Fallsburg Jv. /Sr. High School
115 Brickman Road
Fallsburg, NY 12773

Health, PE, & Athletics Office

(845) 434-6800 exct. 2212
email: Slendzian@fallsburgcesd.net
Jax: (845) 434-0046

August 2019
Dear Parent/Guardians/Students:

Welcome to the rapidly approaching fall sports season. As we say good-bye to summer, the excitement builds with start of
a new school year. I hope your summer was fantastic. While we still have a few weeks left before classes begin, we are
actively preparing for the upcoming fall sports season. We have a wonderful group of coaches who are eager to begin
their work with the hardworking students of our district. We offer several sporting opportunities for our students during
the fall, winter and spring sport seasons as listed below:

Fall Season Winter Season Spring Season

8-Man Football Boys’ Basketball Softball (girls)

Boys’ Soccer Girls’ Basketball Baseball (boys)

Girls”® Soccer Wrestling Outdoor Track & Field
Girls” Volleyball Cheerleading Girls® Golf

Cross Country Indoor Track and Field

Cheerleading
Girls Tennis

Girls' Alpine Skiing
Boys' Alpine Skiing

Updated contest schedules can be found by logging online to hitp://ociaa.ouboces.org . Once this webpage is opened
please click on the schedules link, then on to the game schedules link as this will give you the opportunity to choose the
sport, level of competition (i.e. modified, JV or varsity) and dates for the schedule you desire to view. Contest location
and directions are also available on this website.

Please note the following start dates for practices for our teams:

Fall Sports - JV/Var.Teams - Monday, August 19%
Modified Teams (1% day classes) - Wednesday, September 4t"

Winter Sports- Varsity/JV - Monday, November 11%
Modified - Tuesday, November 18%

Spring Sports- Varsity/JV - Monday, March 9%
Modified - Monday, March 16%

As you may know from past seasons, we must have an opportunity to complete some brief paperwork for each child prior
to their participation with our teams. Most of this paperwork is for student health records and is in addition to the annual
sports physical. This information is stored with our district nursing staff and copies of the necessary paperwork are
enclosed.

To best accommodate our student-athletes I have asked our nursing staff to be available to meet during the following
times for their required “sport interval updates”:

August 19th, from 7:30 am - 10:00 am

August 28th from 9am-11am

Physical date: Monday, August 19® and Tuesday, August 20th 9am. All sports intervals and physicals will take place in
the HS nurse’s office.

I look forward to working with your children and increasing the pride that Fallsburg Athletics have always brought to our
community.

Suzanne M. Lendzian

Director of Physical Education and Athletics




Health, PE, & Athletics Office

Fallsburg Jr. /Sr. High School (845) 4346800 ext. 2212
115 Brickman Road email: Slendzian@fallsburgesd.net
Fallsburg, NY 12773 Jox: (845) 434-0046

Fall preseason schedule (subject to change):
Sports Physicals
9am in the JSHS Nurse's Office
August 20th and 21st

Medical Interval Updates:
August 19th, from 7:30 am - 10:00 am
August 28th from 9am-11lam
Will begin on the first day of school for athletes. Students can only go for the interval during their lunch, study hall or
after school.

Varsity Football
Coach Dominick Scanna, email: dscanna@fallsburgesd.net
Coach Ryan Koval, email: tkoval@fallsburgesd.net
Starting Monday August 19, 2019 at Benjamin Cosor Elementary School
Monday-Friday from 5-7 pm

Varsity Boys and Girls Cross Country
Coach Danielle Halikias, email:dhalikias@fallsburgcsd.net
Coach Daniel Redmond, email: dredmond@fallsburgesd.net
Starting Monday August 19, 2019 at Benjamin Cosor Elementary School
8am-10am
July schedule can be found here: https://docs.google.com/document/d/10-SEke5PL-Rpozn-kwyx0S84k2Bn-
JF6TcgIMqCvTCk/edit
August schedule can be found here:

https://docs.google.com/document/d/1K_suBim9nssQw_A9AR26VZjFt4aoXnO6USOAWWgUWwM/edit

