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ICE HOCKLEY

REGISTRATION CHECK LIST
2011-2012 Season

Player Registration Form

Tuition Payment Agreement Form
USA Hockey Consent to Treat

USA Code of Conduct

USA Waiver

USA Registration Confirmation

All players must register with USA Hockey (http://www.usahockey.com); this fee is NOT
included in the membership fee. Players are required to be registered prior to evaluations.

Copy of Birth Certificate: (new players
only or any player moving to next level)
Copy of Insurance Card: (new players
only or any player moving to next level)

New Players to the Club are required to purchase a jersey and socks from Max’s Hockey Shed.
This cost is separate from the tuition agreement.

High School Players Only:
Physical Form dated after 6/1/11
Eligibility Form
ImPACT Permission Form

Players Name:

Parent’s Signature:

Haverford Ice Hockey Club Use Only:

Date completed:

USA Hockey Registration #:

Accepted by:
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ICE HOCKLEY

HAVERFORD ICE HOCKEY CLUB
PLAYER REGISTRATION

PLAYER INFORMATION: (please print)

Last Name:

First Name:

Address:

City/State/Zip:

Date of Birth: pleasecirde:  Male / Female

E-mail: Phone: (cell / home)

Grade in September 2011: School:

Existing Jersey #: New Player Choose 3 #'s:
Is the player a member of another ice hockey club for the 2011/12 season?: YES / NO
If yes, please list team name:
Does the Club have permission to put photos of your child on our web-site?: YES / NO
Does the Club have permission to place your child’s name on our web-site?: YES / NO

Parent’s Signature:

CONTACT INFORMATION: (please print)

Parent / Guardian #1:

E-mail:

Home Phone: Cell: Work:

Parent / Guardian #2:

Secondary Address (if applicable):

E-mail:

Home Phone: Cell: Work:

Emergency Contact Name and Phone #:
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A
ICE HOCKEY
TUITION AND PAYMENT SCHEDULE
TERMS AND AGREEMENT
2011 -2012
Minimum Due Due by Due by Due by Due by

Level Total Fee At Registration 8/15/11 9/15/11 10/15/11 11/15/11
High
School $1,300.00 $350.00 $300.00 $300.00 $200.00 $150.00
Middle
School $1,200.00 $350.00 $250.00 $250.00 $250.00 $100.00
Elementary $875.00 $350.00 $200.00 $125.00 $125.00 $ 75.00
Girls $875.00 $350.00 $200.00 $125.00 $125.00 $ 75.00

$350.00 due at registration includes a $150.00 evaluation fee, which is entirely non-refundable - no exceptions
will be made to this refund policy.

The above payments are to BE mailed and paid by the due date posted. Payments should be mailed to:
Haverford Ice Hockey Club
P.0. Box 852
Havertown, PA 19083

THE CLUB WILL NOT SEND BILLS IN THE MAIL FOR DUES OWED - YOU MUST KEEP TRACK OF PAYMENT
DUE DATES.

Evaluations will take place in early September. All scheduled tuition amounts due through August 30, 2011
must be paid or your child will not be permitted to participate in evaluations.

Once your child takes the ice for his or her first practice, no tuition refunds of any kind will be issued for all
tuition amounts previously paid - no exceptions will be made to this refund policy.

If player is double rostered, I agree to pay the higher of the two level tuition.

[ agree to participate in the Club’s fund raising activities, or its equivalent donation.

Failure to make full payment by the final due date November 15, 2011 will result in suspension of the
player from any team functions, including games and practices, until fees are paid in full. Families needing
to arrange payment plans may do so by petitioning the Board through Joe Osifchok or Rosemary Marley.

By signing below, [ agree to all of the terms and conditions as stated above.

Player’s Name:

Parents Signature: Date: / /




| USA HOCKEY
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+~ AR CONSENT TO TREAT
/. AR
USA HOCKEY
This is to certify that on this date, | , as parent or guardian
of (athlete participant), or for myself as an adult

participant, give my consent to USA Hockey and its medical representative to obtain
medical care from any licensed physician, hospital, or clinic for the above mentioned
participant, for any injury that could arise from participation in USA Hockey sanctioned
events.

If said participant is covered by any insurance company, please complete the following:

Name of Insurance Company:

Address:

Policy Number:

Signed:

(parent/guardian or adult participant)

Relationship to Athlete:

Home Address:

Phone: ( ) Date:

Excess accident insurance up to $25,000, subject to deductibles, exclusions and certain
limitations, is provided to all USA Hockey registered team participants. For further details
call Shirley Murray, Marsh USA, Inc., (317) 261-9307.

To file an excess accident claim, call K&K, (800) 237-2917, ext. 5623.

(over, please)

3C Rev 3/04
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USA HOCKEY

USA HOCKEY
PARTICIPANT
CODE OF CONDUCT

NAME:

To be read and signed by you as a member of Team:

Participating in USA Hockey for the 2007-2008 season.

1. No swearing or abusive language on the bench, in the rink, or at any team
function.

2. No lashing out at any official no matter what the call is. The coaching staff
will handle all matters pertaining to officiating.

