(This form gets returned to the Coach)

LAKOTA SCHOOL DISTRICT
ATHLETIC DEPARTMENT

STUDENT INFORMATION FORM - SCHOOL YEAR '09-'10

NAME SPORT
(Last) (First)
ADDRESS PHONE
ZiP
AGE PRESENT GRADE BIRTH DATE
(Month/Day/Year)
FATHER'S/GUARDIAN’S NAME WORK PHONE,
MOTHERS/GUARDIAN'S NAME WORK PHONE
O.H.S.AA. ELIGIBILITY INFORMATION
Please Circle

L. Did you attend a Lakota school last year? I. YES NO*
2. Are you a foreign exchange student? 2. YES* NO
3. Are you currently enrolled in a Lakota school? 3. YES NO*
4. Are you currently enrolled in at least five solid subjects? 4, YES NO*
5. Are you currently living with your parent(s)/legal guardian(s) at the

above listed address? 5. YES NO*
6. Is Lakota High School the only high schooi you have ever attended? 6. YES NQO#
7. Have you ever withdrawn from high school? 7. YES* NO
8. Is this coming sermester your ainth semester or more of high school? 8 YES* NO

{high school is grades 9 through 12)

9. Will you be 19 years old before August 1% in grades 10, 11 or 127 9. YES® NO

IF ANY CHANGEIS TOQ THE ABOVE INFORMATION SHOULD OCCUR DURING THIS SPORTS

SEASON, PLEASE NOTIFY YOUR HEAD COACH AND THE DISTRICT ATHLETIC DIRECTOR

IMMEDIATELY. FAILURE TO DO SO COULD AFFECT YOUR ELIGIBILITY TO PARTICIPATE
IN THIS SPORT AND POSSIBLY CAUSE FORFEITURE OF CONTESTS.

“Please read all the training rules and eligibility requirementy contained in your athletic handbook before signing this
form. Your signature indicates that you have read and you are aware of your responsibilities as a Lakota athlete.

Likewise, the parent(s) and/or guardian(s) signature indicates an acknowledgement of the responsibilities of a Lakota
athlete.*

Student Signature Date

Parent/Guardian Signature Date

(6/09)




(This form gets returned to the Coach)

STUDENT TRAINING PLEDGE

As a participant in the Lakota athletic program, 1 agree to abide by all training rules, especially
those regarding the use, sale and/or possession of alcohol/drugs/tobacco. Chemical dependency is a
progressive but treatable disease characterized by repeated alcohol and/or drug use in spite of recurring
problems. Therefore, I accept and pledge to abide by the training rules listed in the Student Athletic
Handbook, the Student Code of Conduct as established by the Lakota Board of Education, and all other
ruies established by the coach of my sport.

To demonstrate my support, I pledge to:

1. Support my fellow students by setting an example and abstaining from the use/possession of
drugs/tobacco/alcohol.

2. Not to enable my fellow students, who use drugs/alcohol/tobacco, I will not cover for them or
lie for them if any rules are broken. 1 will hold my teammates accountable for their actions.

3. Seek information and assistance in dealing with my own or teammates’ problems.
4. Be honest with my parents about feelings, needs, and problems.

5. Be bonest with my coach or other school personnel when the best interests of my fellow
students are jeopardized.

STUDENT SIGNATURE

DATE

(6/15/06)



(This form gets returned to the Coach)

LAKOTA DISTRICT ATHLETIC
DEPARTMENT

RELEASE

We, the undersigned, student and parent(s)/guardian(s) of (student
name) do hereby release, waive, discharge and covenant not to sue the Lakota School District
Board of Education, its individual members, Superintendent, principals, administrators,
employees, agents or anyone acting on its behalf, from any and all liability, claim, demand, action
or cause of actions, of whatever kind or nature, either in law or equity, arising from or by reason
of any bodily injury, personal injury or mental injury, known or unknown, including death,
resulting from or to result from s (student name )participation in sports
and/or any other extracurricular activity on behalf of or in the name of the Lakota School District
Board of Education.

We hereby assume full responsibility for the risk of bodily injury, personal injury or mental injury
or death due to ’s (student name) participation in sports and/or other
extracurricular activities on behall of or in the name of the Lakota School District Board of
Education.

We expressly agree that his/her release is intended to be as broad and inclusive as permitted by the
iaws of the State of Ohio or any other state in which said student may be injured and that if any
portion of this release is held invalid, it is agreed that the balance shall, nevertheless, continue in
full force and effect.