Varsity Girls Soccer
Coach Amber Smith, email: asmith@fallsburgesd.net
Starting Monday August 19, 2019 at Benjamin Cosor Elementary School
Monday-Friday from 6-8 pm

Varsity Girls Tennis
Coach Janet Carey, email: jcarey@fallsburgesd.net
Starting Monday August 19, 2019 at Fallsburg JSHS Tennis courts

Varsity Boys Soccer
Coach Lionel White, email: Iwhite@fallsburgesd.net
Starting Monday August 19, 2019 at Benjamin Cosor Elementary School
Monday-Friday 2p-4p and 6p-8p

Cheerleading
Coach Kiffanie Rodgers-Sanchez, email: krodgers-sanchez@fallsburgesd.net
Starting Wednesday, September 4, 2019 in the JSHS cafeteria

Volleyball
TDB




SPORTS PHYSICAL FORM FOR SPORTS PARTICIPATION
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FALLSBURG JR./SR. HIGH SCHOOL

Name , D.OB. Age Grade

Address Phone # Emergency #
Farticipation in athletics is voluntary and is not a required part of the regular physical education program.

SPORTS ACTIVITIES

List any sport in which you do NOT wish your child to participate:

THIS FORM MUST BE COMPLETED AND RETURNED TO THE SCHOOL NURSE PRIOR TO
THE DAY THE ATHLETE HAS HIS/HER PHYSICAL.

HEALTH HISTORY
To be completed by parent/guardian: -
Has you child ever had: (Please Check)
YES NO YES NO
Allergies/Hay Fever o o Elevated Blood Pressure L
Bee Sting Allergy L L Headaches L L
Asthma - L Head Injury/Concussion - o
Anemia o o Heart Problem/Murmur L L
Arthritis L L Chest Pains o o
Bladder/Kidney
(Problem or Injury) o L Nose Bleeds/Frequent
or Severe L L
Convulsions/Seizures L Ankle Injury L L
Fainting Spells L L Back Pain/Injury o o
Diabetes L L Fracture-Dislocation
Bones/Joints o o
Ear Problems/
Hearing Loss L L Knee Pain/Injury - o
Eye Problems/
Vision Loss L .
Injury to the Spleen o L Rheumatic Fever L o
Joint Sprain/Ligament Stomach Ulcer L L
Tear/Muscle Pull o o Bleeding Problems - o
¢Is there a current medical examination on file in the nurse’s office? Y/N

#1Is your child assigned to the Adaptive Physical Education Program or has hc/sh—e been in an Adaptive

Physical Education Program? YN
¢ Has your child been unconscious or lost memory from a blow on the head?  Y/N _
4#Does you child have any of the following:
One eye or severe uncorrectable loss of vision in one or both eyes? YN
Severe hearing loss in one or both ears? ~ Y/N
Onekidney YN Onetesticle Y/N__ Oneear YN

OVER




<$-Has your child been ill for five (5) consecutive days? Y/N
< Has your child ever had an illness, condition or injury that required him/her to go the hospital, either as a patient
overnight or in the emergency room for x-rays; required an operation that caused your child to miss a game or

practice?  Y/N
<If YES to any of the above questions, please describe:

<4 Is your child under medical care now?  Y/N ____M.D.sName

Reason

< Any medication in past year? Y/N __ If yes, what medication:
<4Is your child on any medication now? If YES, what medication
4 Do you have any concerns about your child’s health or other questions you would like to discuss wnh a doctor?
Y/N If yes, what? :
+Doesy your child have:

Orthodontic Appliances? Y/N ____Capped teeth? Y/N ____ Wear contacts for sports? Y/N__ Wear glasses for sports? Y/N
<4 Since your child’s last physical examination has your child had any injury or medical illness? Y/N

41f YES, what?
41 agree with the above answer and consent to participation of my child in the inter-scholastic program of his/her
school including practice sessions and travel to and from athletic contests.