3. Anyone who receives a penalty will skate directly to the penalty box.

4, Fighting will not be tolerated. Fighting will result in an appearance before a
Discipline Committee.

5. There will be no drinking, smoking, chewing of tobacco or use of illegal
substance at any team function.

6. | will conduct myself in a befitting manner at all facilities (ice rink, hotel,
restaurant, etc) during all team functions.

7. Any player or team official who cannot abide by these rules or violates
them will be subject to further disciplinary action.

Signed: Date:

Form 1-P Rev 03/07
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E’ : Waiver of Liability, Release
8 . Assumption of Risk & Indemnity Agreement

A HOCKEY

[
w

It 88 the purpose of this agreement fo exempl, waive and relieve releasces lrom lability Tor personal injury, property damage; and
wrongful death, including if coused by neglipence. including the negligence. il anv, of relessees. “Releasees” include USA Hockey.
e, its alfihate associations, local sssoctations, member teams: event hosts, other parbicipants, conches: officials, sponsors, ndvertisers,
and cach of them, thewr officers, dircctors, agents and employees.

For and in consideration of the undersigned participant’s registration with USA Hockey, Ine., ite affiliates, local sssocibions and
metber eams (all referred oy ogether as USA) and being allowed to paticipate in USAH events and member team activities,
participant fand the parent(s) o legal guardianis) of participant, it applicalle) waive, release and celinguish any and all clanms For
Liability and cause(s) of action, inchuling Tor personal injury, property damage or wrongful death oceurring o participant, arising out
ol participation in USAH cvents, member team aotivitics, the sport of ice hockey, andfor activities incideintdl thereto, whenever or
however they occur and Tor such period said aetivities may continue, ond by this agreement any such claims, rights, and ciauses of action
that participant (and participant’s parentis)or legal guardiants). 0 applicable) may have are hereby- waived, released ind relinguished.
angd participant tand  parent(sigoardiants) 1F apphbeable) doesido) so on behalt of mylour and participant’s hewrs, executors:
adminstestors and assigns.

Participant (und participamt’s parcntis )y guardianis ), il applicable) ackoowledge, understand and assumie all nsks relating 1o wee hockey
and amy member teamy activities, and undeestand that afe hockey and member fean activities invalve fisks 10 parncipant’s parson
inclicing bodily injury, pactial or ol disability, paralysis and death, and damages whach may arise therefrom and thit Iiwe have Tull
knoowledpe of said risks, These nsks and dongers may be cavsed by the neglipence of the participant or the negligence of others,
imeluding the “releasees” identificd below, These risks and dangers include, hut are not limited to, those arising from participating with
bigger. faster and stronger participams, and these rsksand dangers will inerease i parlicipant participates inice hockey and member
team activities in anage group above that which participant would normally participaie in, I'We Tunther acknowledge that there may he
risks amd dangers nol known o gs or not reasonably foresceable at this time.. Participant tand pariicipant’s: parentis Veuordiangs), if
applicable) acknowledge, understand ancd agree that all of the risks and dangers deseribed throughow this agreement, including those
caused by the negligence of participant andfor others, are included within the waver, release and relinguishment descoibed o the
preceding parngraphs. [/We -agree 10 abide by and he bound under the rules of USA Hockey, including the By-Liws of the corporstion
and the arbitration glause provisions, as cumrently published, Copies are availiable i USA Tlockey membiers upon wrilten reguest.

Participant (usd participant’s garent{s)ewardianis), of applicable) ackoewledge, undesstand and assume the risks, i any, arising from
the conditiens ard wse of e hockey rinks and refated premises and acknowledse and wnderstand that included within the scope of this
wiiver and releise 3 any couse of uetion (ineluding uny viuse of action based on negligence) arising from the performance. or failure
to pecform, mainténance. inspection. supervision or control of said arcas and for the failure o warn of dangerous conditions existing at
saad renks: for neglizent selection of cortain releasees, or negligent supervision or instrugtion by releasees,

IF the law m amy controlling jurisdiction renders any part of thes sgrecment upenforceable, the remaimder ol this aerecnent shall
neverthidess remain enloreaaile 1o the Gl exient, ifany, alowed by conteolling Lvw, This agreement affects your legal rights, and vou
may wish to consull an attomey concerning this sgrecment.

Participant fand participant’s parent(s)euardionis), iF applicable) dgree if any claim (oe paticipant’s personal injury o wrong [ul death
is corrmenced against releasees, hedshe shall defend, indemnily and suve harmless releasees From any and all elaiins or causes of action
by whomever or wherever minde or presented Tor participant™s pecsomal inguries. property damage or wronglul deach,

Participans (and partieipant’s parent(s Wgaardianis ). if applicable) acknowledge thal they have been provided and have read the above
puragraphs and have not relied upon any representations of releasees, thit they are fully advised of the potential dangers of 1ee hockey
and understand these waivers and relenses are necessary 10 allow amatenr lee bockey to oxistin its present form. Sigmficant exclusions
may apply o USA Hockey's Insurance policics. which could alfect any coverage. For example, there s no liability coverage for ciaims
of one player against anomber player. Read your brochure carelully and, il you have any questions, contact USA Hockey ora District
Risk Muanager,

Age D Signed

PARTICIPANT SIGNATURE

PARTICIPANT NAME (FRINT)

Bate Signed

PARENT OB GUARDIAN SIGNATURE

Df Participant is 17 vears of age or younger

Phes forrm te bre refaimed by docal program.

