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. JUNIOR RESERVE OFFICERS’ TRAINING CORPS
STUDENT CODE OF CONDUCT AND PARENT/GUARDIAN CONSENT FORM

_ PRIVACY ACT STATEMENT
AUTHORITY: 10 U.S.C. 102, Junior Reserve Officers’ Training Corps; DoD Instruction 1205.13, Junior Reserve Officers' Training Corps Program,

PRINCIPAL PURPOSE(S): To document you and your student's understanding of the expectations, responsibilities, and prohibitions related to
participation in the Junior Reserve Officers’ Tralning Corps (JROTC),

ROUTINE USE(S): Disclosure of records are generally permitted under 5 U.S.C. 522a(b) of the Privacy Act of 1974, as amended. To a Federal, state,
or qual agency maintalning clvil, criminal, or other relevant enforcement information or other pertinent information, such as current licenses, If
necassary to obtain Information relevant to a DoD Component decision conceming the hiring or retention of an employee, the Issuance of a security
clearancs, the letting of a contract, or the Issuance of a license, grant, or other benafit, Additional routine uses are listed in the applicable System of
Records Notices:

Army, AD145-2 TRADOC: Aps I/dpcld defense.goviPrivacy/SORNsIndax/DOD-wide-S : lef569085/a0145-2-tradoc/
Navy, N01533-1: mmgﬂgpglq,dezenge goleriygcv/SORN_alngl_exlDOD~Comnongm-Aruc!e-Vlgw/ArNclelSZOBZSlnD153_3_11

Air Force, F036 AETC B: ht‘rgs,l[dpcld defense.gov/Prvacy/SORNsIndex/DOD-Componant-Article-View/Anicle/569771/036-aete-b/

DISCLOSURE: Voluntary. However, fallure to fully complete requested infarmation may render student inefigible to participate In the JROTC program.

PURPOSE
The Junior Reserve Officers’ Traming Corps (JROTC) Program Is a world-class youth leader development program authorized by Congress and’
executed as a partnership between the Department of Defense, the miliitary services and local School District High Schools. JROTC Instructors are
retired servicea members and/or veterans employed as a faculty member by your lacal school district who are subject to the same laws, regulations and
policies as other teachars within the District. A purpose of the JROTC Is to Instili in students In the United States secondary educational institutions the
values of cltizenship, service to the United States (including an Introduction to service opportunities in military, national, and public service), and
personal responsibility and a sense of accomplishment,

| The purpose of this form is to share the expectations of the program, the expected behavior, and unacceptable behavior of all students and Instructors
taking part in the JROTC program. By Initialling next to each statement, you acknowledge and agree to the expected/prohibited behavior explained in
each section.

1. STUDENT NAME (Last, First, Middle) 2. PARENT/GUARDIAN NAME (Last, First, Middle)
3. JROTC UNIT/SCHOOL - 14. UNIT/SCHOOL ADDRESS (City, State, Zip Code)
Navy National Defense Cadet Corps (NNDCC) 85375 Miner Rd

Yulee High School Yulee, FL 32097

5. JROTC PROGRAM OFFICIAL (Last, First, Middls)
Patterson, Latoya Anika

6. EXPECTATIONS: | understand and acknowledge that:

(Initial Student/Parent or Guardian)
1 _a. Enroliment and particlpation in JROTC is purely voluntary. No representative of JROTG (adult or student), the school or school

distnct or other pos!tlon of authority {Including parents) may compel a student to participate In JROTC against their will. Students enrolled in JROTC
may coordinate with their school representative to request withdrawal at any time for any reason per schaot policles.

/ b. Inappropriate behavior between JROTC representatives/instructors and any student.or minor, including JROTC participants,

will not be tolerated. JROTC instructars are employees of the schaol/school district and are subject to the same high standards of professional conduct
as other teachers. If | have any concern about inappropriate activities concerning either instructors or other students within the JROTC program, | wifl
| immediately notify high school administration and/or PCCs identified In paragraphs 11 & 12.

/ c. JROTC representatives/instructors shall:

¢.1. Adhere to school policy whers applicable with regard to entry of any students or unrelated minors into thelr dwelling without the written consent of
the student's or minor's parent/guardian.

©.2. Adhere to school policy where applicable with regard to establishing a common household with a legally unrelated student or minor, that is, share
the same living area In an apartment (does not Include facilities open to all members of a homeowners' assoclation or all tenants In an apartment
complex), house, or other dwelling.

c.3. Adhere to school policy where applicable with regard to entry of any legally unrelated student or minar into privately owned vehicles. Exceptions
are permitted for official business when the safety or welfare of a student or legally unrelated minor Is at risk.

c.4. Adhere to school policy where applicable with regard to attending soclal gatherings, clubs, bars, theaters, or similar establishments on a personal
social basis with a student or not legally related minor. Exceptions include inadvertent meetings at restaurants and other public places and
Inadvertent mutual attendance at other appropriate public places and events
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7. COMPREHENSIVENESS & EXCEPTIONS:

The above list is not all inclusive and the Military Services may add additional prohlblfed activities, Prohibited activities betwesn a JROTC Instructor/
trainers and cadets listed In paragraph 6 apply from the first contact between an Instructor and student through 6 months after student reaches the age
of majority and/or is ne longer affiliated with the JROTC program or enrolled in the high schoal, whichever is the latter date.