%1 also agree to emergency medical treatment as deemed necessary by the physicians designated by the school
authorities.

PARENT SIGNATURE Date

FOR SCHOOL PHYSICIAN ONLY

This certifies that 1s physically qualified to
- participate it following categories of competition during the school year. .

CONTACT/COLLISION LIMITED CONTACT/ STRENUOUS/  NON-STRENUOQUS
IMPACT - NON-CONTACT  NON-CONTACT |

Field Hockey Baseball Cheering Archery
Soccer Basketball Track & Field Bowling
Wrestling ‘ Volleyball Swimming Golf
Football Skiing Tennis
Softball Cross-Country

B.P. Weight Height

Recheck Scoliosis Positive Negative

Reason for disqualifying Re-check Refer

Date Grade

Private Physician Signature School Physician Signature
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Formulario Fisico de Deportes Para Participar en Deportes
Escuela Secundaria de Fallsburg Jr./Sr.
Nombre Fecha/de Nac. Edad Grado

Direccién tel. # de Emerg.
Participacién en actividades atléticas es voluntaria y no es un requisito para el programa de Educ. Fisica.

ACTIVIDADES DEPORTIVAS
Haga una hsta de los deportes que no quiere que su hijo/a participe:

- ESTE FORMULARIO DEBE SER COM?LETADO Y ENVIADO ALA
ENFERMERA DE LA ESCUELA ANTES DEL DIA QUE EL ATLETA TENGA
SU EXAMEN FISICO

Historia de la salud

Para ser completado por los padres/apoderados:

Alguna vez su hijo/a ha sufrido de: (Por favor marque)

Si No Si mno
Alergias/Fiebre del Heno e o Presion Arterial Elevada e
Alergia de Picadas de Abejas Dolor de cabeza e
Asma - Golpes en la Cabeza/Contunsiones o
Anemia o Problemas al Corazén/Soplo Cardia. -
Artritis o Dolor de pecho e
Vesicula/rinones
(problemas o Heridas) o Sangrado de Nariz/ Frecuente

0 Severo o

Convulsiones/ Epilepsia o Dafio al Tobillo o

Mareos Repentinos Dafio a la Espalda/ Heridas
Diabetis Fractura-Dislocacién

Huesos/ Coyunturas/Articulacion
Problemas de Oido

Perdida de la Audicion __ __  Dolorde Rodillas/ Herida e
Problemas de los Ojos o

Perdida de la Visién e

Herida al Bazo o Fiebre Reumatica e
Torcedura de Articulacion/ Ulcera Estomacal e

Ligamiento

Desgarro Muscular Problemas de Sangramiento

B Existe actualmente un examen médico en los archivos de la enfermera ?  S¥/No_

B Esta su hijo/a asignado al programa de Educacion Fisica Adaptiva o ha asistido al programa de
Educacion Fisica Adaptiva?  SI/No '

B Ha estado su hijo/a inconciente o ha perdido alguna vez la memoria por un golpe en la cabeza? Si/No

B Tiene su hijo/a algunos de los siguientes:
Un ojo o perdida severa de la visidn en uno o los dos ojos? Si¥/No
Perdida auditiva en uno o los dos oidos?  Si/No
Unrifién Si/No Un testiculo  Si/No Un Oido Si/no

P Ha estado su hijo/a enfermo mas de cinco (5) dias consecutivos? Si/No

B Ha estado su hijo/a en condicién de enfermo o herido que haya necesitado hospitalizacién, ya sea como
paciente de s6lo una noche o en la sala de emergencia de rayos x; que haya necesitado una operacion que
pueda causar a su hijo/a faltar a alguna practica? Si/No

B-Siha respondido si a cualquiera de las preguntas anteriores, por favor describalas:




B Bsta su hijo/a en tratamiento médico en estos momentos? Si/No __ Nombre del
MD.