IW Rev 103



SCHOOL DISTRICT OF HAVERFORD TOWNSHIP
STUDENT ELIGIBILITY INFORMATION

DATE NAME OF SPORT

NAME STUDENT ID NUMBER

DATE OF BIRTH 19 AGE PLACE OF BIRTH

Circle the NUMBER OF SEASONS in which you have participated in above named sport BEYOND the 8th grade—
INCLUDING PRESENT SEMESTER: 9th 10th 11th 12th

Circle the NUMBER OF SEMESTERS OF ATTENDANCE in high school beyond the 8th GRADE, INCLUDING presant
samester (there are 2 semesters per school year).

1 2 3 4 5 6 7 8

9th 10th 11th 12th
Number of times demoted from grade 8 to grade 12

Demoted in which grade, or grades (please check) 9 10 11 12
WHERE DID YOU ATTEND SCHOOL LAST YEAR?

PARENT PERMISSION
has my permission to participate in
| understand that the school district does not assume responsibility for any injuries which may occur, and | will assume
responsibillty for equipment issued to the above student.

Signature of Parent or Guardian

EMERGENCY INFORMATION

SCHOOLYEBAR_ . SPORT.
NAME M or F BIRTHDATE
PARENT'S NAME
HOME ADDRESS

HOME #

PARENT CONTACT DAYTIME NUMBER: FATHER MOTHER
EMERGENCY CONTACT, IF PARENTS ARE NOT AVAILABLE:
NOTIFY PHONE #
DOCTOR'S NAME AND
PHONE # HOSPITAL

KNOWN ALLERGIES OR MEDICAL PROBLEMS:

INSURANCE NAME
POLICY AND GROUP #

THE TEAM PHYSICIAN, TRAINER AND COACH MAY APPLY FIRST AID TREATMENT UNTIL
THE FAMILY PHYSICIAN CAN BE CONTACTED. YES... NO__.

WE GIVE OUR CONSENT FOR COACHES, TRAINERS AND TEAM PHYSICIAN TO USE THEIR
OWN JUDGMENT IN SECURING MEDICAL AID AND AMBULANCE SERVICE IN CASE
PARENTS CANNOT BE REACHED. YES —_ NO___

PARENT'S SIGNATURE:

Copies: White — Athietic Trainer Canary — Athletic Director Pink — Parent
MED-28



THE SCHOOL DISTRICT OF HAVERFORD

OWNSHIP
\ Haverford High School
200 Mill Road
Havertown. PA 19083

Dear Parent/Guardian,

Premier Orthopaedic Sports Medicine, while providing Athletic Training services to School District of Haverford
Township also offers innovative concussion management for our student-athletes. We utilize a system called
ImMPACT (Immediate Post Concussion Assessment and Cognitive Testing), an online, computerized exam
administered to athletes prior to the athletic season.

Developed by doctors at the University of Pittsburgh Medical Center's Sports Concussion Program, this software
system is used throughout professional and amateur sports. Currently 28 NFL teams, 18 MLB teams, Major League
Soccer, US Lacrosse, Professional Hockey, Major/Minor League Baseball Umpires, USA Olympic Hockey, USA Ski
Team, USA Hockey, Swedish Soccer, Ontario/Western Hockey Leagues, South African Rugby, New Zealand
Rugby, USA Rugby, US Army, US Navy, US Air Force Academy, 350+ Clinical Centers, 350 Colleges and
Universities, and 1200+ High Schools and Middle Schools across the country administer INPACT. It is fast
becoming the “Gold Standard” in recognizing and managing head injuries. Additional information can be found at
www.impacttest.com.

The exam takes about 25-30 minutes and is non-invasive. The program is set-up in a “video-game” type format. It
tracks neurocognitive information such as memory, reaction time, brain processing speed, and concentration. For
example, in one part of the exam, a dozen common words appear one at a time on the screen for about one second
each. The athlete is then later asked what words were displayed. It is a simple exam and most who take it enjoy the
challenge of the test. We are asking student-athletes to take the baseline test in the computer lab here at the
high school beginning the first week of preseason. All student athletes will be administered the exam.

If an athlete is believed to have suffered a concussion during competition or practice, the exam is repeated and the
data is compared to the baseline test. This information is used as a tool to assist the athletic training staff and
team/treating physicians in determining the extent of the injury, monitoring recovery, and in making safe return to
play decisions. If an injury of this nature occurs, we will contact you. Post-concussion tests will be taken under
our supervision at school or a Premier Orthopaedic Sports Medicine office.