Exceptions may be granted to accommodate relationships that existed prior to the instructor's or student's JROTC affiliation. These relationships
include, but are not limited to, famlly members. Any relations developing between JROTC representatives' family and the familles of JROTC students
must be declared to the school principal/school district representative. JROTC representatives wishing an exception must do so in writing to the
appropriate school officlal and must include the JROTC student's parents/guardian’s signature. Only high-level officlals/authority, as designated by the

host Institution In consultation with the host service, has the authority to approve these exceptions. The unit will keep these dacuments on record while
the student is enrolled in the program,

8. VIOLATIONS:

Violations of any part of paragraph 6.a through 8.14.ili, not granted an exception In paragraph 7, will result in & school or school district investigation,
possible school or school district disciplinary action and possible JROTC Instructor certification suspension or decertification, If at any time the student
or parent/guardian are unwilling or unable to adhere to these expectations, the student may be removed from the JROTC program,

8. PARTICIPATION EXPECTATIONS AND STANDARDS: | understand and acknowledge that:
(Initial Student/Parent or Guardian)

/ a. Initlal and continued enroliment and participation In JROTC is Incumbent on students understanding, acknowledging, and

- agreeing to adhere to expected standards and procedures.

a.1. Grooming/Personal Hygiene: JROTC students may be expected to adhere to the grooming standards of thelr affiliated Service while participating
in JROTC activities. Accommodations, as agreed upon by both the school and JROTC representatives, may be made for religious or other specific
situations. Students otherwise unable or unwilling to conform to the grooming standards may be removed from the JROTC program.

a.2. Uniform: JROTC students may be expected to'wear variations of their affiliated Service's uniforms, Students participating In JROTC understand
proper wear of uniforms is an integral part of the JROTC experience and agree to adhere fo prescribed standards, Certain situations may require
students wear “appropriate” civilian attire in lieu of standard uniforms which will be conslidered the prescribed uniform. Students not possessing suitable
attire, should immediately notify their JROTC Instructor and school representative.of the situation.

Ja.3. Physlcal Fitness: Students enrclling in JROTC should expect to participate in activities that demand varying physical levels, Students requiring

physical accommodations must ensure both the school and JROTC representatives are aware of the requirement and agree upon the appropriate
accommodation. Per school policy, physlcal activities may require an athletic or simitar medical/physical exam and clearance before students are
allowed to participate. '

a.4, Hazardous Activitles: Some of JROTC's elective activities may involve hazardous environments. These include but are not limited to rifle/pistolf
archery ranges, obstacle courses, and high/flow rope courses, Parents are required grant permissian for thelr child's participation using school/school
district procedures. Voluntary participation/nonparticipation does not impact students' overall JROTC standing.

10. PHOTO RELEASE:

This consent form requests_pérmisslon to use your child's photo/image and name for Junior ROTC advertising purposes to include on sacial and other
media. Please check one of the following cholces:

[:I | GRANT permission for my child's photosfimages and name to be used for Junior ROTC advertising purposes to Include on soclal and other
media,

D | GRANT permission for photos/images of my child without any other personal identifiers to be used for Junior ROTC advertising purposes to
Include on soclal and other media, )

D‘ | DO NOT GRANT permission for photos/images of my child to be used for Junior ROTC advertising purpases to include on social and other
— media. ‘

11. KNOW YOUR RIGHTS:

Title IX Is a federal law that was passed in 1872 to protect all students, faculty, staff, and employees from sex discrimination. Some of the specific
prohibited actions:

«» stalking or obscene phone calls, texts, emails, or gestures.

« sexually suggestive jokes, whistles, catcalls, or innuendos.

« inappropriate touching.

