In this package, you will find all the information that you need for your student to be apart of our
athletic season here at Awesome Olsen Middle School. We are offering Cheerleading, Soccer,

‘Basketball, Volleyball, Flag Footbal, Track & Field. Each sport will require proper shoes or
cleats. Students are responsible for bringing water bottles to practice and games. Practice days
and times and a schedule for games both home and away will be distributedas soon as they come
available for each sport. Please review the check list below before submitting the application
packages. If you have any questions please contact us at 754-322-3800,

o Athletic Contract (parent & student signatures required)

o Insurance statement need.to be notaraized with proof of insurance. A copy of your childs
insurance card is required

o School Entry Health form must be current to ensure that your childis smtab}c to play
sports and must be signed by doctor

**Weekly Progess reports will be filled out by teachers and need to be turned in weekly to the
coac

Check all that apply:

Sport:  Soccer Basketball Cheerleading Flag Football
Volleyball Track



Student Athletic C oz_:tract

Participation in interscholastic athletics is a privilege. Students wishing to take advantage of the
opportunities presented to by Awesome Olsen Middle School, Students/ Parents will abide by the
following:

1. Students/Parent will comply with the Student Code of Conduct Handbook.
. Students/Parents will abide by all school rules, regulations, and policies.

3. Students will maintain 2 2.0 or higher and tum in weekly progress reports on.Fridays to the
coach. '

4. Students understand that if their grades drop, the student will not be permstted to practice until the
grade goes back up. '

5. Students will be on time to school in the moming and every class every day. Missing Schoo! or
being late to school will result in consequences (Extra practice exercises and benched at games).

6. Students will be respectful to one another, their teachers, administration, and staff.

7. Students will use language that is socially acceptable. Profanity, vulgar talk and obscene gestures
will not be tolerated.

8. Students will be at practice/games on time. Students will notify his/her coach if they are going to
late or not make practice. Being late or missing practices wﬂl result in extra practice exercises
and benched at games. .

9. Parents understand the importance of picking their student up on time from practice and games. If
a student is being picked up late on numerons occasions, the student will not be able to
participate.

1, ' ' have read and understand this athletic contract. I know if any rules
are broken, the coach has the right take appropriate actions including the possibility of probation and/ or
termination from the team. Any student externally suspended from school is removed from the team.

Student Signature _ \ Date

| As the parent of , I have read and understand the athletic
contract. | agree to the policies and procedures of this contract for my child to participate in.

Parent/ Guardian Signature Date
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THE SCHOOQL BOARD OF BROWARD COUNTY, FLORIDA

Afterschool Extracurricular and Supplemental Prograins Parent/Legal Glia_rdian Authorization Form

Required for participation in any and all afterschool clubs, events, activities or supplemental
programs \ :

Student Name: — . _ Telephone:

- Club/Activity/Event Name: _.

Description or nature of the club, activity or event:

Date the club, activity or event will begin:

Date the club, activity or event will end:

Location of the club, activity, or event;

Name(s) of club, activity, or event sponsor(s):

Types of guests that may attend the club, activity, or event:

Scheduled Days of the Week: (Circle all that apply)

Monday " Tuesday =~ Wednesday Thursday ' . Friday Saturday

~ Scheduled Time: From To

1 give my child permission to participate in the above named extracurricular activity or supplemental program
during the dates and times listed above for the 2023-24 school year,

Name of Parent:

Telephone:

Signature of Parent: Date:

Scheduled days of the week and times may vary throughout the school year. ‘Club/activity sponsor will contact
parents through pre-determined forms of communication to notify of any change in meeting time or day.

EMERGENCY CONTACT

Name: - Telephone:

Relationship fo Student:

This form must be submitted and retained by the club, activity, or event sponsor prior to student
participation.




. MSAA INTERSCHOILASTIC SPORTS
PARENTAL PERMISSION AND INSURANCE STATEMENT

TO: Janet Giancarli Principal
Olsen Middle School
" PARTI .
1, — (Parent or Guardian), hereby grant permission
for my son/danghter _ , Birthdate: Mo.
Day. Year__ ), to participate in interscholastic sports during the
| schooi year.

(Please circle the sports in which your son/daughter MAY NO'L participate.) .
. Soccer, Cross Country, Golf, Basketball, FlagFootball, Volleyball, Track

My son/danghter has been éxamined by a physician and is physically qualified to participate in the
sports stated above. _ '

The original physical is attached with doctor’s stamp of aﬁproval.

I authorize my child to 2ccompany the school team, of which he or she is a member, on any of its -
local or out of town trips; also: I authorize the school to obtain, through a physician of its own
choice, any emergency medical care that may become reasonably necessary for my child as a result of
game partigipation. . :

We have accident insurance with . (Name of
Insurance Company) which will cover mér son/daughter in the event of an interscholastic
sport injury as required by School Boar Policy #5304. I will assume responsibility for
payment of doctor and hospital bills for treatment of any injury my son/daughter might
suffer while participating in athletic activities. If any change occurs in this policy, it is the
responsibility of the parent to notify the School Principal or Athletic Director.