One of the reasons concussions are so dangerous is a condition called Second Impact Syndrome. If an athlete
sustains a second concussion before completely recovering from the first, the results can be deadly. At Haverford
High School, we understand the competitive nature of sports, but we always hold the athlete’s health and safety as
our top priority. This program will help eliminate the subjectivity associated with return to play decisions.

Please sign and return the bottom portion of this form indicating permission for your son/daughter to take
the baseline test. We have included the test instructions also for your information.

If you have any questions regarding this program, please feel free to contact us. Additional information regarding
Premier Orthopaedic Sports Medicine, its physicians and programs can be obtained from its website at

Sincerely,

(please cut here and return to the Athletic Training Room)
PERMISSION SLIP

For use of the Immediate Post-Concussion Assessment and Cognitive Testing (ImMPACT)
| have read and understood the above information and give permission for my son/daughter to participate in the
IMPACT Concussion Management Program.

Name of Athlete (print) SPORT

Signature of Athlete DATE

Signature of Parent DATE




THE SCHOOL DISTRICT OF HAVERFORD

OWNSHIP
\ Haverford High School
200 Mill Road
Havertown. PA 19083

To ensure a valid test, please follow these instructions. It is very important that you are able to fully concentrate
during the entire test. Poor performance will result in an invalid test and will require repeated testing!

» You will be given 30 minutes without distraction in the computer lab. Please be respectful of other testers.
»No headphones or cell phone use during the test.
» Note the test will begin by asking you background questions called the “demographic” section.

» There are 6 test sections called “modules.” These include word memory, design memory, Xs and Os, symbol
match, color word match and three letters.

» Take your time to read each section’s instructions very carefully. Each module is self explanatory.

It is common to perform the color word match module incorrectly, please read that section’s instructions
thoroughly.

» Other than the initial demographic section, do not ask anyone to help you with your performance during the test,
such as assistance with memory questions, etc. Do not write anything down during the test to aid memory.

» You must use a standard external mouse. You may not use a finger mouse pad (ie: laptop mouse), a Track
Mouse, or anything other than a standard mouse.

» Minimum computer requirements:
1. Make sure you are using Internet Explorer 6.0 and above, or Firefox 1.5 or above, and Safari for the MAC
running OSX 10.2 and above.
2. You must have Macromedia FLASH PLAYER 8.0 or newer installed. You can download FLASH PLAYER at
www.adobe.com
3. If you have a pop up blocker installed you must turn it off for the duration of the test.
4. Close all other programs on your computer before taking the test.
5. You need a broadband internet connection

» Make certain to select Haverford High School when asked for “school/organization” in the demographic section.

P Your test results are not displayed once you are finished (all results are password protected). See the high
school athletic trainer if you are interested in your baseline score.

» Please note our test contract with Impact does not allow for unlimited baseline tests. Please do not allow others to
take an additional test.

» Thank you for participating in our INPACT Concussion Management Program.



The School District of Haverford Township
Haverford High School

4 200 Mill Road
Havertown, PA 19083

Assumption of Risk

Participation in the contact sport of
requires an acceptance of risk of injury. has taken
reasonable precautions to minimize the risk of significant injury by providing coaching and
instruction, suitable equipment and facilities, proper conditioning and appropriate medical
care.

The chances of an athlete sustaining a catastrophic sportsinjury are rare. However serious
injuries could occur. Participation in contact sports could result in desth, serious neck, and
spinal injuries which may result in complete or partial paralysis, brain damage, serious
injury to virtually all bones, joints, ligaments, muscles, tendons, and other aspects of the
muscul oskeletal system, serious injury to virtually all internal organs, and serious injury or
impairment to all other aspects of the body, general health and well-being.

The use of protective equipment may be required or recommended for your child’s sport.
Please be advised that there is no piece of protective equipment that will completely
protect your child from exposure to injuries. Do not use defective equipment in any way.

Therefore, student-athletes should feel free at any time to discuss with coaching or athletic
training staff concerns about procedures in the athlete’ s particular sport that may include a
greater risk of injury such as, head first slide, tackling techniques, difficult dives, etc.
Reporting of student-athlete brain injuries to the Athletic Trainer and Athletic Directory is
mandatory for coaches, players and parents.

| have read and understand the statements contained in thiswarning. Asthe parent of the
student-athlete, | accept risk of injury associated with interscholastic sports.

Parent Signature Date



PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION

INITIAL EVALUATION: Prior to any student participating in Practices, Inter-School Practices, Scrimmages, and/or Contests,
at any PIAA member school in any school year, the student is required to (1) complete a Comprehensive Initial Pre-
Participation Physical Evaluation (CIPPE); and (2) have the appropriate person(s) complete the first four Sections of the
CIPPE Form. Upon completion of Sections 1, 2, and 3 by the parent/guardian, and Section 4 by an Authorized Medical
Examiner (AME), those Sections must be turned in to the Principal, or the Principal’s designee, of the student's school for
retention by the school. The CIPPE may not be performed earlier than June 1% and shall be effective, regardless of when
performed during a school year, until the next May 31°".