« Intimidation. ,
Title IX also protects individuals from retaliation for filing a complaint of sexual misconduct or participating in an Investigation.
Title IX requires School Districts to provide Title X Coardinators in each school. You should recelve Title IX education on an annual basis to ensure
you are fully aware of the law. In the event you are a victim of or become aware of a Title IX violation you should contact your school's Title 1X
Coordinator as soon as practical. They are for your counsel and protection. ‘

School/District Title IX Office:

Name of Title {X Coordinator: | Department of Education Office of Civil Rights (OCR)

OCR@ed.gov or
Phone Number: 800421-3481, TDD 800-877-8339

Emall Address:
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. |12 POINTS OF CONTACT::

Affiliated Service JROTC Office:

Navy Service Training Command, NJROTC Program
{320A Dewey Ave

Bldg 3 Room 106

Great Lakes, IL 60088-2912

Alr/Space Force'|G:
(800) 538-8429

saflghotline@us.at.mil

.lnspector Ganeral (IG) Offices

Army 1G:
(800) 752-9747
https:/lig;arnly milREQUESTHG- AQIION[B gyest- rmy-1G-Actio

Coast Guard IG:
(800) 323-8603
hitps:/ihotline.olg.dhs.govidste ep-1

Mar]
(866) 243-3887
orgmb.igmg.hotline@usme.mil,

ua_mg
(800)522-3451
_LVLGHQﬂlne.&@na!ym

De ‘ fDee se (DoD) IG
(300)424-9093

https:/iwww.dodlg.milirechot/

13, ACKNOWLEDGED BY: By signing below, | certify | have reviewed this

form and acknowledge that | have read and understand this policy.

|a. STUDENT NAME (Last, Firsi, Middle)

b. GRADE LEVEL

o, DATE SIGNED (YYYYMMDD) ~|d. SIGNATURE

o. PARENT/GUARDIAN NAME (Last, First, Middle)

f. PHONE/EMAIL

g. DATE SIGNED (YYYYMMDD) h. SIGNATURE

I. JROTC REPRESENTATIVE NAME (Last, First, Middle)

Patterson, Latoya A (Staff Sergeant/USMC)

| POSITION

N'NDCC Instructor

k. DATE SIGNED (YYYYMMDD) I. SIGNATURE

DD FORM 3203, JAN 2024

Page 3of 4







' | INSTRUCTIONS FOR COMPLETING DD FORM 3203

1; STUDENT NAME. Enter the appropriate information of the student participant.

2. PARENT/GUARDIAN NAME. Enter the appropriate information of the Parent or Legal Guardian of the participant.
3.JROTC UNIT/SCHOOL. Enter the host institution’s name and the JROTC Unit (Name/Number).

4, UNIT/SCHOOL ADDRESS. Enter the address of the host institution where the JROTC unit will take place.

5. JROTC PROGRAM OFFICIAL. Enter the appropriate Information of the JROTC Program Officlal at the host institution,

6. EXPECTATIONS.

a) VOLUNTARY ENROLLMENT: Student and Paren¥/Guardian Initials certify that the signees understand and agree to all statements within this
section,

b) INAPPROPRIATE BEHAVIOR: Student and Parent/Guardian Initials certify that the signees understand and agree to all statements within this
section,

c) EXPECTED BEHAVIOR: Student and Parent/Guardian initials certify that the signees understand and agree to all statements within this section,

7. COMPREHENSIVENESS & EXCEPTIONS. The expectations of the Program should comprehensively align with appropriate behavior of the
program representatives,

‘While the flst of statements included on this form are not all inclusive of appropriate and expected behavior, actions simllar in sentiment should be

adhered to as wefl. JROTC Program representatives (instructor and/or student) should direct any questions on appropriate behavior to their School or
School District Authority.

'18. VIOLATIONS. Read the statement on violations. Your signature on this form certifies you understand and agree to this statement.

9. PARTICIPATION EXCEPTIONS AND STANDARDS. Enroliment in the JROTC program Includes certaln participation expectations. Read each
statement and initial at the top of this section. Your initlals certify you understand and agree to the statements within this section.

10. PHOTO RELEASE. Read the statement related to the use of the student's photo/image and name. Select the option that best aligns with your
wishes.

11. KNOW YOUR RIGHTS. Read the statements included:in this section related to your rights under Title IX. This section also provides guldance and
a Point of Contact for reporting violations within your School District, as well as a Point of Contact at the Department of Education.

12. POINTS OF CONTACT. Participants are provided phone numbers and emaif addresses at each host military service as well as the Department of
Defense (DaD). :

13. ACKNOWLEDGED BY. Entering the appropriate information, and signing the flelds below certifles that you have read and understood the
information provided on this form and you agree to the slatements included within.

a) STUDENT NAME: As stated.

b) GRADE LEVEL: Enter the student's grade level in high school for the current year of pariicipation in the program.

c) DATE SIGNED: As stated.

d) SIGNATURE: Signing this document certifies that you have read, understand and agree to the statemants included in this form,
e) PARENT/GUARDIAN NAME: As stated.

f) PHONE/EMAIL: Enter the appropriate information of the Parent/Guardian.

g) DATE SIGNED: As stated.

h) SIGNATURE: Signing this document cartifies that you have read, understand and agree to the statements included in this form.
}) JROTC REPRESENTATIVE NAME: To be completed by the JROTC Instructor - Enter the appropriate Information of the JROTC Instructor.
j) POSITION: Enter the appropriate title held within the JROTC Program. (Ex.: Senior Instructor, Assistant Instructor).

k) DATE SIGNED: As stated.