Razones

B Alguna medicina el afio pasado? Si/No_ siresponde si, que medicina

B Esta su hijo/a tomando alguna medicina en estos momentos? Si/No __ si su respuesta es 81, que
medicina

B Tiene ud. alguna preocupacion acerca de Ja salud de su hijo/a o alguna otra pregunta que le gustaria
conversar con su médico? SI/No_ sila respuesta es s1, Qué
B Tiene su hijo/a:
Aparatos Ortodonticos ? S/No Diente Cubierto? Si/No__ Usa lentes de contacto para deportes?
SifNo
Usa lentes Opticos para deportes? Si/No
B Desde el Gltimo examen fisico su hijo/a ha tenido alguna herida o enfermedad? S¥No____
si la respuesta es si, qué
B Estoy de acuerdo con las respuestas antes mencionadas y doy consentimiento para la participacion de mi
hijo/a en el programa inter-escolar de su escuela incluyendo las sesiones de practica y viajes hacia y de
regreso a los encuentros deportivos.
B También estoy de acuerdo en que se le practique tratamiento médico en caso de emergencia por log
médicos designados por las autoridades de la escuela.

Firma de los Padres Fecha

FOR SCHOOL PHYSICIAN ONLY :
This certify that is physically qualified to participate it
following categories of competition during the school year.

CONTACT/COLLISION LIMITEDCONTACT/ STRENUOUS/ NON-STRENUOUS
IMPACT NON-CONTACT NON -CONTACT
Field Hockey Volleyball Cheering Archery
Soccer Baseball Track and Field Bowling
Wrestling Basketball Swimming Golf
Football Skiing Tenms
Softball Cross- Country
B.P. Weight Height
Re-check Scoliosis Positive ____Negative
Reason for disqualifying ; Re-check Refer
Date Grade

Private Physician Signature School Physician Signature
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FALLSBURG CENTRAL SCHOOL DISTRICT SPORTS KEALTH UP-DATE / SARENT PERMISSION FORM
RETURN THIS FORM TO YOUR SCHOOL NURSE

1

STUDENT NAME: GRADE: SEX: (M/F) DOB:
ADDRESS: HOME PHONE:

SPORT: LEVEL: {circle one) MOD  FRESH JV VAR

PARERNT / GUARDIAN NAME: TEL: {w) (Emergency Number):

MNARE OF FAMILY DOCTOR: TELEPHONE NUMBER OF FAMILY DOCTOR:

| MEREBY APPLY FOR THE PRIVELEGE OF TRYING OUT FOR THE ABOVE SPORT AND FULLY RECOGNIZE MY RESPSONSIBILITIES. | WILL BEHAVE IN A MANNER THAT WILL
BE A CREDIT TO MY SCHOOL AND SPORT. | REALIZE THAT | MAY BE ASKED TO WITHDRAW FROM THE TEAM IN CASE | DO NOT. IF EXTENDED THE ABOVE PRIVELEGE, |
WILL FOLLOW THE REGULATIONS I THE ATHLETIC CODE AND ANY ADDITIONAL TRAINING RULES GIVEN TO ME BY MY COACH.

(STUDENT SIGNATURE)

MEDICAL HISTORY Y N MEDICAL HISTORY Y N
Have you ever had a medical iliness or injury since your last check Do you wear glasses or contacts?
up or sports physical? . ‘
Have you been seen in the emergency room? Do you use any special protective or corrective equipment or
Have you ever been hospitalized overnight? . devices that aren’t usually used for your sport or position {for

example, knee brace, special neck roll, foot orthotics, retainer on
your teeth, hearing aid)?

Are you currently taking any prescription or nonprescription (over Have you had any problems with your eyes or visions?

the counter) medications or pills or using an inhaler?

Have you ever taken any supplements or vitamins to help you gain Have you ever had a sprain, strain, or swelling after injury?

or lose weight or improve your performance?

Do you have any allergies {for example, 1o pollen, medicine, food, Have you broken or fractured any bones or dislocated any joints?
or stringing insects)?

