Awesome Olsen Middle School Athletics
Student Athletic Contract

In participation in interscholastic athletics is a privilege. Students wishing fo take advantage of the
opportunities presented to them by Olsen Middle School, students/parents will abide by the following:

Students/Parents will comply with the Student Code of Conduct Handbook.

Students will abide by all school rules, regulations, and policies.

Students will maintain a 2.0 or higher. Turn in weekly progress reports on Fridays to the coach,

Students understand that if a grade starts falling in class, the student will not be permitted to

practice until the grade goes back up.

5. Students will be on time to school in the morning and class every day. Missing schoel or being
late to school will result in consequences. (Running laps, Pushups, bench at a game)

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

7. Students will nse 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 geing to
be late or not make practice. Being Jate or missing practices will result in consequences set fourth
by the coach. (Running laps, Pushups, Bench at a game)

0, Parents understand the importance of picking their student up on time from practice and games.

1f a student is being picked up late on numerous occasions, the student will not be able to

participate.

el .

1, have read and understand this athletic contract. 1
know if any rules are broken; the coach has the right to take appropriate actions including the possibility
of probatton and/or termination 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






Assumptio isk iver. Rel & Hold Harm

COVID-19 and Voluntary Extracurricular Activities
Summer 2020 and School Year 2020-21

1 desire to participate or allow my child(ren) to participate in one or more voluntary
extracurricular activities sponsored by the School Board of Broward County, Florida and
Broward County Public Schools (collectively, "BCPS "). The novel coronavirus, known as
COVID-19, has been declared as a worldwide pandemic and is believed to be contagious and
spread by person-to-person contact. Federal, state, and local agencies recommend social
distancing and other measures to prevent the spread of COVID-19.

BCPS will conduct certain extracurricular activities beginning in the Summer of 2020 and
continuing into the 2020-21 school year, herein after the “Activity.” For the safety of all people
involved, participants in the Activity will be required to adhere to all safety protocols and are
subject to immediate removal from the Activity if they do not comply. Extracurricular activities
are a privilege, and not a right, of public-school students.

To ensure the safety and wellness of our school community, I understand the importance of
students being healthy and safe when they participate in the Activity. By signing below, I agree
that T will:

o Perform daily temperature checks on my child(ren) to screen for fever before arrival for
the Activity. Fever is defined as a temperature over 100.4 F or 38.0 C. If my child(ren)
has a fever, I will not permit my child(ren) to participate in the Activity until he/she has
been without a fever for at least 5 days.

e Make a visual inspection of my child{ren) for signs of illness which could include: fever
or chills, cough, shoriness of breath or difficulty breathing, fatigue, muscle or body aches,
headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea or
vomiting, diarrhea, flushed cheeks, rapid breathing or difficulty breathing (without recent
physical activity), fatigue, or extreme fussiness. If my child(ren) has exhibited any of
these signs or symptoms, 1 will not permit my child(ren) to participate in the Activity
until he/she has been without signs or symptoms for at least 5 days.

o Confirm that my child{ren) has not been in contact with someone who has either tested
positive for COVID-19 in the past 14 days or is waiting for test results. If my child(ren)
has been in contact with such a person, I will not permit my child(ren) to participate in
the Activity until 14 days have elapsed since the time of contact.

» Promptly pick up my child(ren) or arrange for pickup if signs or symptoms of illness are
present. I understand that my child(ren) are to remain home until iliness-free for at least 5
days without the use of medicine.



By signing this document below, I acknowledge and affirm all of the statements above. I also
‘voluntarily assume all risks that I and/or my child(ren) may be exposed to or infected by
.COVID-19 as a result of participation in the Activity, and that such exposure or infection may
result in personal injury, illness, sickness, and/or death, I understand that the risk of exposure or
Infection may result from the actions, omissions, or negligence of myself, my child(ren), BCPS
staff, volunteers or agents, other Activity participants, or others not listed, and I acknowledge
that all such risks are known to me.

‘In consideration of my child(ren) being able fo participate in the Activity, I, on behalf of myself,
-as well as anyone entitled to act on my behalf, herby forever waive, release, and hold the School
-Board of Broward County, Florida, and its employees and agents harmless from any and all
claims, suits, liability, actions, judgements, attorney’s fees, costs, and any expenses of any kind
resulting from injuries or damages, grounded in tort or otherwise, that I and/or my child(zen), or
“my or our representatives, sustain during or related to my child(ren)’s participation or '
involvement in the Activity.

