth

_____________________________________		__________________________
Student-Athlete’s Signature						Date

______________________________________________________________________
Parent/Guardian Name (if student-athlete is under the age of 18)

_____________________________________		__________________________
Parent/Guardian Signature (if student-athlete is under the age of 18)		Date 
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