We further state that I/'we have carefully read the above release and know the contents of same
and sign this release of our own free act.

Dated:
{Parent/Guardian)
Dated:
(Parent/Guardian)
Dated:
(Student)

(6/09)



(Both the Coach and Trainer need copies of this form)

LAKOTA SCHOOL DISTRICT EMERGENCY MEDICAL AUTHORIZATION

Purpose: To enable parents and guardians to authorize the provision of emergency treatment for children who become il or iniured while under
school authority, when parent or guardians cannot be reached.

Please use Blue or Black ink.

Sex
Student Address Student Name M/F
Zip School
Home Phene # Grade Date cf Birth Home Room #
Father's Name Work Phone
Address (i different than student) Home Phone
E-mait address CeliPgr
Siep Mothers Name Work Number
ftother's Name Work Phone
Address (if different than siudeni) Home Phone
E-mail address Cell/ Pyr
Step Father's Name Work Number
Guardian’s Name Work Phore
{if other than parents)
E-mail address Cell/Pgr
Person(s) who may be notified and to whom your child may be released if school cannot reach you.
1. Relationship Phone
2, Relationship Phone
3. Relationship Phone

Facts concerning the child's medical history including allergies, medications being taken, and any physical impairments to which a
physician shouid be alerted:

The School Nurse may share health information with appropriate school personnel to aid in present and future educational decisions.

Doctor to be called Phone
Dentist to be called Phone
Preferred local hospital

PART 1-TO GRANT CONSENT

In the event reasanable attempts to contact me have been unsuccessful, | hereby give my consent for (1) the adminisiration of any treatment
deemed necessary by above named doctor or in the event the designated preferred practitioner is not available by another licensed physician or
dentist; and (2} the transfer of the child to any hospital reasonably accessible. This authorization does not cover major strgsry unless the medical
opinicn of two other licensed physicians or dentists concurring in the necessity for such surgery are obtained prior to the parformance of such
surgery.

Date Signature of Parent / Guardian

PART 2- TO REFUSE CONSENT
I do NOT give my consent for emergency medical ireatment of my child. In the event of ifiness or injury requiring emergency ireatment, | wish the
school authorities to take NO action or to;

Date Signature of Parent / Guardian

(6/15/06)



(This form gets returned to the Trainer)

Lakota School District

ATHLETIC TRAINING

Please read, sign, and return to us the following consent form.,
If you are under 18 years of age, your parents must also sign,

If you should choose to refuse to sign this consent form, please write "'refused to sign"', the date,
and your signature on the signature line.

INFORMED AND MEDICAL CONSENT

1, (print name), am aware that trying out, practicing, or playing in

any sport can be a dangerous activity involving many risks or injury. I understand that the dangers and
risks include, but are not limited to, death, serious head, neck, and spinal injuries, paralysis, injuries or
impairment to the musculoskeletal system, or other aspects of the body, general health, and well-being.

Because of the dangers of participating in sports, I recognize the importance of following the
instructions of the athletic department personnel regarding playing techniques, training, rules of the
team/sport, equipment, and to obey such rules. T also acknowledge that some sports are classified as
violent sports involving even a greater risk of injury than other sports. 1 further realize that T am
expected to report all injuries/illnesses I may have sustained during periods of official, organized
athletic participation (including all regularly scheduled practices and contests) and throughout the
calendar year (regardless of how they occurred) to a coach, an athletic trainer, or to a team physician.

I hereby grant permission to the Lakota School District team physicians and/or their consulting
physicians to render to myself (son/daughter) any treatment, medical or emergency surgical care that
they deem reasonably necessary to the heaith and weli-being of the student-athlete.

I also hereby authorize the Lakota School District athletic trainers and their staff who are under the
direction and guidance of the Lakota School District team physicians to render to myself
(son/daughter) any preventive measures for injuries, first aid, treatment, rehabilitation, or emergency
treatment that they deem reasonable and necessary to the health and well-being of the student-athlete,
This includes all practices, games, and travel,

Also, when necessary for executing such care, I grant permission for hospitalization at an accredited
hospital.

DATE

Signature

(Signature may be that of the student-athlete
over 18 years of age; if under 18, this form Social Security # {OPTIONAL)
must also be signed by a parent or guardian.)