A photocopy of the front of the Insurer’s policy card is attached.

(Signed)
Parent or Guardian ‘ ‘
NOTARIZATION -
*NOTE* STATE OFFLORIDA
) COUNTY OF
Sworn to and subscribed before me
A COPYQEVALID g
INSURANCE LD. CARD this..._.dayof. , 20
. MUST BE ATTACHED TO
THIS FORM
Notary Public
My Commission Expires: .
PARTII

INSTRUCTIONS TO PARENT OR GUARDIAN
1. Complete, sign and have the document notarized. C
2. Attach proof of Insurance AND proof of Student Physical WITH Doctor’s Stamp.



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.

Rewsed 4!23

MEDICAL HISTORY FORM

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

Student’s Full Name: : Sex Assigned at Birth: Age: DateofBicth: ___ /__ /[
School: : Grade in School: Sport{sk:

Home Address: City/State: Home Phone: { ¥

Name of Parent/Guardian; ' ' E-mail: :

Person to Contact in Case of Emergency: ' Relanonshsp to Student:

Emergency Contact Cell Phone: { } Work Phone: {____} Other Phone: ( }

Family Healthcare Provider: City/State: Office Phone: ( )

List past and current medical conditions:

Have you ever had surgery? If yes, please fist alt surgical procedures and dates: -

Medicines and supplements [please list alt current prescription medications, over-the-counter medicines, and supplements [ﬁerbal and nutritional}:

Do you have any allergies? i yes, please list all of your allergies (i.e., mgdicines, pollens, food, insects):

Patient Heazlth Questionaire version 4 {(PHQ-4}
Over the past two weeks how often hove you been bothered by any of the foﬂawmg pmb!ems? {Circle response)

" Notatal . | - " Several d:_a\/s_'- |- over ,ha_lf of the days - Nea rly everyday
fing 1 jous,
Feefing nervols, anxious, 0 1 2 3
or on edge
Ing zble or-
Not belng c to stop or o 1 5 3
congrol worrying
le interest o
%ltt elm T .s r pleasure_ 0 1 5 3
in doing things
Feelin es.'sed
g down, depr 0 1 2 3
or hopeless
GENERALQUESTIONS ©° . | HEART HEALTH QUEST!UNSABOUT You _
Explain *Yes™ answers at the end af this form. - - “Yes .} No - [conhnued} CT : 1" Yes ‘No
Circle quastions if you don't knaw the answer, : _ : o . b -
Do you have any concerns that you would llke to discuss with Has a doctor ever requested a test for your heart? For
1 your providar? ) 8 | example, electrocardiography [ECG) or echacardiography
- (ECHO}?
5 Has a provider ever dented or restricted your pamdpahon in . 9 Do you get light-headed or feet shorter of breath than your
sports for any reasan? . friends during exarcise?
3 | Doyou have any ongoing medicat issues or recent ilfnesses? 10 | Have you ever had a sefzure?
HEART HEALTH QUESTIONS ABOUTYOU < - | Yes |- No_ || HEART HEALTH QUESTIONS ABOUTYOURFAMILY | Ves | No
H 4 out ) d out duri i Has any family member or relative died of heart problems or
4 ave _\ro: ever patsed out or nearly passed out during or after 1% | had an unexpacted or unaxplained sudden death before age
exercise 357 {including drowning or unexplained car crash}
: . . Does anyone In your family have 3 genetic heart problem such
d d ) L " . .
s :‘::f:r:: s: ;il;:_l ag e!:rﬁ::;c t, poin, tightniess, of pressure in as hypertrophic cardionmyopsthy {HCM}, Marfan Syndrome,

12 arrhythmagenic right ventricutar cardiomyopatihy {ARVC),
fong QT syndrome [LEATSY, short OF syndrome {SGTS), Brugada

g Does your heart ever race, flutter {n your chest, or skip beats syndrome, or catecholaminerige polymaorphic ventricular
{irragular beats) durlng exarcise? tachycardia (CPVT)?

Has anyone in your family had a pacemaker or an implanted
7 1 Has a doctor ever told you that you have any heart problems? 13 defibrillator befare age 352

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



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

Revised 4/23
Student’s Full Name: _ __DateofBirth:__/__ / School:

BONE AND JOINT QUESTIONS - - . 1 Yes | No || MEDICAL QUESTIONS (continued) Yes | No
14 | Have you ever had a stress fracture? . 26 | Do you worry about your welght?
15 Did you ever injure 2 bone, muscle, ligament, Joing, or tendon 27 Are you trying ta of has anyone recommendad that you pain

that caused you to miss a practice of game? or lose weight?
15 o you H'ave a bene, muscle, ligament, or jolnt injury that 23 Areyou on a special dlet or do you avoid certaln types of

currently hothars you? foods ar food groups?
MEDICAL QUFSTIONS ' o - ] Yes 1 ) No 29 § Have vou ever had an eating disorder?

