West Orange School District Department of Athletics

Athletic Participation Information & Instructions

Woest Orange School District athletic paperwork is now completed digitally through rSchoolToday. rSchoolToday is a
secure registration platform that provides you with an easy, user-friendly way to complete the required athletic
participation forms online.

Pre-Participation Physical Examinations (PPE) will continue to be required on paper and MUST be submitted to the
Nurse’s Office prior to athletic participation.

A parent/guardian should begin the Registration Process at: hitps://westorange-ar.rschoolfoday.com/

*When you register through rSchael, the system keeps track of your information in your profile. You enter your infermation only once for each
family member, however registration is REQUIRED for each athletic season. Information from the middie schools will be available for high schoo!
registration as well.

If you have NOT previously registered for a Family Account follow these steps:

1. Go to the above website and click on the Athletic Team Reglistration icon
2. Select button CREATE FAMILY ACCOUNT :

a. Then select “l don't have an account” and proceed to creating a new account.

b. You must confirm your email address in order to proceed. Please login to your email account and look
for the email from rSchool with subject line “Confirm Your Activity Registration Account”. Click the link
inside the email to activate your account.

3. Once you create an account, select REGISTER, and it will lead to the first page of the Activity Registration. Start
filling out the registration form step by step. Be sure all information is completed prior to saving the
registrations. Be sure tc SAVE all information prior to closing the page.

If you have previously registered for a Family Account:

To register the same student for a new season:
1. Login to your family account,
2. Click "Register” link {blue paper and pencil icon) and choose the “name of student” from its dropdown.
3. Onthe next page, choose the “name of the student” from the student name dropdown.
Note: The form will auto-populate the answers based from your previously submitted registration. Plegse review
and edit the answers such as Grades and others if needed.
4. Choose the activity/sport then continue and submit the registration. Be sure to SAVE all information.
To add a new student in your family account:
1. Login to your family account.
2. Click "Register” link {blue paper and pencil icon) and choose "Register a New Student” from its drop down,
Note: Fill out the form as a new registration.
3. Choose the activity/sport then continue and submit the registration. Be sure to SAVE all information.

At any time, you may log in to your account to update your information and check the status of your registration. If you need assistance with
reglstration contact rSchoolToday at: suppert@rschoeoltoday.com or {612) 605-1623

PHYSICALS WILL STILL BE REQUIRED ON PAPER AND MUST BE COMPLETED ON THE NEW JERSEY DEPARTMENT OF
EDUCATION PPE PAPER FORM. PHYSICALS MUST BE HANDED IN AT THE NURSES’ QFFICE PRIOR TO BEING CLEARED
FOR PARTICIPATION IN ATHLETICS. Even with electronic registration every student’s information has to be processed.
All physicals will be reviewed for errors and sent to the district physician for approval,

Registration is required for each season of participation!




ATTENTION PARENT/GUARDIAN: The preparficipation physical examination {page 3) must be completed by a health care provider who has completed
the Student-Athlete Cardiac Assessment Professional Development Modude,

M PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Note: This farm Is to be filled out by the patient and parent prior to seeing the physician. The physician should keep copy of this form in the chart,)
Date of Exam

Name Date of birth
Sex Age Grade Schoal Sport(s)

Medicines and Allergies: Please list all of the prescription and aver-the-counter medicines and supplements (herbal and nutritional} that you are currently taking

Do you have any allergles? B Yes O No If yes, please identify specific allergy below.