‘By signing this document, you are giving up any right to make a
claim or file a lawsuit regarding your child(ren)’s participation
;in the Activity including any claim based on the negligent acts or
‘omissions of School District employees and agents.

Signature of Parent/Guardian Signature of Student

;Print Name of Parent/Guardian Print Name of Student

‘Date of Signature Date of Signature



MSAAINTERSCHOLASTIC SPORTS
PARENTAL PERMISSION AND INSURANCE STATEMENT

TO: Ms. Valerie Harris Principal
"Olsen Middle School
PARTI
1, : (Parent or Guardian), hereby grant permission
for my son/daughter (Birthdate: Mo.
Day Year ), to participate in interscholastic sports during the

2020-2021 school year,

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

My son/daughter has been examined by 2 physician and is physically qualifted to participate in the
sports stated above:

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

1 authosize my child to accompany the school team, of which he or she is 2 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 participation.

We have accident insurance with (Name of
Insurance Company) which will cover my som’dmﬁhter in the event of an interscholastic
sport injury as required by School Board Policy #5304. I will assume responsibility for
payment of doctor and hospital bills for treatment of any injury my son/daughter might
sutfer while participating in athletic activities, If any change occurs in this pohcy, 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 OF FLORIDA
COQUNTY QF
Swarn to and subscribed before me
ACOPYOFVALID
INSURANCE LD, CARD this day of 20
MUSTEBE ATTACHED TO
THIS FORM

Notary Public

My Commission Expires:

PARTIX

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






Awesome Olsen Middle School

Student

F’regress Sheet

Weekly

Date ':' -

' Please comment on student s ecadem:c performance behawor effort attendance and any oa‘her concems you may

have eny this hrme (i e_ m;ssmg ass:gnments_peor tests/pm}ect grades, erc )

LANGUAG L'. ARTS

{crrc!e one} P;cademics A_-'-

C D F - Behavior S N U Effort: 8. N

Attendance:

Teacher Signature:

COMMENTS

READING'

Teacher Signature:

; (circ!e one) Academlcs:

COMMENTS

C' D F Behavior S N U Effort § N

' Attendance:;

MATHEMATICS .-

Teacher Sig nature;

COMMENTS

{crrc!e one) Academ:cs:f ACBC.D F. Behavior 8 N .U Efforte S N

Attendance: -

SOCIAL STUDIES

(circle one) Academ!csi- A

Teacher Signatufe:

COMMENTS

C D F Behavior S N-.U Efferr S"N' L

- Attendance:

SCIENCE -

Teacher Signature:

rcircle one} Academlcs} A

COMMENTS

> D F Behavio: S N U. Effort $- N

 Attendance:

ELECTIVE

(circle one) Academics: A"

D F Hehavior 5 N U Bt S N

 Alténdance;

Teacher Signature:







%‘E& Page 1 of 2
Florida
HEALTH STATE OF FLORIDA

Schoo! Eniry Health Exam

Te Parent/Guardian: Please complete and sign Part [ — Child’s Medical History.
State law for school entry requires & health examination by a legally qualified professional. Additional requirgments may be determined
by local schoat districts,

{Please Print}

Nune of Chedd {Last, First, Middic) Birth Date Sex
Address {Strecd) Sehoal Lirade
City and Z1F* Cade Hame Telepkone Nutmber Parent/Gunrdian (Laxt, First, Middle)

PART 1 — CHILD’S MEDICAL HISTORY

To Parent/Guardian: Please check answers to questions ! through 8 below in the column on the leff.
(Please explain any "Yes” answers in the space provided below )

1.Yes{ | No [} Any concerns shout general health (eating and sleeping hebits, weight, etc.)?

2. Yes [ ] No [} Any other specific illness or sceialfemotional or behavioral problems?

3. Yesi_] No[ | Any allergies (food, insects, medication, etc.)?

4. Yes ] No [} Any prescription medication (daily or occasionally)?

5.Yes| | No[_] Any problems with vision, hearing, or speech {glasses, contacts, ear tubcs, hearing aids)?
6. Yes [ | No [} Any hospitalization, operation, or major illness (specify problem)?

7. Yes ] No i | Any significant injury or accident (specify problem)?

8. Yes [_] Nol ] Would you like to discuss anything about your child’s health with a school nurse?

To Parent/Guardian: Please explain any “Yes” answers from above.

