SOUTH DAKOTA HIGH SCHOOL ACTIVITIES ASSOCIATION

ANNUAL PARENT OR GUARDIAN PERMIT

I hereby give my consent for 















, 
















Name (Please Print) 











Year in School

Who was born at

























City, Town, County, State

on 




 to compete in SDHSAA approved athletics for














Date of Birth















Name of High School

during the



school year.

I/We give our permission for our son/daughter to participate in organized high school athletics, realizing that such activity involves the potential for injury which is inherent in all sports.

Date 




Signed






















Parent or Legal Guardian

THIS FORM MUST BE COMPLETED ANNUALLY AND MUST BE AVAILABLE FOR INSPECTION AT THE SCHOOL.

[image: image1.png]



INITIAL PRE-PARTICIPATION HISTORY

(This form must be completed prior to the taking of a physical examination.)

NAME












 GRADE 

DATE OF BIRTH







   (Next School Year)

To be completed by the PARENT or GUARDIAN. 
The South Dakota High School Activities Association requires all students who plan to participate in high school interscholastic athletics to have on file in the school a record of a satisfactory medical history and a physical examination performed by a duly licensed Doctor of Medicine, Doctor of Osteopathy, Doctor of Chiropractic, duly licensed Physicians Assistant or Nurse Practitioner.

The following questions must be answered by the PARENT or GUARDIAN. All YES answers must be further clarified in the appropriate space below.

 




YES
 
NO

1. Have any members of your family under age 50 had a "Heart Attack", Heart Problem" 
or sudden death? (all relatives from the past two generations)




2. Does the student have to stop while running around a 1/4 mile track twice?




3. 
In the past year, has this student had any illness, condition, or injury that:

a. Required the student to go to a hospital as a patient overnight, in the Emergency 
Room, or for X-Rays? 




b. Required an operation?




c. Lasted longer than one week?




4. 
Does this student have allergies? (e.g.bee sting or medicine)




5. 
In the past year, has this student begin taking medication on a daily or frequent basis 
(e.g. daily insulin, daily seizure medication, or asthma medication with an attack)?




6. 
In the past year, did this student "pass out" or was "knocked out" (concussion)?


If yes, how may times?




7. 
In the past year, have any new problems been found with this student's vision 
(glasses, contacts), hearing, or teeth (braces)?




8. 
Do you have knowledge of any loss of a paired organ? (e.g. kidney, eye, ear, testes)?




9. Are there other sports that this student would like to participate in that were not 
approved at a previous examination? 




Please explain any YES answers to the above questions.

I do not know of any additional health reason which should keep this student from participating in interscholastic athletics. I certify that the answers to the above questions are true.

SIGNED















 DATE









Signature of Parent or Guardian

SOUTH DAKOTA HIGH SCHOOL 


Date Exam Expires:






ACTIVITIES ASSOCIATION
 

 
Check Appropriate Physical Exam Term:

 PHYSICAL EXAMINATION FORM




Annual

Biennial

Triennial

NAME 












GRADE



DATE OF BIRTH





















(Next School Year)

1. Blood pressure (sitting) 


/

 Repeat in 5 minutes, if elevated 

/

.
2. Height 





3. Weight 








Normal


Abnormal

COMMENTS
4. Vision 20/


(L)   20/


(R)




















5. Head



























6. Mouth (dentures, braces?)






















7. Eyes (contacts?)
























8. Chest/lung 

























9. Heart

a. Heart sounds
























b. Murmurs

























c. pulse discrepancy (rad. vs fem.)




















d. abnormal rhythm























10. Abdomen

a. liver or spleen enlargement





















b. masses

























11. Genitalia

a. hernias

























b. testes


























12. Orthopedic

a. cervical spine
























b. shoulder shrug 
























c. deltoid

























d. arms/elbow
























e. hands


























f. hips 


























g. knees


























h. ankles


























i. Scoliosis

























13. Tanner Maturation Index (Optional)

Circle:
 I 
II 
III 
IV 
V

SPORTS PARTICIPATION RECOMMENDED FOR:




All Sports: collision, contact/endurance, other












Contact/Endurance Sports only due to













Other Sports Only due to














Sports Participation Not Recommended, due to 











Approval Withheld Pending evaluation for 









Definitions: [Collision=Football and Wrestling]; [Contact/Endurance Sports=Basketball, Cross Country, Gymnastics,

Tennis, Track and Volleyball ]; [Other Sports Only = Golf]
NAME OF EXAMINER











DATE











NOTE: The following licensed medical personnel are qualified to perform the examination and certify the health of the student athlete: Doctor of Medicine, Doctor of Osteopathy, Doctor of Chiropractic, licensed Physicians Assistant and licensed Nurse Practitioner.
Revised 7/01
PHYSICAL - #1