Do you cough, wheeze, or have difficulty breathing during Explain "VYag" answers here:
17 | orafter exarclse or has a provider ever diagnosed you with

asthma? )

18 Are you missing a kidney, an eye, 2 testicle, your spleen, or any
ather organ?

| 19 Do you have grofn or testicla paln or 2 painful bulge or hernfa
in the groin area?

Do you have any recurring skin rashes or rashes that come and
20 { go, including herpes or methicilin-rasistant staphylococeus
aurews {MRSA)? -

21 Have you had a cancussion of head Infury that caused
confusion, a prolonged headache, or memory groblems?

Have you ever had numbness, had tngling, had weakness in
22 | yoor arms or legs, or been unable ta move your arems or legs
after belng hitor @Ing?

23 | Have you ever become ill while exercising in the heat?

24 Do you ar does semeone in your family have sickle cell trait
or disease?

25 Have you ever had or do you have any problems with your
eyes or vision?

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 guestions allows Tor a trained clinician to assess the individual student-athlete against 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 shatt be completed
each year before participating in interscholastic athletic competition or engaging in any practice, tryocut, workowt, conditioning, or
other physical activity, including activities that occur outside of the schoo! year.

We hereby state, to the best of our knowledge, that our answers to the above questions are complete and correct. 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 diagnostic tests as
electrocardiogram (ECG), echocardiogram (ECHOY), 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-Athiete Name: {printed) Student-Athlete Signature: Date:__ [/ __[f_
Parent/Guardian Name: {printed) Parent/Guardian Signature: - Date: __ /[
Parent/Guardian Name: : {printed} Parent{Guardian Signature: Pate: __J___ [

Modified from © 2019 American Academy of Famtly Physiclans, American Academy of Pediotrics, Americon Coffege of Sports Medicine, Americon Medicol Sutiety for Sports Medicine, American
Orthopaedic Sociaty for Sports Medicine, and American Osteopathic Academy of Sports Medicine, Permission Is granted to reprint for noncommercial, educationol purposes with acknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
This medical history form should be retained by the healthcare provider and/or parent.
This form is valid for 365 colendar days from the date signed below.

e Revised 4/23 .-
PHYSICAL EXAMINATION FORM , . '
Student’s Full Name: DateofBirth: __/___/ ____School:

PHYSICIAN REMINDERS: .
Censider additional guestions on more sensitive issyes.
« Do you feel stressed out or under a lot of pressure? » Do vyou ever feel sad, hopeless, depressed, or anxious?
"« Doyou feef safe at your heme or sesidence? *  During the past 30 days, did you use chewing tobacen, snuff, or dip?.

s Hava you ever iaken anabolic steraids or used any other performance-enhancing

i d 7
» Do you drink alrohal or use any other drugs supplement?

v Have yol: ever taken any supplements to help you gain or lose weight er improve your
performance?

D Verifﬁ,' completion of FHSAA EL2 Medical History (pages 1 and 2), review these medical history responses as part of your assessment.
Cardiovascular histery/symptam guestions include Q4-Q13 of Medical History form. fcheck box if complete}

Bp:  / ( /7 ) Pulse: Vision: R 20/ L20/ Corrected: Yes No

F e mo e et e
Appearanca :
» Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyl, hyperlaxity, myopts, mitral valve
prolapse {WMYP], and sortic insuffitiency} '

Eyes, Ears, Mose, and Throat
+ Pupils equal
+ Hearing

tymph ches .

Heart
«  Murmurs [auscoltation standing, auscultation supine, and Valsabva maneuver)

tungs
Abdomen

Skin
« Herpes Simplex Virus {H5V), lesions suggestive of Methidilin-Resistant Staphylococcus Aureus [MRSA), or tinea corporis

Meumiogical

Shoulder and Arm

Elbow and Forearm

Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Foot and Toes

Functopal
+ Double-leg squat test, single-feg 3quat test, and box drop or step drop tast

This form is niot considered valid unless all sections are complete.

*Cansider electrocardiography (ECG), echocardingraphy (ECHO}, referval to a candiofogist for abrormal eatdiag history of eamination findings, ar any combination thereof, The FHSAA Sports Mediclne
Advisory Committee strongly recommends to a student-athlete (parent], 2 mgd’rca! evaluatlon with your heatthcare provider for rsk factors of sudden cardiae arrest which may indude an electrocardiogram.