Parent/Guardian Signature

{6/15/06)



LAKOTA LOCAL SCHOOL DISTRICT
AUTHORIZATION TO PUBLISH STUDENT NAME WITH PICTURE ON LAKOTA
WEBSITES

HIGH SCHOOL STUDENTS

Photographs or video identifying high school students by name may be published on the district’s
website and athletic websites unless the student’s parent/guardian (or student over the age of 18)
has denied authorization. Failure to return this form denying permission could result in your high
school student’s photograph being identified on a Lakota District website. I understand that the
student’s photograph could be published as an individual photograph or as a group picture without
identifying the student unless denied under FERPA,

1 deny authorization to publish student’s name with their photograph on a district website.

Name of student (print): School

Date

Parent/Guardian Signature (if under 18)

Date

Student Signature (if over [8)

Address Phone:

ELEMENTARY STUDENTS
Early elementary, elementary or junior high school students will not be identified in a photograph
or video on Lakota district websites unless permission is granted by the student’s parent/guardian.

I authorize the Lakota Local School District to publish student’s name with their
photograph on a district website.

I deny authorization to publish student’s name with their photograph on a district website.

Name of student (print): School

Date

Parent/Guardian Signature

Address Phone;

Lakota Local School District Form 6301D
Cross-Reference: Board Policy 6301 Revised 12/4/08



" Ohiio High School Athletic Association
Preparticipation Physical Evaluation

DATE OF EXAM: Page 1 of 4
Name Sex Age Date of Birth

Grade School Sporys)

Address Phone

Personal Physician

in case of emergency, contact: Name Relationship

Phone (H) (W) (Celi) (Cell)

This section is to be carefully completed by the student and hisiher parent(s) or legal guardian{s) before participation in interscholastic athletics in
order to heip detect possibie risks.

=<
[
o

Explain "YES" answers in the space provided. Circle
guestions you don't know the answer to.

P18 Do you cough, wheeze, or have difficuity breathing during or after exercise?
1R |s there anyone in your family wha has asthma?

m Has a doctor ever denied or restricted you participation in Yes No P4 Have you ever used an inhaler or taken asthma medicine?
sports for any reason? O 0O :J Were you born without or are you missing a kidney, an eye, a testicle, or
Bo you have an ongoing medicat condition {jike diabetes or asthma)? [ any other organ?
Are you currently taking any prescription or nonprescription N Have you bad infectious mononucleosis (mono) within the last month?
{over-the-counter) medicines or pilis? OO Yl Do you have any rashes, pressure sores, or other skin problems?
E8 Do you have aliergies to medicines, pollens, foods, or stinging Insects? 0O O (| Have you had a herpes skin infection?
LMl Do you think you are in good health? O O gl Have you ever had a head injury or concussion?
[:78 Have you ever passed out or nearly passed out DURING exercise? O o & Have you been hit in the head and been confused or lost your mermory?
b Hove you ever passed out or naarly passed out AFTER exarcise? 0o LR -ave you ever had a seizure?
;] Have you ever had discomfort, pain, or pressure in vour chest <tR D)0 you have headaches with exercise?
durtng exercise? O O [E#Have you ever had numbness, tingling, or weakness in your arms or
Does your heart race or skip beats during exercise? HE legs after being hif or falling?
Has a doctor ever told you that you have (check all that apply): Have you ever been unable to move your arms or legs after being hit or
[ tigh Blood Pressure £} A heart murmur falling?
[3 High Cholesterol 1 Aheartinfection E@Wnen exsrcising In the heat, do you have severe muscie cramps or
k8 Has a doctor ever ordered a test for your heart? (for become ill?

Has a doctor told you that you or someone in your family has sickle cefl
iradt of sickie cell gissase?

EIH Have you had any problems with your eyes or vision?

£l Do you wear glasses or contact lenses?

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

£ER Are you happy with your weight?

LER Are you trying to gain of lose waight?

B R Has anyone recommended you change your weight or eating habits?

LY Do you limit or carefully control what you eat?

L1 Do you have any concerns that you would like to discuss with a doctor?

FEMALES ONLY

PER Have you ever had a menstruat period?

LLE How old were you when you had your first menstrual period?
EVB How many periods have you had in the last 12 months?

example, ECG, echocardiogram}
Has anyone I your family died for no apparent reason?
Does anyone in your family have a heart problem?
Has any family member or relative died of heart problems or
of sudden death before age 507

B Does anyene in your family have Marfan syndrome?

{8 Have you ever spent the night in a hospital?

{@ Have vou ever had surgery?