1) SIGNATURE: The Program Official’s slgnature certifies that the DD Form 3203 is correct and complete and recommends approval.
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NJROTC HEALTH RISK SCREENING QUESTIONNAIRE

Cadest Name: : (Printed Name)
NJROTC Unit: High School

Date of your most recent pre-participation sports physical exam(na;!op

Part A~-TO BE COMPLETﬁD BY THE CADET AND PARENT/GUARDIAN

Directions: Please angwer Yes or No toithe followl

juastioris; (Do not leave any questions blank)
Do you have difficulty doing strenuous (great effort) exercise?

Have you been told NOT to participate in long distance runs, such as a 1-mile-run?

Have you been told NOT to do curl-ups or push-ups by a physiclan or other medical professional?
Do you exerclse less than three times per week for at least thirty minutes?

Have you had any broken bones or a serious accldent in the last three months?

Do you use tobacco of any kind?

Have you experienced chest, neck, jaw or arm discomfort while dolng physical activity?

Do you have asthma or are you using an Inhaler to ald In breathing?

© ® N o ;&> o N o2

Do you experience.any shortness of breath with refatively low levels of exercise or exertion?

-
o

. Inthe last month have you felt any chest pain at rest?

-
-

. Do you have any known cardiac (heart) disease?

Py
N

Do you think you are overwelight?

-
w

. Do you have dizzy/fainting spells, frequent headaches, or frequent back palns?
. Have you ever exparienced dehydration after strenuous physical exercise?

—_a
o

Are you currently under treatment by a physiclan or other madical practitioner?
Has your mother or sister died without any explanation or suffered a heart attack before the age of 55?
Has your father or brother died without any explanation or suffered a heart attack before the age of 457

- e ek
® N2

Do you have high blood pressure or are you on blood pressure medication?
Has a doctor ever told you that you have high cholestero! or are you on cholesterol medication?

. Do you have sugar diabetes?

N D=
- O ©

. Have you experienced episodes of rapld beating or fluttering of the heart?

N
N

. Do you suffer from'lower leg swelling.of both legs?

N
w

. Do you have difficulty breathing or have sudden breathing problems at night?

N
pS

. Do you have any persanal history of metabolic disease (thyrold, renal, liver)?

»
(<]

. Do you have a bone, joint, or muscle problem that prevents you from doing strenudus exercises?

nN
=

Have you unintentionally lost/gained more than 10 percent of your body welght since your last PFT?
. Have you ever been dlagnosed with Sickle Cell Trait?

NN
@ o~

. Do you have a current prescription for epinephrine (or “epl* pen) for situational use?

If you answered yes to any question please continue to the second page.

DYes DNo
DYes DNO
DYes DNo
DYes DNo
DYes DNO

D Yes D No

DYes DNo
[dves [(Ino
DYes I___]No
DYes DNO
DYes DNo
DYes DNo
DYes DNo
DYes DNo
Cves [Ino
DYes DNo
I:]Yes DNo
I:]Yes DNo
|____|Yes DNo
DYes DNo
[Ives [Ino
DYes DNO
DYes DNo
DYes DNo
DYes DNo
DYes DNO
[Jyes [JNo
L—_]Yes DNo

-Cadet Signature Date Parent/Guardian Signature

Date
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Cadel Name:

Part B - TO BE COMPLETED BY A LICENSED MEDICAL PRACTITIONER

If any of the answers to the questions above were YES, request that the following section be completed and signed by a licensed medical doctor or
reglstered school nurse:

Significant clinical history and/or current medication and treatment regimen of the above cadet: (Use below as neccessary)

Recommended/released for participation In strenuous physical activities including the 1.0-mile-run? [:] Yes D No

Signature of Medical Practitioner Date

NSTC 5761/113 (11-12) PREVIOUS EDITIONS ARE OBSOLETE PAGE 2 OF 2







NAVAL JUNIOR RESERVE OFFICERS TRAINING CORPS
' " (NJROTC) -
 STANDARD RELEASE FORM

Date:

L _ : _ . , being the legal
parent/guardian of _ , a member of
the Naval Junior Reserve Officers Training Corps, in consideration of the continuance of his/her
membership in the Naval Junior Reserve Officers Training Corps and/or his/her acceptance for
Naval Junior Reserve Officers Training Corps training, do hereby release from any and all
claims, demands, actions, or causes of action, due to death, injury, or illness, the government of
the United States and all its officers, representatives, and agents acting officially and also the
local, regional, and national Navy Officials of the United States.

I hereby authorize personnel of the Department of Defense, Armed Forces, Public Health
Service, or civilian physicians to render such medical and dental care as may be necessary and
medically indicated in the case of my son/daughter/ward during his/her period of training, as is
deemed necessary by a qualified practitioner.