SUBSEQUENT SPORT(S) IN THE SAME SCHOOL YEAR: Following completion of a CIPPE, the same student seeking to
participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in subsequent sport(s) in the same school
year, must complete Section 5 of this form and must turn in that Section to the Principal, or Principal’s designee, of his or
her school. The Principal, or the Principal’s designee, will then determine whether Section 6 need be completed.

SECTION 1: PERSONAL AND EMERGENCY INFORMATION|

PERSONAL INFORMATION

Student’'s Name Male/Female (circle one)

Date of Student’s Birth: / / Age of Student on Last Birthday: Grade for Current School Year:

Current Physical Address

Current Home Phone # ( ) Parent/Guardian Current Cellular Phone # ( )

Fall Sport(s): Winter Sport(s): Spring Sport(s):

EMERGENCY INFORMATION

Parent’'s/Guardian’s Name Relationship

Address Emergency Contact Telephone # ( )

Secondary Emergency Contact Person’s Name Relationship

Address Emergency Contact Telephone # ( )

Medical Insurance Carrier Policy Number

Address Telephone # ( )

Family Physician’s Name , MD or DO (circle one)
Address Telephone # ( )

Student’s Allergies

Student’s Health Condition(s) of Which an Emergency Physician Should be Aware

Student’s Prescription Medications

Revised: October 8, 2009 (please turn page over)



|SECTION 2. CERTIFICATION OF PARENT/GUARDIAN

The student’s parent/guardian must complete all parts of this form.

A. | hereby give my consent for born on

who turned on his/her last birthday, a student of School
and a resident of the public school district,
to participate in Practices, Inter-School Practices, Scrimmages, and/or Contests duringthe 20 - 20 school year

in the sport(s) as indicated by my signature(s) following the name of the said sport(s) approved below.

Fall Signature of Parent Winter Signature of Parent Spring Signature of Parent
Sports or Guardian Sports or Guardian Sports or Guardian
Cross Basketball Baseball
Country Bowling Lacrosse
Field — —
Hockey Girls _ Girls
Football Gymnasncs Soccer
Rifle Softball
Golf R
Swimming Boys’
Soccer and Diving Tennis
Girls’ Track & Field Track
Tennis (Indoor) & Field
Girls’ Wrestling Boys’
Volleyball Other Volleyball
Water Other
Polo
Other
B. Understanding of eligibility rules: | hereby acknowledge that | am familiar with the requirements of PIAA

concerning the eligibility of students at PIAA member schools to participate in Inter-School Practices, Scrimmages, and/or
Contests involving PIAA member schools. Such requirements, which are posted on the PIAA Web site at www.piaa.orq,
include, but are not necessarily limited to age, amateur status, school attendance, health, transfer from one school to
another, season and out-of-season rules and regulations, semesters of attendance, seasons of sports participation, and
academic performance.

Parent’s/Guardian’s Signature Date / /

C. Disclosure of records needed to determine eligibility: To enable PIAA to determine whether the herein named
student is eligible to participate in interscholastic athletics involving PIAA member schools, | hereby consent to the release
to PIAA of any and all portions of school record files, beginning with the seventh grade, of the herein named student
specifically including, without limiting the generality of the foregoing, birth and age records, name and residence address
of parent(s) or guardian(s), residence address of the student, health records, academic work completed, grades received,
and attendance data.

Parent’s/Guardian’s Signature Date / /

D. Permission to use name, likeness, and athletic information: | consent to PIAA’s use of the herein named
student’s name, likeness, and athletically related information in reports of Inter-School Practices, Scrimmages, and/or
Contests, promotional literature of the Association, and other materials and releases related to interscholastic athletics.

Parent’'s/Guardian’s Signature Date / /

E. Permission to administer emergency medical care: | consent for an emergency medical care provider to
administer any emergency medical care deemed advisable to the welfare of the herein named student while the student is
practicing for or participating in Inter-School Practices, Scrimmages, and/or Contests. Further, this authorization permits,
if reasonable efforts to contact me have been unsuccessful, physicians to hospitalize, secure appropriate consultation, to
order injections, anesthesia (local, general, or both) or surgery for the herein named student. | hereby agree to pay for
physicians’ and/or surgeons’ fees, hospital charges, and related expenses for such emergency medical care.

Parent’s/Guardian’s Signature Date / /

F. Understanding of risk of concussion and head injury: | hereby acknowledge that | am familiar with the nature
and risk of concussion and head injury while participating in interscholastic athletics, including the risks associated with
continuing to compete after a concussion or head injury. Information relevant to concussion in high school sports is
available on the PIAA Web site at www.piaa.org/piaa-for/sports-med.

Parent’s/Guardian’s Signature Date / /

Revised: May 20, 2010 -more-



Student’'s Name

Age

Explain “Yes” answers at the bottom of this form.
Circle questions you don’t know the answers to.