Name of Healthcare Professional {print or type): Pateof Exam:___ f_ f
Address: Phone: { } E-mail:
Signature of Healthcare Professional: Credentials: License #:

Modified from © 2019 American Acodemy of Fomily Physicians, Amerlean Academy of Pediotrics, American Coflege of Sports Medicine, Americen Medfcol Society for Sports Medicine, Amecleon
Orthopoedic Soclety for Sports Medicing, ond American Osteoputhic Acodemy of Sports Medicine, Permission is granted toreprint far noncormmercial, educational purposes with acknowledgment,



PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)
SUBMIT THIS MEDICAL ELIGIBILITY FORM 70 THE SCHOOL
This form is valid for 365 calendar days from the date signed helow.

Revised 4723 .

MEDICAL ELIGIBILITY FORM ,
Student Information (to be completed by student and parent) print fegibly
Student’s Full Name: Sex Assigned at Birth: Age: DateofBirth: ___/ _/
Schoot: Grade in School: Spori{s):
Home Addrass: City/State: _ Home Phone: [ )
. Name of Parent/Guardian: E-mail:
Person to Contact in Case of Emergency: ___- Relationship to Student:
. Emergency Contact Celi Phone: { } Wark Phone: ( ) Other Phone: { )|
Fatnily Healthcare Provider: City/State: Office Phone: { )

" 1 Medically eligibla for all sports without restriction

0 Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of: {use additional sheet, if necessary)

O Medically eligible for only certain sports as listed below:

[} Not medically eligible for any sports

Recommendations: (use odditionaf sheet, if necessary}

I hereby certify that | have examined the above-named student-athlete using the FHSAA £L2 Preparticipation Physical Evaluation and have provided
the conclusienis) 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 heslthcare
prafessional prior to participation in activities. ' :

Name of Healthcare Professionat {print or type}: : Dateof Exar: ___/_ /
Address: ] - Phone: }
Signature of Heaithcare Prafessional: : Credentials: License #:

D Check this box if there is no relevant medical history to share related to Provider Stamp {if required by school)
participation in competitive sports.

Medications: {use additional sheet, if necessary)

List:

Relevant medical history to be reviewed by athletic trainer/team physician; {expluin below, use additionsf sheet, if necessary)
O Altergies [J Asthma [ Cardiac/Heart [] Concussion [ Diabetes [] Heat iness ['] Orthopedic [ Surgica) History [JSickie Celf Trait I3 Other
" Explain: '

Signature of Student: Date:__J /  Signature of Parent/Guardian: Date: J/ f

We hereby state, to the best of our knowledge the infarmation recorded on this form s complete and correct. We understand and acknowledge that we are hereby

advised that the studant should undergo a cardiovascular assessment, which may inciude such diagnostic tests as electrocardiogram (ECG), echocardiogram {ECHO],
and/for cardio strass test,

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

Modified from © 2019 American Acodemy of Fariiy Physidions, American Acodemy of Pediotrics, American Colege of Sports Medicine, American Medical Sodiety for Sports Medicine, Americon
Orthopaedic Satiety for Sports Medicing, ond American Osteopothic Academy of Sports Medicine, Permission is granted to reprint for noncommerciol, educational purposes with ocknowledgment.



PREPARTICIPATION PHYSICAL EVALUATION {Supplement)
SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL
This form is valid for 365 colendar days from the date signed below, -

. Revised 4/23
This form is only used, or requested, if a student-athlete has heen referred for additional evaluation, prior to Sfull medicol clearance,

MEDICAL ELIGIBILITY FORM - Referred Provider Form
Student Information (to be completed by student and parent) print legibly

Student’s Full Name: ' Sex Assigned at Birth: Age: Date of Birth: __ /. f
School:; . Grade in Schoal: Spori{s):
Home Address: City/State: : Home Phane: { 1
. Name of Parent/Guardian: E-mail: '
Person to Contact in Case of Emergency: Relationship o Student:
Emergency Contact Cell Phone: { ) Work Phone: {_ - ) : __Other Fhone: | 1
Family Healthcare Provider: _ City/State; Office Phone: [ )
Referred for: Diagnosis:

Lhereby certify the evoluatior ond assessment for which this student-gthlete was referred has been conducted by myself or o clinicion under my direct supervision with
the canclusions documented below: )

O Medicaily eligible for all sports without restriction as of the date signed hefow

O Medicﬁ!ly aligible for ali sports without restriction after completion of the following treatment plan: {use additional sheet, if necessary}

OO Medicatly eligible for only certain sports as listed helow:

LI Not medically eliglble for zny sports

Further Recommendations: {use oddiiional sheet, if necessary}

Neme of Healthcare Professional (print or type); ' Dateofbxam: ___ [/ /
. Address: _ i — _ . _ : ' Phone: { ¥
Signature of Healtheare Professional: ) Credentials: License #:

Provider Stamp (if required by school]