I understand that care at a military medical facility for non-military dependents will normally be
rendered on a temporary (emergency) basis only: if further care is indicated, the patient will be
transferred to non-military care as soon as possible. Emergency care provided to cadets who are
not military dependents at a military facility may be subjected to reimbursement, and I may be
billed for the care provided. For Navy Medical Department facilities, such care is authorized by
NAVMEDCOMINST 6320.3B.

'My son/daughter/ward has been determined to have the following allergies:

He/she requires medication for the treatment of:

Below.are listed other medical conditions which my son/daughter/ward is known to have which would
preclude or limit in any way his/her participation in physical exercise and athletic programs.

| His/her physician is:

Name:

Address:

Telephone (include area code):

Initials
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Medical Insurance Company *

Name:

Street:

City, State, Zip Code:

Policy/ID Number:

Telephone Confirmation Number: () |

Dental Insurance Company*

Name;

Street;

City, State, Zip Code:

Policy/ID Number:

| Telephone Conﬁrmation Number: ( ‘)

[*This insurance is not required. However, the information provided may be required to
obtain non-emergency care.

PRIVACY ACT NOTIFICATION

Under the authority of 5 U.S.C. Sec. 301, the information regarding your child’s/ward’s health,
medical condition and treatment is requested in order to verify any need to administer medication
and to enable medical/dental personnel to diagriose and treat any emergency condition which
may arise during training. Pursuant to the Privacy Act, 5 U.S.C, Sec. 552, the requested

| information will not be divulged without your written authorization to anyone other than
NJROTC area personnel involved with administration of NTJROTC activities and medical/dental
personnel reqmnng the information in order to effectively treat any medical/dental problem
which may arise. Disclosure is voluntary: however, failure to provide the requested information
will preclude your child’s/ward’s participation in the training,

| Signature of Parent or Guardian:

Address:

City: State: | Zip:

Telephone (include area bode):
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PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4)
This medical history form should be retained by the healthcare provider and/or parent.
This form is valid for 365 calendar days from the date signed below.

7 Revised3/24

MEDICAL HISTORY FORM
Student Information {to be completed by student and parent) print legibly

Student’s Full Name: Biologlcal Sex: Age:_ DateofBlrth:__ /. _/
School: _- ‘ Grade In School: Sport(s):
Home Address: City/State: , Home Phone; ( )

E-mail:
Relationship to Student:
Work Phone: ( )

City/State:

Name of Parent/Guardian:
Person to Contact in Case of Emergency:
Emergency Contact Cell Phone: { }

Family Healthcare Provider:

Other Phone: { )
Office Phone: ( )

List pastand current medical conditions:

Have you ever had surgery? If yes, please list all surgical procedures and dates:

Medicines and supplements (please list all current prescription medications, over-the-counter medicines, and supplements (herbal and nutritional):

Do you have any allergles? If yes, please list all of your allergles {i.e., medicines, pollens, food, insects):

Patient Health Questionaire version 4 (PHQ-4)
Over the post two weeks, how often have you been bothered by any of the following problems? (Circle response)

. Notatall - Several days . Over half of the days- ' Nearly everyday
Feeling nervous, anxlous, ‘ 0 1 2 3
or on edge .
‘Not belng able to stup or 0 1 5 3
control worrying
Little lnterest or p(easure
: 0 1 2 3
in dolng; thlngx
Feellng down, depressed 0 1 2 3
| or hopeless
GENERAL QUESTIONS : HEART HEALTH QUB‘HONS ABOUT YOU -
Explaln “Yes” ariswers at the endof thls form. " Yes No - (conﬂnued) Yes' | .No
Cirdle’ ques-uonsifyou don't know the answer. .
1 Do you have any concems that you would iike to discuss with Has a doctor ever requested a test for your heart? For
1 your provider? 8 | example, electrocardiography {ECG) or echocardliography
: {EcHoR? .
2 Has a provider ever denied or restricted your participation in 9 Do you get light-headed or feel shorter of breath than your
sports for any reason? riends durlng exercise?
3 | Do you have any origoing medical lssues or recent Hinesses? 10 | Have you ever had a selture?
HEART HEALTH QUESTIONS ABOUT YOU - Yes | No ||HEART HEALTH QUESTIONS ABOUT YOUR FAMILY - | ‘Yes | ‘No
H famil b lat! f bl
4 Have ‘\;ot; ever passed out or nearly passed out durlng or after 11 h:: ::y amry '?ej"ur" or 'Ye. a.nve)cneio h;:::hp;‘:ﬁ:;n;:
exercise 357 {Including drowning or unexplatned car erash}
Does anyone In your famlly have a genetic heart problem such
5 ';:::::: ;;te‘r"::detg::;o ", pala, vghtness, of pressure in as hypertrophlc cardiomyopathy {HCM), Marfan Syndrame,
12 arrhythmogenle tlght ventricular cardlomyopathy (ARVC),
long QT syndrome {LQTS), short QT syndrome {SQTS), Brugada
g | Doesyour heart ever race, futter in your chest, or skip beats syndrome, or catecholaminerige polymorphic ventricular
(irregular beats} during exercise? tachycardia (CPVT)?
Has anyone In your family had a pacemaker or an Implanted
7 | Hasa doctor ever told you that you have any heart problems? 13 defibritator before aga 357

This form Is not considered valld unless all sections are complete,

p
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PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4)
This medical history form should be retained by the healthcare provider and/for parent.
This form Is valid for 365 calendar days from the date signed below.