O Medicines O Pollens 0O Food O Stinging Insects
Explain “Yes” answers helow. Circle quesimns yuu don’t know the answers to.
'GEMERAL QUESTIONS - S S =0T Yes | No.o{ | MEDICAL QUESTIONS L : S 7 Yes | Ne o
1. Has 3 doctor ever denled or restricted your partmlpailnn in spurts far 28. Do you cough, wheez&. or have dlrﬂcultv hfﬂﬂthlﬂ!} dU""Q o
any reason? after axercise?
2. Do you have any ongolng medical conditions? 1 so, plaase idantify 27, Have you ever used an inhaler or taken asthma medicine?
befow: £1 Astma [0 Anemis [ Diabetes [ Infections 28. Is there anyone n your family who has asthma?
Other: 29. Were you bomn without or are you missing a kidney, an eye, 2 testicla
3. Have you ever spent the night in the hospital? (malas), your spleen, or any other organ?
4, Have you ever had surgery? 30. Do you hava groln pain or a painful bulge or harnla in the groln area?
HEART HEALTH GUESTIONS AECUT YOU . : ] Yes No | |31. Have you had Infectious mononucieosis (meno) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or cther skin problsms?
AFTER exerelse? 33. Have you had & herpes or MRSA skin infoction?
6. Have you ever had discomfort, pain, tightness, or pressure in yaur 34 Have you ever had a hoad Injury or concusslon?
chest during exerclse?
7D ot ¥ baats Trrectlar beate) durl - 38, Have you ever had a hit or blow to tha head that caused confusion,
. Does your heart ever race or skip beats (regular beats) during exerclss prolcnged headachs, or memory problems?
8. Eﬁasci gcln‘c;?;te::; [tro-m you that you have any heart problems? If so, 36, Do you have a history of sefzire disorder?
[T High blood pres.sure O A heart murmur 37. Do you have headaches with exercise?
O High cholesterol [0 Aheart Infection 38. Have you ever had numbness, tingling, or weakness in your arms or
[ Kawasaki isease Other: Iegs after being hit or falling?
9. Has a doclor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardlogram) or falling?
10. Bo you get ightheaded or feel more short of breath than expected 40. Have you ever becoms ill while exercising in the heat?
during exercise? 41, Do you get frequent musels eramps when exercising?
11. Have you ever had an unexplained seizure? 42. Do you or someone in your family have sickle call trait or diseass?
12, Do you get more tired or short of breath more quickly than your friends 43, Have you had any problems with your ayes or vision?

during exercise?
HEART HEALTH QUESTIONS AROUT YOUR FAMILY Yes | No

13. Has any family member or refative died of heart problems or had an
unexpected or unexplained sudden death beforg age 50 fincluding

44, Have you had any eye injuries?
45. Do you wear glasses or contact lenses?
46, Do you wear protective eyewear, such as goggles or a face shield?

drowning, unexplained car accldent, or sudden infant death syncrome)? 47. Do you worry about your welght?

14. Does anyone In your family have hyperirophlc carclomyapathy, Marfan 48, Are you irying o or has anyone recommendad that you gain or
syndrome, arhythmegenic right ventricular cardiomyepathy, long QT lose welght?
syndrome, shart QT syndrome, Brugada syndrome, o catecholaminerglc 49, Are you on a special dled or do you avoid certain types of foods?

polymorphic ventricular tachycardia?
15. Does anyone In your family have a heart problem, pacemaker, or

60, Have yau ever had an eafing disorder?

implanted defibrillator? 51, Do you have any conerns 1hatyuu wuuld llke o dlscuss with a doctor?
16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY e e
selzures, or near drowning? 52. Have you ever had a manstrual perlud'?
BONE AND JOINT QUESTIONS - RE o ‘| Yes | No | |53. How old were you when you had your first menstrual perlod?
17. Have you gver had an Injury te a hone, muscle, ligament, or tenden 64, How many periods have you had In the last 12 manths?

that caused you o miss a practics or 2 gama?
18, Have you ever had any broken or fractursd bones or dislocatad joinis?

19. Have you ever had an injury that required x-rays, MBI, CT scan,
injectlons, therapy, a birace, a cast, or cruiches?

20, Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
Instahllity or attantoaxlal instablity? (Down syndrome or dwarfism)

22, Do you regularly use a brace, orthotics, or ether assistive devica?

23, Do you have a bone, muscle, or Joint inliry ihat bothars you?

24, Do any of your Joints become painful, swollen, feel warm, or look red?
25, Do you have any history of juvenlle arritls or connactive tissue disease?

Explain *yes” answers here

| herehy state that, to the best of my knowledge, my answars to the above questions are complete and correct,

Signature of athfeta Slanature of parent/guardan Date

©2010 American Academy of Family Physicians, American Academy of Pedialrics, Amerlcan Collage of Sporls Medicing, Amerlcan Medical Society for Sports Medicine, American Ortfiopagdic
Soclety for Sports Medicina, and American Ostecpathlc Academy of Sports Mediclne, Permission Is granted to raprind for nencommaerchal, educational purposes with acknowledgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLLEMENTAL HISTORY FORM

Date of Exam

Nams Date of hirth

Sex Age Grade Scheol Sport(s)

. Type of disability

. Date of disability

. Classiflcation {if avallable)

. Cause of disablity (birih, diseass, aceldent/trauma, other)

]| Gh RS-

. List the sports you are Interested In playing

. Yes. | . HNo

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you use any special braca or assistive davice for sports?