SECTION 3. HEALTH HISTORYj

Grade

Yes No Yes No
1. Has a doctor ever denied or restricted your 23. Has a doctor every told you that you have
participation in sport(s) for any reason? | | asthma or allergies? | |
2. Do you have an ongoing medical condition 24. Do you cough, wheeze, or have difficulty
(like asthma or diabetes)? | | breathing DURING or AFTER exercise? | |
3. Areyou currently taking any prescription or 25. Is there anyone in your family who has
nonprescription (over-the-counter) medicines asthma? O O
or pills? | | 26. Have you ever used an inhaler or taken
4. Do you have allergies to medicines, pollens, asthma medicine? | |
foods, or stinging insects? H| H| 27. Were you born without or are your missing a
5. Have you ever passed out or nearly passed kidney, an eye, a testicle, or any other organ? | |
out DURING exercise? | | 28. Have you had infectious mononucleosis
6. Have you ever passed out or nearly passed (mono) within the last month? O O
out AFTER exercise? | | 29. Do you have any rashes, pressure sores, or
7. Have you ever had discomfort, pain, or other skin problems? | |
pressure in your chest during exercise? O O 30. Have you ever had a herpes skin infection? | |
8. Does your heart race or skip beats during CONCUSSION OR HEAD INJURY
exercise? | | 31. Have you ever had a concussion (i.e. bell
9. Has a doctor ever told you that you have rung, ding, head rush) or head injury? | |
(check all that apply): 32. Have you been hit in the head and been
[] High blood pressure  [] Heart murmur confused or lost your memory? | |
[ High cholesterol [[] Heart infection 33. Do you experience dizziness and/or
10. Has a doctor ever ordered a test for your headaches with exercise? J J
heart? (for example ECG, echocardiogram) | | 34. Have you ever had a seizure? ] ]
11. Has anyone in your family died for no 35. Have you ever had numbness, tingling, or
apparent reason? O O weakness in your arms or legs after being hit
12. Does anyone in your family have a heart or falling? H| H|
problem? O O 36. Have you ever been unable to move your
13. Has any family member or relative been arms or legs after being hit or falling? | O
disabled from heart disease or died of heart 37. When exercising in the heat, do you have
problems or sudden death before age 50? | | severe muscle cramps or become ill? O O
14. Does anyone in your family have Marfan 38. Has a doctor told you that you or someone in
syndrome? O O your family has sickle cell trait or sickle cell
15. Have you ever spent the night in a hospital? | | disease? O O
16. Have you ever had surgery? O O 39. Have you had any problems with your eyes or
17. Have you ever had an injury, like a sprain, vision? | |
muscle, or ligament tear, or tendonitis, which 40. Do you wear glasses or contact lenses? | |
caused you to miss a Practice or Contest? 41. Do you wear protective eyewear, such as
If yes, circle affected area below: | | goggles or a face shield? | |
18. Have you had any broken or fractured bones 42. Are you unhappy with your weight? | |
or dislocated joints? If yes, circle below: | | 43. Are you trying to gain or lose weight? | |
19. Have you had a bone or joint injury that 44. Has anyone recommended you change your
required x-rays, MRI, CT, surgery, injections, weight or eating habits? | |
rehabilitation, physical therapy, a brace, a 45. Do you limit or carefully control what you eat? | |
cast, or crutches? If yes, circle below: | | 46. Do you have any concerns that you would
Head Neck Shoulder Upper Elbow Forearm Hgnd/ Chest like to discuss with a doctor? |:| |:|
Upper Lower Hip '?’rhrizh Knee Calf/shin ilr:]lglgrs Foot/ FEMALES ONLY X D D
back  back Toes 47. Have you ever had a menstrual period? | |
20. Have you ever had a stress fracture? O O 48. How old were you when you had your first
21. Have you been told that you have or have menstrual period?
you had an x-ray for atlantoaxial (neck) 49. How many periods have you had in the last
instability? | | 12 months?
22. Do you regularly use a brace or assistive 50. Are you pregnant? O O
device? | |
#s Explain “Yes” answers here:
I hereby certify that to the best of my knowledge all of the information herein is true and complete.
Student’s Signature Date /
I hereby certify that to the best of my knowledge all of the information herein is true and complete.
Parent’'s/Guardian’s Signature Date /

Revised: May 26, 2011
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SECTION 4: PIAA COMPREHENSIVE INITIAL PRE-PARTICIPATION PHYSICAL EVALUATION
AND CERTIFICATION OF AUTHORIZED MEDICAL EXAMINER

Must be completed and signed by the Authorized Medical Examiner (AME) performing the herein named student’s comprehensive
initial pre-participation physical evaluation (CIPPE) and turned in to the Principal, or the Principal’s designee, of the student's school.

Student’s Name Age Grade
Enrolled in School Sport(s)
Height Weight % Body Fat (optional) Brachial Artery BP / ( / , / ) RP

If either the brachial artery blood pressure (BP) or resting pulse (RP) is above the following levels, further evaluation by the student’s
primary care physician is recommended.

Age 10-12: BP: >126/82, RP: >104; Age 13-15: BP: >136/86, RP >100; Age 16-25: BP: >142/92, RP >96.