Do you carry an Epipen? Have you had any other problems with pain or swelling muscles, tendons, bones,
Have you ever passed out during or after exercise? or joints? If yes, check appropriate choice and explain below.
Have vou ever been dizzy during or after exercise? __Head ___Elbow ___Hip ___Neck __ Forearm
Have you ever had chest pain during or after exercise? _.Thigh __Back ___Wrist __Knee __ Chest
Have you ever become ill from exercising in the heat? ___Hapd __ Ankle __ Shin/Calf __ Shoulder

Have you ever been told you have a heart murmur? ___Finger __Foot ___Upper Arm

Has any family member or relative died of heart problems or of
sudden death before age 50?

Has a physician ever denied or restricted your participation in Do you have asthma?

sports for any heart problems?

Do you have any current skin problems (for example, itching, Do you cough, wheeze, or have trouble breathing during or after
rashes, acne, warts, funigus, or blisters)? activity?

Have you ever had a head injury or concussion? FERMALES ONLY

If so when?

Have you ever been knocked out, become unconscious, or lost your When was your first menstrual period?

memory? -

Have you ever had a seizure? When was your most recent menstrual period?

Do you have frequent or severe headaches?

If you answered yes to any question, please explain here:

I have read and understand the concussion policy

(Parent signature) {Student signature)

*List any chronic conditions here:

Lam fully aware that there is a risk of physical injury in ali sports participation, School provided insurance might not cover all medical expenses in case of injury.
In case of an accident, | give the coach permission to obtain medical treatment of my child if | cannot be contacted. My insurance information is: -

Company Name: Policy Number:

it néeded, the physical will be performed by: . My family physician . Falisburg Central School doctor

I certify that all the above information is correct

(Signature of Parent or Guardian) {Date signed)
(SCHOOL USE ONLY)
THE ABOVE NAMED STUDENT HAS HAD A PHYSICAL EXAMINATION AND IS APPROVED TO COMPETE IN SPORTS AS PER THE HEALTH CARE PROVIDER DURING THE
SEASON Of THE SCHOOL YEAR. B.P

Restrictions (if any):

DATE OF PHYSICAL: FALLSBURG CSD NURSE’S SIGNATURE:

DATE:
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FORMULARIO DE SALUD PARA DEPORTES FALLSBURG CENTRAL SCHOOL DISTRICT / PERMISO DE LOS PADRES
DEVUELVA ESTE FORMULARIO A SU ENFERMERA DE LA ESCUELA

NOWIBRE DEL ESTUDIANTE: GRADO: SEXQ: {Mi /F) _______Fechade nacimiento:
DIRE CCION: Teléfono de Casa:
DEPORTE: NIVEL: {circule uno) MOD FRESH JV VAR

CORREQ ELECTRONICO:

PADRE / TUTOR NOMBRE:

{(nimero de emergencia):

NOMI BRE DEL MEDICO DE CABECERA:

TELEFONO DE DOCTOR FAMILIAR:

Por la presente solicito el privilegio de probar para arriba deporte y completamente reconozco mi responsabilidad. Me comportaré de una manera que serd un

crédito a mi escuela y el deporte. Me doy cuenta de que se me puede pedir a retirarse del equipo en caso yo no. Si se extiende arriba, privilegio, te seguiré las

normas del codigo de atletismo y las reglas de formacién adicionales dados a mi por mi entrenador.

HISTORIA MEDICA SI/NO
¢Alguna vez ha tenido una enfermedad o lesion

meédica desde su dltimo examen fisico o deportes fisico?

¢Se le havisto en la sala de emergencia?
¢Alguna vez ha sido hospitalizado durante la noche?.
¢Ha tenido algin problema con sus o0jos o visién?

¢Estd tomando cualquier prescripcion o de venta libre especial,

(sobre el contador) de medicamentos o
pildoras o usar un inhalador?
¢ Alguna vez has tomado suplementos o vitaminas para

ayudarle a ganar o perder peso o mejorar su rendimiento?

¢ Tiene alguna alergia {por ejemplo, al polen, 13 medicing,
13 alimentacion, o hacer un collar insectos)?___
¢lievas un Epipen?__
VdAlgu na vez se ha desmayado durante o despues
del ejercicio? _____
éAlguna vez se ha sentido mareado durante
o después del ejercicio?
¢Alguna vez has tenido dolor en el pecho
durante o después del ejercicio?