Oonono oo
oooao oo

“ Have you ever had an injury, like a sprain, musdie or ligament
tear, or tendinitls, that caused you to miss a practice or
game? If yes, circle affected area below:

ooooooono o o g o oonoonon ooo
Doonaonol 0 0 o odnoogoopn Onozg

[

[
]
]

Have you had any broken or fractured bones or dislocated
joints? If yes, circle below: [

Have you had a bone or joint injury that required x-rays, MRI,
CT, surgety, injections, rehabilitation, physical therapy, a O O

brace, a cast, or crutches? If yes, circle below: Explain "Yes" Answers Here: (Atlach additional sheets as needed)
Upbeér Hand 7
Head [Neck [Shouilder Arm _ |Elbow [Forearm [Fingers [Chest
Upper{Lower Foot/
back |back [Hip Thigh [Knee |Calf/shin |Ankle {Toes

4B Have you ever had a stress fracture?

pr A Have you been told that you have or have you had an x-ray
for atlantoaxial (neck} instability?
Do you reguiarly use a brace or assistive device?

EHas & doctor ever told you that yeu have asthma or allergies?

ann O
ooo o

I {we) hereby siate, to the best of my four) knowledge, my (our) answers to the above questions are complete and correct.

Signature: Signature: Date:

Atpleta Patent or Guardian (If athiete Is under 18)

The student has family insurance Clves [ No; If yes, family insurance company name and palicy number:

NOTE: CONSENT AND HiPAA RELEASE FORMS THAT MUST BE SIGNED BY BOTH THE PARENT AND THE STUDENT ARE ON A SEFARATE SHEET.
NOTE: HISTORY AND ALL CONSENT FORMS MUST BE COMPLETED PRIOR TQ PHYSICAL EXAMINATION

Modifiad from American Acaderny of Family Physicians, American Academy of Pediatrics, American Coflege of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine, 2004, Rev. 03/06



Page 2 of 4

Physical Examination Form

The section below is to be completed by physician or staff after history and consent forms are completed.

Students Name Birth Date
Height Weight % Body Fat (aptional) Pulse BP ! ) / ) /
Vision R 20/ L 20/ Corrected: Y N Pupils: Equal Unegual

Follow-Up Questions on More Sensitive Issues [Optional)

Da you feel siressed out or under a fot of pressure?

Do you ever feel 50 sad or hopeless that you slop doing same of your usual activities for more than a few days?

Do you faed safe?

Have you ever tried cigarette smoking, sven 1 or 2 puffs? Do you currently smoke?

During the past 30 days, did you use chewing tohaces, sauff, or dip?

During the past 30 days, have you had at least 1 drink of alcohol?

Have you ever laken steroid pilis or shots without a doctor's prescription?

Have you ever taken any supplements to help you gain o lose weight or improve your performance?

5. Questions from the Youth Risk Behavior Survey thitp:iwww.cde gov/HeaithyYouthiyrbs/index him) on guns, seatbelts, unprotected sex, domestic vinienca, drugs, eic,

L B ol e

Nates:

Abnormal findings e N .h.a_iti#is*

Appearance
Evyes/ears/nosefthroat
Hearing

Lymiph nodes

Heart

Murmurs

Pulses

Lungs

Abdomen

Genitatia {males only)
Skin
 MUSCULOSKELETAL
Neck

Back

Shoulderfarm
Elbow/forearm
Wristhand/fingers
Hip/thigh

Knee

Leg/ankle

Fool/toes
*Muitiple-examiner set-up only.
Notes:

Clearance
O Cleared without restriction
O Cleared, with recommendations for further evaluation or freatment for:

[ Not cleared for: T All Sports O Certain sports: Reason:
Recommendations:

Emergency information:
Allergies:
Other Infarmation:

Name of Physician: {printtype/stamp) (M., DO, DCY Date:
I the Physician's Assistant (P.A.) or Advanced Nurse Practitioner (A.N.P.} performed the exam, name and address of collaborating physician or
physician group:

Address: Phane:

Signature of Physician;




Page 3 of 4

OHSAA AUTHORIZATION FORM

| hereby authorize the release and disciosure of the personal health information of ("Student"),
as described below, to ("School"}.

The infermation described below may be released to the Schocl principal or assistant principal, athletic 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 participate in school sponscred activities, including but not limited to interscholastic sports programs, physical education
classes or other classroom activities.