A

Revised 3/24
Student’s Full Name: . .. Dateof Birth: ___/___/ Sehool:
BONE AND JOINT QUESTIONS -Yes | ‘No || MEDICALQUESTIONS {continued) =~ . Yes | No
14 | Haveyou everhad a stress fracture? . 26 | Do you worry about your welght?
15 Did you ever Injura 2 bone, muscle, ligament, jolnt, or tendon 27 Are you trying to or has anyone racommended thatyou gain
that caused you to mks a practice or game? or lose weight? :
16 Do you have a bone, muscle, figamnent, or joint Injury that 78 Ate you on a spetfal diet or do you aveid certaln types of
currently bothers you? foods or food groups?
MEDICAL QUESTIONS ' ' Yes.| No 29 | Have you ever had m eating disorder?
Do you cough, wheeze, or have difficulty breathing durlng Eprm “Yes” apswers here;
L 17 | or efter exarcise or has a provider ever dlagnosed you with .
asthma? : :
1g | Areyou missing 2 Kidney, an aye, a testicle, your spleen, or any
other organ?
19 Do you have groln or testicle pain or a patnful huige or hernla
Inthegroin area?

: Da you have any recurring skin rashes or rashes that come and
20 | go,Jncluding herpes or methictilin-resistant staphylococeus
aureus {MRSA)?

Have you had a concussion or head Injury that caused

21 confuslon, a prolonged headache, or memory problers?

. Have you ever had bi , had tingling, had L In
22 | your arms or legs, or been unable to move your arms or legs
after being hit or falling?

23 | Have you ever become Hl while exerclsing in the heat?

Do you or does someone in your family have slckle cell trait
or disease?

24

Have you ever had or do you have any problems whh your
eyes or vislon?

25

This form Is not considered valid unless all sections are complete,

Participation In high school sports is not without risk. The student-athlete and parent/guardian acknowledge truthful answers to the
above questions allows for a trained clinician to assess the individual student-athlete agalnst risk factors associated with sports-related
injuries and death. Florida Statute 1006.20 requires a student candidate for an interscholastic athletic team to successfully complete a
preparticipation physical evaluation as the first step of injury prevention. This preparticipation physical evaluation shall be completed
each year before participating In interscholastic athietic competition or engaging in any practice, tryoul, workout, conditioning, or
other physlcal activity, including activities that oceur outside of the school year.

We hereby state, to the best of our knowledge, that our answers to the above questions are complete and carrect. In addition to
the routine physical evaluation required by Florida Statute 1006.20, and FHSAA Bylaw 9.7, we understand and acknowledge that
we are hereby advised that the student should undergo a cardiovascular assessment, which may include such dlagnostic tests as
electracardiogram (ECG), echocardiogram (ECHO), and/or cardio stress test. The FHSAA Sports Medicine Advisory Committee strongly
recommends a medical evaluation with your healthcare provider for risk factors of sudden cardiac arrest which may include the special
tests listed above.

Student-Athlete Name: {printed) Student-Athlete Signature: Date: /[ .
Parent/Guardian Name: {printed} Parent/Guardlan Signature: Date: /[ ___
Parent/Guardian Name; (printed) Parent/Guardian Signature; _ Date:__/___/__

Modified from © 2019 Amerfcary Acodemy of Family Phiyslclans; American Academy of Pedlatrics; American College of Sports Medicine, Amerizan Medical Soclety for Sparts Medicine, American

Orthopaedic Soclety for Sports Medlcine, and American Osteopathic Academy of Sports Medlcine. Permission Is granted to reprint for nancommerciol, educational pyrposes with ack g




[ PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
bt "‘3;&’:&’ This medical history form should be retained by the healthcare provider and/or parent.
&L@/ This form Is valid for 365 calendar days from the date signed below.

PHYSICAL EXAMINATION FORM
Student’s Full Name: ‘ Date of Blrth: __/  / School:

HEALTHCARE PROFESSIONAL REMINDERS:
Consider additional questions on more sensitive issues.