I am the parent/guardian of the child named above. [ give permission for the information on PARTS I and I1 of this form
provided about my chifd to be reviewed and utifized onfy by the staf¥ of this school 2nd any school health personnel providing
school health services in the district for the limited purpose of meeting my child’s health and educational needs.

=

Sigunture of Parent/Guardian Date

Partnership for School Readiness Recommendations for Prekindergarten and Kindergarten

To Parent/Guardian: Please obtain the services listed below in order to find any problems. Please work with your health care provider to
correct or treat any problems that may reduce your child’s sbitity to learn in school. (These services are recommended but not required.)

1. Comprehensive Vision Examination (3-5 years of age) Piease describe any corrective action for any problems detected and
Date of Exam: any accemmodations required.

Results of Exam:

IHealth Care Provider:
(check ong) Optometrist (] Ophthalmologist [

2. Comprehensive Dental Examination Please describe any corrective action for any problems detected and
Date of Exam: any accommodations required.
Resuits of Exam:

Dentist:
3. Hearing Screening Please describe any corrective action: for any problems detected and
Date of Exam: any accommodations required.

Results of Exam:

Healik Care Provider:

DH3040-CHP-07/2013



N

Florida |
HEN-TH School Entry Health Exam
Page 2 of 2
Nnm_c of Child {Last, First, Midile) Birth Bute
PART I1— MEDICAL EVALUATION

To be completed and signed by the Health Care Provider ONLY:
lhc cluld named above has had a complete history and physical exam on the following date:

; (Exam must be within one year of enrollment} Month Day ¥eur
Screening Results:

Height: Weight: BMI%: B/P: Het/Hghb: Lead: Urinalysis:

Vision - Without Glasses | Right 20/ Left 20/ Passed B Hearing ~ Right | Passed [] Failed [ Referred £]

Failed

Viston - With Glasses Right 20/ Lefi 20/ Referred [ Hearing — Lefl Passed [[] Failed 3 Referred ]

Gmss dental (teeth and gums)  [] Normal [ Abnormal Refer/Tx:

Llead/scalp/skin ] Normai [3 Abnormal Refer/Tx:

Eyes/Ears/Nose/Throat [J Normat [} Abnormal Refer/Tx:

Chest/Lungs/Heart 3 Normat [3 Abnormal Refer/Tx:

Abdomen [T Normal [3 Abnormal Refer!Tx:

Postural assessment [ Normal [J Abnormal ReferfI'x:

'!"B risk asscssment done O (Prease review Tarpeted Testing Guidelines listed helow,}

’lhls child has the following problems that may impact the educational experience:

E] Vision ) Hearing  [_] Specch/Language [ Physicat 7] social/Behavieral  [] Cognitive

Spec:fy:

[3 This child has a health condition that may require emergency action at school, e.g. seizures, allergies. Specily below.
- ¥ E
(This form witl be stored in the child's Cumalative Health Folder and may be aceessed by both school und health personnel.}

R%:commcndatinns (Attach additional sheet if necessary):

{(Please Check Cioe)
{1 This child may participate fully in school activities including physical education.

El This child may participate in schooi activitics including physical education witl the following restriction/adaptation,
(Specify reason and restriction})

Sienainre/Titie of Health Care I'rovider Daic Address (Please print or stzmp)

E) if

Name {Please print or stamp)

Tubercolosis Targeted Testing Guidelines for Health Care Providers
Fuberenlosis Infection Risk:
Review the following risks and administer a Mantoux TB skin test { if chitd is in one or more categories. The TB lest is adminisiered confidentinlly as
parf of the health examination. Da net record administration of uny T8 fest or related information on this form,
= Recent immigrant (< 5 years), frequent visitor to 1B endemic arcas
+  (lose contact to active TB case
= Frequent contast with adulls at high-risk for disease, HIV+, homeless, incurcerated, iilicit drog user
*  HiV+or have other medicat conditions that increase the risk fo progress from infection to disease, e.g., chronic renat frifure,
diabetes, hematologic or any other malignancy, weight loss > 10% oFidecal body weight, on immunosuppressive medicatious
Actwc TB Discase Rigk;
*  Does the child exhibit signs/symptoms of tuberculosis (e.g. cough for three weeks or longer, weight loss, loss of appetite}?
«  Ifsymptoms are present, work-up or refer for TB discase evaluation.

£H3040-CHP-07/2013