Vision: R 20/ L 20/ Corrected: YES NO (circle one) Pupils: Equal Unequal
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

Eyes/Ears/Nose/Throat

Hearing

Lymph Nodes

Cardiovascular [] Heart murmur [] Femoral pulses to exclude aortic coarctation
[] Physical stigmata of Marfan syndrome

Cardiopulmonary

Lungs

Abdomen

Genitourinary (males only)

Neurological

Skin

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder/Arm

Elbow/Forearm

Wrist/Hand/Fingers

Hip/Thigh

Knee

Leg/Ankle

Foot/Toes

| hereby certify that | have reviewed the HEALTH HISTORY, performed a comprehensive initial pre-participation physical evaluation of the
herein named student, and, on the basis of such evaluation and the student’'s HEALTH HISTORY, certify that, except as specified below,
the student is physically fit to participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in the sport(s) consented to
by the student’s parent/guardian in Section 2 of the PIAA Comprehensive Initial Pre-Participation Physical Evaluation form:

[0 CLEARED [J CLEARED, with recommendation(s) for further evaluation or treatment for:

[C] NOT CLEARED for the following types of sports (please check those that apply):
[ CoLLisioN [ ConTACT [J NON-CONTACT [0 STRENUOUS [ MODERATELY STRENUOUS [J NON-STRENUOUS

Due to

Recommendation(s)/Referral(s)

AME’s Name (print/type) License #
Address Phone ( )
AME’s Signature MD, DO, PAC, CRNP, or SNP (circle one) Date of CIPPE ___/ I

Revised: May 26, 2011



SECTION 5: RE-CERTIFICATION BY PARENT/GUARDIAN|

This form must be completed not earlier than six weeks prior to the first Practice day of the sport(s) in the sports season(s)
identified herein by the parent/guardian of any student who is seeking to participate in Practices, Inter-School Practices,
Scrimmages, and/or Contests in all subsequent sport seasons in the same school year. The Principal, or the Principal’'s
designee, of the herein named student’s school must review the SUPPLEMENTAL HEALTH HISTORY.

If any SUPPLEMENTAL HEALTH HISTORY questions are either checked yes or circled, the herein named student shall submit
a completed Section 6, Re-Certification by Licensed Physician of Medicine or Osteopathic Medicine, to the Principal, or
Principal’s designee, of the student’s school.

|SUPPLEMENTAL HEALTH HISTORYl

Student’'s Name Male/Female (circle one)
Date of Student’s Birth: / / Age of Student on Last Birthday: Grade for Current School Year:
Winter Sport(s): Spring Sport(s):

CHANGES TO PERSONAL INFORMATION (In the spaces below, identify any changes to the Personal Information set forth in
the original Section 1: PERSONAL AND EMERGENCY INFORMATION):

Current Home Address

Current Home Telephone # ( ) Parent/Guardian Current Cellular Phone # ( )

CHANGES TO EMERGENCY INFORMATION (In the spaces below, identify any changes to the Emergency Information set forth
in the original Section 1: PERSONAL AND EMERGENCY INFORMATION):

Parent's/Guardian’s Name Relationship

Address Emergency Contact Telephone # ( )

Secondary Emergency Contact Person’s Name Relationship

Address Emergency Contact Telephone # ( )

Medical Insurance Carrier Policy Number

Address Telephone # ( )

Family Physician’s Name , MD or DO (circle one)
Address Telephone # ( )

SUPPLEMENTAL HEALTH HISTORY:

Explain “Yes” answers at the bottom of this form.
Circle questions you don’t know the answers to.

Yes No Yes No

1. Since completion of the CIPPE, have you 4.  Since completion of the CIPPE, have you

sustained an illness and/or injury that experienced any episodes of unexplained

required medical treatment from a licensed shortness of breath, wheezing, and/or chest

physician of medicine or osteopathic pain? | |

medicine? 1 1 5.  Since completion of the CIPPE, are you
2.  Since completion of the CIPPE, have you taking any NEW prescription or non-

had a concussion (i.e. bell rung, ding, head prescription (over-the-counter) medicines or

rush) or head injury? O O pills? O O
3. Since completion of the CIPPE, have you 6. Do you have any concerns that you would

experienced dizzy spells, blackouts, and/or like to discuss with a physician? O O

unconsciousness? | |

#s Explain “Yes” answers here:

I hereby certify that to the best of my knowledge all of the information herein is true and complete.

Student’s Signature Date / /

I hereby certify that to the best of my knowledge all of the information herein is true and complete.
Parent’'s/Guardian’s Signature Date / /

Revised: May 20, 2010



Section 6: CERTIFICATION BY LICENSED PHYSICIAN OF MEDICINE OR OSTEOPATHIC MEDICINE

This Form must be completed for any student who, subsequent to completion of Sections 1 through 4 of this CIPPE Form,
required medical treatment from a licensed physician of medicine or osteopathic medicine. This Section 6 may be
completed at any time following completion of such medical treatment. Upon completion, the Form must be turned in to
the Principal, or the Principal’s designee, of the student's school.