+ Do yau feel stressed out or under a lot of pressure? R . » Do you ever feel sad, hopeless, depressed, or andous?
« Do you feel safe at your bome of residence? o ' + During the past 30 days, did you use chewing tobaceo, snuf, o dip?
« Da you drink alcohol or use any other drugs?: & Have you ever taken anabolke sterolds or uted any other performance-enhancing
supplement?
» Have you ever taken any supplements to help you galn or lose welght or Improve your - Teizited prlomence chitged, B (R opdl rpeiastont s
performance? ey Yt e B

D Verify completion of FHSAA EL2 Medical History (pages 1 and 2}, review these medical history responses as part of your assessment.
Cardlovascular history/symptom questions include Q4-Q13 of Medical History form. {check box if complete)

R e ST e D :
e e

Ty
‘eachiassassment
v LEL R i e

SR e BT E s e
i NORTACE ARNORATEINDINGSE

Appearance
+ Marfan stigmata (kyphoscollosis, high-arched palate, pectus excavatum, arachnodactyl, hypertaxity, myopla, mitral valve

prolapse [MVP}, and aoctic Insufficlency)

Eyes, Ears, Nose, and Throat
« Puplls equat
-« Hearing

Lymph Nodes

Heart
* . Murmurs-{auscultation standing, auscukation suplne, and Valsalva maneuver)

{ Lungs’

| abdomen

skin
+ Hecpes Shmplex Virus (HSV), festons suggestive of Methiciliin-Reslstant Staphylotoccus Aureus (MRSA), or tinea corporls

4]
:
o

ST L Ay NRP LT
L OBMAL FINDINGS;

Ak ber

ks
H

shall! each:
ess0nal shallininigleachigss

Shoutder and Arm

Elbow and Forearm

\Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Footand Toes

Functtonal
+ Double-leg squat test, single-Jeg squat test, and box drop or step drop test

This form Is not considered valid unless all sections are complete.

*Cons/der el dlography (ECG), echocardiography (ECHO), referral m a cardlologlst for abnonmal cardine hlstory or exsmiation findings, or any combination thereof The FHSAR Sparts Medkine
Advisory Committes stronglyr ‘. to a student-sthiate (parant), a medical evaluation with your healthcare provider for rlsk factors of sudden cardine zrrest which may Include an elactrocandlogram,
Name of Healthtare Professional (print or type): __. . . . _ _DateofExam:__/__/
Address: Phone: ( ) E-mail:

Signature of Healthcara Professlonal: _ ' Credentials: _______  Llicense #

Modiffed from @ 2019 Americon Academy of Fomily Physicians, American Acodemy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medidne, American
Orthopaedic Soclety for Sports Medicine, ond Amerlcon Osteopathic Academy of Sports Medicine. Permission & gronted to reprint for noncommerciof, educationol purposes withacknowledgment.
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PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)
SUBMIT THI5 MEDICAL ELIGIBILITY FORM TO THE SCHOOL
This form is valid for 365 calendar days from the date signed below.

Revized 2/24
MEDICAL ELIGIBILITY FORM
student Information (to be completed by student and parent) print legibly .
Student’s Full Name: __ Biological Sex: Age: Dateof Birth: ___/___/
School: i Grade in School! Sport(s):,
Home Address: . : __ City/state:_ Home Phones{___)
Name of Parent/Guardlan: . ' E-mall:
Person to Contact in Case of Emergency: Relationship to Student: .
Emergency Cantact Cell Phone: ( ). Work Phone: { ) Other Phone: ( )
Family Healthcare Provider: _Clty/State: _Office Phone: { )

The mroperiipotion physicel geeluotion riust be odnidnibiered by o prectitioner Hrensed under Flarida chopler 45E, chopter 485, thopter 480,

t!
4847, or regiztercd under §95.0133, and In good stending with the prectitioner’s regulatery boord, (63006, 22l K5}

3

41

[ Medicatiy eligible for all sparts without restriction
[ Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of: fuse odditionol sheet, If necessary)

] Medically ellgible for only certaln sports as iisted below:

O Notmedicallyeligible for any sports

Recommendations: (use additional sheet, if necessary)

Thereby cartify that |, oz & eilaician uneer s slivscs superuisian, have examined the above-named student-athlete.using the FHSAA EL2 Preparticipation
Physical Evaluation and have provided the conclusion(s) listed above. A copy-of the exam has been retained and can be accessed-by the parent as
requested. Any injury or other medical conditions that arise after the date of this medical clearance should be properly evaluated, diagnosed, and
treated by an appropriate healthcare professional prior to participation in activities,

Name of Healthcare Professlonal {print or type): _Dateof Exam: __/___/
Address: . Phone: ( )
Signature of Healthcara Professional: : . Credentials:. . License #:.

R ARy RS RSB R R e e AR s
etEd/An helmeDlassessmantby practnonerandns

Check this box if there Is no relavant medical history to share related to Provider Stamp (if required by school)
particlpation In competitive sports.