Personal heaith information of the Student which may be released and disclosed includes records of physical examinations petformed
to determine the Student's eligibility to participate in scheol sponsored activities, including but not limited to the Pre-pariicipation
Evaluation form or other similar document required by the School prior to determining sligibility 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, including but not limited o practice sessions, fraining and competition; and cther
records as necessary to determine the Student’s physical fithess to participate in school sponsored activities.

The personal health information described above may be released or disciosed to the School by the Student's personal physician or
physicians; a physician or other health care professional retained by the Schoal to perform physical examinations to determine the
Student's eligibility to participate in certain school sponsored activities or to provide treatment fo students injured while participating in
such activities, whether or not such physicians or cther heaith care professionals are paid for their services or volunteer their time to the
School; or any other EMT, hospital, physician or other health care professional who evaluates, diagnoses or treats an injury or other
condition incurred by the student while paricipating in school sponscred aciivities.

I understand that the School has requested this authorization to release or disclose the personal health information described above to
make certain decisions about the Student's health and ability to participate in certain schoo! sponsored and classroom activities, and
that the School is a not a health care provider or health plan covered by federai HIPAA privacy regulations, and the information
described below may be redisclosed and may net continue to be protected by the federal HIPAA privacy reguiations. | also understand
that the School 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.

| also understand that health care providers and health plans may nct condition the provision of treatment or payment on the signing of
this authorization; however, the Student's participation in certain school sponsored activities may be conditioned on the signing of this
authorization,

| understand that | may revoke this authorization in writing at any time, except to the extent that action has been taken by a health care
provider in reliance on this authorization, by sending a written revocation to the schoot principal (or designee) whose name and address
appears below.

Name of Principal:

School Address:

This authorization will expire when the student is no longer enrolied as a student at the school.

NOTE: IF THE STUDENT IS UNDER 18 YEARS 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 Signature Birth date of Student, including year

Name of Student's personal representative, if applicable
t am the Student's {check cne): Parent Legal Guardian (documentation 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 his/her personal representative
THE STUDENT SHALL NOT BE CLEARED TO PARTICIPATE IN INTERSCHOLASTIC ATHLETICS UNTIL THIS FORM HAS BEEN
SIGNED AND RETURNED TO THE SCHOOL



Page 4 of 4
2009-2010 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 eligibility rules of the Ohio High School Athletic Association. | understand that
a copy of the CHSAA Handbook is on file with the principal and athletic administrator and that | may review it,
in its entirety, if 1 so choose. All OHSAA bylaws and regulations from the Mandbook are also posted on the
OHSAA web site at www.ohsaa org.

G 1 understand that an OHSAA member school 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
CHSAA rules.

97| understand that participation in interscholastic athletics is a privilege not a right.

Student Code of Responsibility

&Y As a student athlete, | understand and accept the following responsibilities:

7 | will respect the rights and beliefs of others and will treat others with courtesy and consideration

47 | will be fully responsible for my own actions and the consequences of my actions

157 | will respect the property of others

7 | will respect and obey the rules of my school and faws of my community, state and country

£ | will show respect to those who are responsible for enforcing the rules of my schoot and the laws of

my community, state and country
97 | understand that a student whose character or conduct violates the school's Athietic Code or School
Code of Responsibility is not in good standing and is ineligible for a period of lime as determined by
the principal

9 Informed 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 schoot athletic programs, it is impossible o 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.
K% { understand that in the case of injury or illness requiring transportation to a heaith care facility, that a
reasonable attempt will be made to contact the parent or guardian in the case of the student-athlete being a minor,
but that, if necessary, the student-athiete will be transported via ambulance to the nearest hospital.
47 To enabie the OHSAA to determine whether the herein named student is eligible to participate in interscholastic
athletics in an OHSAA member schoot | consent to the release to the OHSAA any and all portions of schoal record
files, beginning with seventh grade, of the herein named student, specifically including, without [imiting the
generality of the foregeing, birth and age records, name and residence address of parent{s)or guardian{s),
residence address of the student, academic work completed, grades received and attendance data.
Y| consent to the OHSAA's use of the herein named student's name, likeness, and athletic-related information in
reports of contests, promotional literature of the Association and other materials and releases related to
interscholastic athletics.
¥ By signing this we acknowledge that we have read the above information and that we consent to the herein
named student’s participation.

*Must Be Signed Before Physical Examination

Student’s Signature Birlh date Grade in Scheot Date

Parent’s or Guardian’s Signature 5 Date

Rev. 3/08