, Do you have any rashes, prassura soras, or any athor skin problems?

R E-R R -]

, Do you have a hearing loss? Do you use a hearlng aid?

=

10. Do you have a visual impairment?

pury

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

12, Do you have burning or disgomfert whan urinating?

=

13. Have you had autonomic dysreflexia?

14, Have you ever been diagnosed with a heat-related {hypertharmia) er celd-refated {hypothermia) llinass?

18, Do you have muscle spasticity?

16. Do you have frequent selzures that cannot be controlied by madication?

Explaln "yes” answers hore

Please indicate If you have ever had any of the following.

Yes No . -

Atlantoaxial instabllity

X-ray evaluation for atlantoaxial instatility

Dislecated joints {more than one)

Easy hleeding

Enlarged splesn

Hepatitis

Osteopenia or osteoporasis

Difficulty controlling bowel

Difticulty controlling bladder

Nurnbness or tingking in arms or hands

Numbness or tingfing In legs or feet

Weakness In arms or hands

Weakness in [ags or faet

Recent change in coordination

Recent change in ablllty to walk

$Spina biflda

Latox allergy

Explain “yes” answers here

| harely state that, to the hest of my knawledge, my answers to the ahove questions are complete and corragt,

griature of athlete Signatura of parentfg Date

©2010 American Academy of Family Physiclans, American Academy of Pediatrics, American Gollege of Sports Medicine, Amerfcan Medical Sociely for Sports Medicine, American Orthpaedic
Saclety for Sports Medlcine, and Amarican Osteopaifile Academy of Sports Madlcine. Permission Is granted fo reprint for noncommerclal, sducafional purposes with acknowledgmant,
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NOTE: The preparticlaption physical examination must be conducted by a health care provider who 1} is a licensed physiclan, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Davelopment Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth
PHYSICIAN REMINDERS
1. Conslder additional questions on more sensltive Issues Date of Exaim:

* Do you feet stressed out or under a lot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxlous?
* Do you feel safe at your homo or residenca?
* Have you over tried cigarettes, chewing tobaceo, snuff, or dip?
* During the past 30 days, did you use chewing tobacco, snuff, or dip?
* Do you drink alcohol or use any ather drugs?
* Havo you ever taken anabolic sterelds or used any other parformance 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 {guestions 5-14).

EXAMINATION . - C B . L . C

Height Weight 0 Male O Female

BP / { / ) Pulse Vislon R 20/ L 20/ Comrecled DY O N
MEDICAL - E L S . ... ] - NORMAL -~ ABNORMAL FINDINGS

Appearance
« Maifan stlymata (kyphescollosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > halght, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/earsiosefthroat
* Pupils equal
« Hearlng

Lymph nodes

Heait?
* Nurmurs fauscultation standing, supine, +/- Valsalva)
= | ocation of point of maxicnal Impulse (PMI)

Pulges
+ Simultanecus famoral and radlal pulses

Lungs
Abdomen
Genitourlnary {mates only)®

Skin
» HSV, lssions supgestive of MRSA, tinea corparis

Neuralogic®

| MUSCULOSKELETAL
Neck

Back
Shoulder/arm
Elbowiforearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankle
Footfoes

Functional
* Duck-walk, single [eg hop

*Consldar ECG, achocardlogram, and referral to cardialogy for abnormal cardiac history or exam.

Consider GU exam If In private setitng, Having third party present is recommendad,

Congider cognitive avaluation or basaline newropsychiatric testing if a history of significant congusslon.

1 Glearad for all sports without restriction

3 Cleared for all sports without restriction with récommendations for further evaluafion or treatment for

L1 Not cleared
O Pending further evaliration
0O For any sparts
O For certain sports
Reason

Recommandations

| have examined the above-named student and completed the prepanticipation physical evaluation, The athlate does not present apparent elinical contraindications to practice and
participate in the sport{s] a3 autilned above. A copy of the physical exam is on record in my office and ean he made avaitable to the sehool at the request of the parents. i corditions
arise after the athlete has been cleared for participation, a physiclan may rescind ihe clearance unfil the problemis resolvad and the potential eonsequences are completely axplained
fo the athlele {and parents/guardiansy.