Medications: (use additional sheet, if necessary}
List:

Relevant medieal history to be reviewed by athletic trafiner/team physidan: (explaln below, use additional sheet, if necessory)
I} Allergles [ Asthma [J Cardlac/Heart [ Concussion [J Diabetes [ Heat lliness [J Orthopedic {1 Surgical History [Sickie Cell Tralt O} Other

Explain:

Signature of Student: Date:___/__/___ Ygnature of Parent/Guardlan:___. i . pate:__J__[___

We hereby state, to the best of our knowledge the Information recorded on this form Is complete and correct. We understand and acknowledge that we are heraby
advised that the student should undergo a cardiovascular assessment, which may Include such dlagnostic tests as electrocardiogram (ECG), echocardiogram (ECHOY},
and/or cardlo stress test,

This form is hot considered valld unless all sections are complete.

Modified from © 2018 Americon Acodery of Family Physlclons, Anieritoii Acaidemy bf Pedigldes, Amirkats Callegé of Sports Medidine, Arierican Medical Soelety fo Sports Medicine, Americon

Orthoppedic Soclety for Spurts Medicing, snd Amerlean Osteopathic Acodemy af Sparis Medicing, Permission & grovied ta ceprint for noncommerciol edhicatianal juroséd with acknwltdgmieat




Nassau County School District

Medical Authorization Form

(Student’s Nafne) has my permission to participate in extra-curricular
activities sponsored or authorized by __ Yulee HS. — NNPCC School and/or the School Board of Nassau
County.

In my absence or in the absence of an authorized parent or guardian of the Participant, | hereby authorize The School
Board of Nassau County, Florida, its agents, servants, employees or designees to administer first aid and to obtain and -
consent to on behalf of the Participant and Participant’s parents or guardians, any emergency first aid or medical care by
any physician, hospital, or attendant which is deemed necessary or expedient by said physician, hospital or attendant as a
result of involvement in the Activity. | agree to abide and be bound by such decisions and consents as if made by me-and
do assume full financial responsibility for and agree to pay all expenses of such care. | understand that it is my
responsibility to secure adequate insurance for such first aid and medical care. The name of our health insurance

company is Policy Number

I further authorize any physician, hospital or medical attendant to receive full and complete medical reports or
information deemed necessary by them with respect to the treatment of my child. Execution of this document shall
operate as an authorization for such person(s) to receive any medical information which they require.

The medical authorization contained within this form shall be valid and usable by The School Board of Nassau County
during such periods of time as my child is enrolled in a school within said District and this authorization shall remain valid
unless revoked by me in writing.

Parent or Guardian: Date:
STATCCr couNTY or
The foregoing instrument was acknowledged before me this by

(Date)

, who is personally known to me or who has
(Name of Person Acknowledged)

produced as identification and who did (did not) take an oath.
(Type of Identification)

(Title or Rank) (Signature of Notary taking Acknowledgment)

{Serial Number,if any) (Name of Notary, typed,printed or stamped)

MIDDLE AND HIGH SCHOOL STUDENTS:

| hereby certify that | have read, understand and agree to abide by all of the rules of conduct and regulations of The
School Board of Nassau County and if appropriate, the Florida High School Activities and Athletic Association. Any
violation of these rules and regulations will subject me to disciplinary action.

Student’s Signature: Date:




PREPARTICIPATION PHYSICAL EVALUATION (Supplement)
. SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL
This form Is valld for 365 calendar days from the date signed below.,

e Revls 4 %
This form Is only used, or requested, if a student-athlete has been referred for additional evaluation, prior ta full medical clearance.
MEDICAL ELIGIBILITY FORM - Referred Provider Form

Student Information (to be completed by student and parent) print legibly

Student’s Full Name: Biologlcal Sex; Age: Date of Birth: _/___/
School:, Grade In School: Sport{s):

Home Address: City/State: Home Phone: (____ )

Name of Parent/Guardlan; . E-mali:

Person to Contact In Case of Emergency: i Relationship to Student:

Emergency Contact Cell Phone: ( ) Work Phone: { ) . Other Phones {____)

Familly Healthcare Provider: _. Clty/State: Office Phone: (____})

Referred for: Diagnosis:

| hereby certify the evaluation and assessment, for which this student-athlete wos referred has been conducted by myselfor o clinlclon under my direct supervlsion with
the-concluslons docurnented below:

[0 Medically ehgltie forall sports without restriction.as of the date signed below
[d Medically eligible for all sports without restriction after completion of the following treatment plan: (use additional sheet, if necessory}

[ Medically eliglble for only certaln sports as listed below:

D Not medically ellgible for any sports
Further Recommendations: {use odditional sheet, If necessary)

Name of Healthcare Professional (print or type):. Date of Exam: [/
Address: ‘ Phone; { B
Signature of Healthcare Professional: i . Credentials: License #:

Provider Stamp (if required by school)