NOTE: The physician completing this Form must first review Sections 3 and 4 of the herein named student's
previously completed CIPPE Form. Section 5 must also be reviewed if both 1) this Form is being used by the
herein named student to participate in Practices, Inter-School Practices, Scrimmages, and/or Contests in a
subsequent sport season in the same school year AND 2) the herein named student either checked yes or
circled any Supplemental Health History questions in Section 5.

If the physician completing this Form is clearing the herein named student subsequent to that student sustaining
a concussion or head injury, that physician must be sufficiently familiar with current concussion management
such that the physician can certify that all aspects of evaluation, treatment, and risk of that injury have been
thoroughly covered by that physician.

Student's Name: Age Grade

Enrolled in School

Condition(s) Treated Since Completion of the Herein Named Student’s CIPPE Form:

A. GENERAL CLEARANCE: Absent any illness and/or injury, which requires medical treatment, subsequent to the
date set forth below, | hereby authorize the above-identified student to participate for the remainder of the current school
year in additional interscholastic athletics with no restrictions, except those, if any, set forth in Section 4 of that student’s
CIPPE Form.

Physician’s Name (print/type) License #
Address Phone ( )
Physician’s Signature MD or DO (circle one) Date

B. LIMITED CLEARANCE: Absent any illness and/or injury, which requires medical treatment, subsequent to the date
set forth below, | hereby authorize the above-identified student to participate for the remainder of the current school year
in additional interscholastic athletics with, in addition to the restrictions, if any, set forth in Section 4 of that student’s
CIPPE Form, the following limitations/restrictions:

1.

2.

3.

4,

Physician’s Name (print/type) License #

Address Phone ( )

Physician’s Signature MD or DO (circle one) Date

Revised: May 20, 2010




Section 7: CIPPE MINIMUM WRESTLING WEIGHT

INSTRUCTIONS

Pursuant to the Weight Control Program adopted by PIAA, prior to the participation by any student in interscholastic
wrestling, the Minimum Wrestling Weight (MWW) at which the student may wrestle during the season must be 1) certified
to by an Authorized Medical Examiner (AME) and 2) established NO EARLIER THAN six weeks prior to the first Regular
Season Contest day of the wrestling season and NO LATER THAN the Monday preceding the first Regular Season
Contest day of the wrestling season (See NOTE 1). This certification shall be provided to and maintained by the student’s
Principal, or the Principal's designee.

In certifying to the MWW, the AME shall first make a determination of the student's Urine Specific Gravity/Body Weight
and Percentage of Body Fat, or shall be given that information from a person authorized to make such an assessment
("the Assessor"). This determination shall be made consistent with National Federation of State High School Associations
(NFHS) Wrestling Rule 1, Competition, Section 3, Weight-Control Program, which requires, in relevant part, hydration
testing with a specific gravity not greater than 1.025, and an immediately following body fat assessment, as determined by
the National Wrestling Coaches Association (NWCA) Optimal Performance Calculator (OPC) (together, the “Initial
Assessment”).

Where the Initial Assessment establishes a percentage of body fat below 7% for a male or 12% for a female, the student
must obtain an AME’s consent to participate.

For all wrestlers, the MWW must be certified to by an AME.

Student’'s Name Age Grade

Enrolled in School

INITIAL ASSESSMENT
| hereby certify that | have conducted an Initial Assessment of the herein named student consistent with the NWCA OPC,
and have determined as follows:

Urine Specific Gravity/Body Weight / Percentage of Body Fat MWW
Assessor’s Name (print/type) Assessor’s |.D. #
Assessor’s Signature Date / /

CERTIFICATION
Consistent with the instructions set forth above and the Initial Assessment, | have determined that the herein named

student is certified to wrestle at the MWW of duringthe 20 -20__ wresting season.

AME’s Name (print/type) License #

Address Phone ( )

AME’s Signature MD, DO, PAC, CRNP, or SNP Date of Certification /[
(circle one)

For an appeal of the Initial Assessment, see NOTE 2.

NOTES:

1. For senior high school wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season
Contest day of the wrestling season the OPC will remain open until January 15" and for junior high/middle school
wrestlers coming out for the Team AFTER the Monday preceding the first Regular Season Contest day of the wrestling
season the OPC will remain open all season.

2. Any athlete who disagrees with the Initial Assessment may appeal the assessment results one time by having a
second assessment, which shall be performed prior to the athlete’s first Regular Season wrestling Contest and shall be
consistent with the athlete’'s weight loss (descent) plan. Pursuant to the foregoing, results obtained at the second
assessment shall supersede the Initial Assessment; therefore, no further appeal by any party shall be permitted. The
second assessment shall utilize either Air Displacement Plethysmography (Bod Pod) or Hydrostatic Weighing testing to
determine body fat percentage. The urine specific gravity testing shall be conducted and the athlete must obtain a result
of less than or equal to 1.025 in order for the second assessment to proceed. All costs incurred in the second
assessment shall be the responsibility of those appealing the Initial Assessment.

Revised: May 20, 2010