Name of physician, advanced practice nurse (APN), physlclan assistant {PA) (print/typs) Data of exam

Address Phone
Slgnature of physician, APN, PA

©2010 Amarican Academy of Family Physicians, Amerlcan Academy of Pediatrics, American College of Sports Medicing, American Medical Soctety for Sports Medicine, American Orihopaedic
Sociaty for Sports Madicine, and American Ostecpathic Academy of Sporls Medicing, Permission is granted to reprint for nencommarcial, educational purposes with acknowledgment,

HEQS02 9.3
New Jorsey Departmant of Education 2014; Pursuant fo P.L.2013, ¢.71 s




B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth

O Clearad for all sports without restriction

D Clearad for all sports without rastriction with recommendations for further evaluation or treatment for

B Not cleared
O Pendling further avaluation
[ Fer any sports
[ For certaln sports

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSIGIAN:
Reviewed on
(Date)
Approved Not Approved
Signature:

! have examined the ahove-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam 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 clearance until the problem Is resolved and the potential consequences are completely explained to the athlete
(and parents/quardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Data Signature

©2010American Academy of Family Fhysiclans, American Academy of Pediatrics, Ameriean College of Sporls Medicine, American Medical Soctely for Sports Medicing, American Orthopaedic
Soclely for Sports Madicins, and American Osteopathic Acadamy of Sports Madicine. Permisslon Is granted to reprint for noncommaercial, educational purpoges with acknowledgment,
New Jersey Department of Education 2014; Pursuant fo P.L.2013, .71




WEST ORANGE SCHOOLS

Female/Male  Grade Teacher

Circle Oue

Last Name First Initial Date of Birth (MM/DD/YYYY)
Address . School

To Parent/Guardian:

To serve your child in case of accident or sudden illness, it is necessary that you give the following information for EMERGENCY CALLS.

Parent/Guardian | Name Retationship
Phone Numbers: Home ( ) Cell(_ ) Work { ) Email
Parent/Guardian 2 Name Relationship
Phone Numbers: Home ( ) Cell ( ) Work ( ) Email
List two neighbots or nearby relatives who will assume temporary care of your child/children if you cannot be reached:
Neighbor/Relative | Name Address
Phone Numbers: Home ( ) Cell ( ) Work ( ) Email
Neighbot/Relative 2 Name Address
Phone Numbers: Home ( ) Cell{ ) Work ( ) Email
AHlergy

Kind Medications
Allergic Reaction

Date Medications

DPlease check this box if there has been a name change of parent/gnardian address, or telephone number.

Troes this child have any health insuranee inchuding MJ FamilyCare/Medicaid, Medicare, private or other?
O] YES My chiid has health inzurance,
] NO My child does not have heakth insurance. You may release my name and address to the NJ FamiiyCare Program
to comtact me about health insurance.

Signature: Printed Name: Date:

Written consent required pursuant to 20 UJ.8.C. § 1232g(b)(1} and 34 C.F.R. 99.30(b).
NI FamilyCare provides free or low cost health insurance for uninsured children and certain low income parents. For
more information visit www.njfamilycare.org to apply enline or call 1-800-701-0710.

Doctor Phone

Please list other children attending New Jersey Public Schools

Name Grade School
Name ] Grade School
Name a Grade School

I understand that any changes stated on this card regarding my child’s health history needs to be comimunicated to the school nurse/prineipal, I also
give permission for the release of information for confidential use in meeting my child’s health and educational needs in school, 1 the indersigned, do
hereby authorize officials of West Orange Public Schools to contact directly the person(s} named on this card and do authorize the named physicians
to render such treatment as may be deemed necessary in an emergency, for the health of said child. In the event that the contact persons named on this
card, or parents/guardians cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their judg-
ment, for the health of the aforesaid child, 1 wilt not hold the school district financially responsible for the emergeney care and/or transportation for
said child.

Signature of Parent(s) / Guardian(s) Date