¢Alguna vez has enfermado por hacer ejercicio en el calor?

Cualquier miembro de la familia o un pariente

ha muerto de problemas del corazén o de muerte
subita antes de los 50 afios? ___

¢Tiene asma?___

¢Alguna vez ha lesion en la cabeza

o conmocién cerebral? ___ Siesasiécudndo?
¢Alguna vez fue nogueado, perder el conocimiento, o a
perdido la memoria?

¢Tiene dolores de cabeza frecuentes o graves? ___
SOLO MUJERES

¢Cuando fue su primer periodo menstrual?

Si usted contestd si a alguna pregunta, por favor explique aqui:

{Firma del éstudiante)

HISTORIA MEDICA SI/NO
¢Usa anteojos o lentes de contacto?

¢ Utiliza algin eguipo especial de proteccion

o correctiva o dispositivos que no se utilizan por

lo general para la practica deportiva o la posicién

{por ejemplo, apoyo de rodilla, rolio cuello

aparatos ortopédicos, retenedor en los dientes)?

¢Alguna vez has tenido un esguince, distension

0 hinchazon después de la lesion? __

¢Se ha roto o fracturado algtn hueso o dislocado cualquier

junta?_
¢Ha tenido alguin otro problema con el dolor

o la inflamacidn de los mdsculos, tendones, huesos o

juntas?___
Si es asi, compruebe la eleccion adecuada y explicar
___cabeza __ Codo __Cadera___Cuello ___ Antebrazo
___Mulo___*volver ___rodilla ___ Pecho

mano ____ Tobillo____ Shin / Becerro____ Hombro

___pecho___dedos____Pie ___ superior del brazo
¢Le han dicho alguna vez que tiene un soplo en el
corazon?

¢Alguna vez un médico negado o restringido

su participacién en los deportes para cualquier

problema del corazon? .,
¢Tiene problemas actuales de 1a piel {por ejemplo, picazon, tenido una
erupciones, acné, verrugas, hongos o ampollas)?
¢Tose, sibilancias, o tiene problemas para respirar durante o después de la
actividad?____ '

¢Alguna vez ha tenido una convulsion?

¢Cudndo fue su periodo menstrual mas reciente?

He leido y entiendo la politica de concusién

(Firma del padre)

* Haga una lista de las enfermedades crénicas aqui:

(Firma del estudiante)

Soy plenamente consciente de que existe el riesgo de lesiones fisicas en toda participacién en los deportes. El seguro de la escuela proporcnonado no podria cubrir

todos los gastos médicos en caso de lesién.

En caso de un accidente, le doy el permiso técnico para obtener tratamiento médico de mi hijo si yo no puedo ser contactado. Mi informacion de seguro es:

Nombre de la empresa:

Numero de pdliza:

Si es necesario, la fisica se realizard a través de: Mi médico de familia

Yo certifico que toda fa informacién anterior es correcta

médico Escuela Central de Fallsburg

{Firma del Padre o Tutor)
{USO DE LA ESCUELA)

(Fecha de ia firma)

LA formacion aqui nombrada ha temdo un examen fisico y es aprobado para competir en deportes '

SEGUN EL MEDICO DURANTE LA TEMPORADA DE
Restricciones {en caso):

ARO ESCOLAR. B.P

FECHA DE LA FISICA:

FIRMA DEL LA ENFERMERA FALLSBURG CSD:




REGUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TOBE COMPLETED [N ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
: f\goieﬂNYSED requires a physical exam for new entrants and students in Grades Pre-Kor K, 1, 3,5, 7,9 & 11; annually for
inte rscholastic sports; and working papers as needed; or as required by the Committee on Special Edtication (CSE) or
Committee on Pre-School Special education ‘(CPSE).
ATIQ

Name: : Sex: i E£JF |DOB:

UJ Medication/Treatment Order Attached DiAnaphy!axis Care Plan Attached
O Food  [Oinsects [ Latex [ Medication [J Environmental

Asthima [INo |0 Medication/Treatment Order Attached [J Asthma Care Plan Attached

[l Yes, indicte type|[J Intermittent  [J Persistent 0J Other :

i Medication/Treatment Order Attached [ Seizure Care Plan Attached

O Type: Date of last seizure:
E’lfji‘%abeit:és LI No |0 Medication/Treatment Order Attached 1 Diabetes Medical Mgmt. Plan Attached
Il Yes, indicate type [ IType 1 [J3Type2 [ HgbAlcresults: Date Drawn:

Risk Factovrs for Diabetes or Pre-Diabetes:

Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance,
Gestationad Hx of Mother; and/or pre-diabetes.

BVl kg/m2 Percentile (Weight Status Category):

,,,,, <5t [J 549t [TFsom-ga™ [185%-94™ [hosth.ggt™ [J99% and<
Hyperlipidemia: [JNo [JYes Hypertension: [INo [Jves

Height: - Weight: BP: : Pulse: Respirations:

PPD/ PRN []
Sickle Cell Screen/PRN ]

One Functioningg [ Eye [JKidney [JTesticle
J Concussion — Last Occurrence:

[J Mental Health:
1 Other:

N

O Test Done

[J Lead Elevated >10 pg/dL

Check Any Assessment Boxes Outside Normal Limits And Note Below Under Abnormalities

[J HEENT [J Lymph nodes (J Abdomen - [J Extremities [} Speech

U Dental. O Cardiovascular [J Back/Spine [ Skin UJ Social Emotional

U Neck U Lungs [ Genitourinary [ Neurological O Musculoskeletal

U Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code

O Additional Information Attached

5/1/2018 page 10of2




‘ 1 Right | . L-eﬁz ‘ E‘Cfcwa% _Notes-

Visior

M—Dlstar“o ce Acuity 20/ 20/ L Ves D NO -
D@tance Acuity With Lenses 20/ 20/ ) .
ision — Near Vision 20/ 20/
\/;s-t—gr; Color [JPass [] Fail ' -
e | Rightdd | teft d8 | Referral
[Cves [CINo
: le Reqmred for boys grade g ?:::,Nié'g'afiéfef kS V Posmve . o
And girls grades5 & 7 . I 1 A -
M‘E)e\/iation Degree: Trunk Rotation Angle: 3

Recommendations:

S FOR PART c PATEGF\! IN F‘%YS!EAL EBUEAT{GN[SPGRT@/F‘iAYGF’QURD/WORK
_J Fu ! Acavsiy wzthout restrictions including Physical Education and Athletics.

strictions/Adaptations Use the Interscholastic Sports Categories (below) for Restrictions or modifications
] No Contact Sports ncludes: baseball, basketball, competitive cheerseadmg/ field hockey, footbai%, ice
hockey, lacrosse, soccer, softball, volleyball, and wrestling
-] No Non-Contact Sports Includes: archery, badminton, bowling, cross-country, fencing, golf, gymnastics, rifle,

Skiing, swimming and diving, tennis, and track & field
[:f Other Restrictions:

O Deveiopmenta( Stage for Athletic Placement Process ONLY

Grades 7 & 8 to play at high school level OR Grades 9-12 to play middle school level sports
Studentisat Tanner Stage: 11 [111 3 [JIv v
[l Accommodations: Use additional space below to explain

[J Brace*/Orthotic [J Colostomy Appliance* [] Hearing Aids
L Insulin Pump/Insulin Sensor* [J Medical/Prosthetic Device* (] Pacemaker/Defibrillator*
(1 Protective Equipment [J Sport Safety Goggles [J Other:

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain:

[J Order Form for Medication(s) Needed at School attached
List medications taken at home:

[] Record Attached [J Reported in NYSIIS Received Today: [JYes [JNo

Med ical Prd\‘/:der Signature:

Provider Namei{please print) Stamp:
Provider Address:

Phone:

Fax:
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