Lyman High School
Athletic Department

Pre~participation Physical Evaluation Packet — PLEASE PRINT LEGIBLY

o A physical packet can be picked up from the Athletic Office or printed from the Lyman
website under Athletics » Physical Paperwork.

o ALL documentation expires after one calendar year (365 days). We prefer that you date
all of the forms the same date as the physical so all documents expire at the same time.

o All athletes must maintain a cumulative unweighted GPA of 2.0 or higher.

o If this is your first time submitting physical paperwork to the Lyman Athletic Office an
original Birth Certificate (required by the FHSAA) must be presented with your packet.

A copy of the original will be made by staff and the original returned at that time.

o Clearance for participation will be granted by the Athletic Department once all forms are
properly filled out, signed by both parent and student. A Clearance form will be given to
the coach not the athlete.

o A $25 donation to the Lyman High School Athletic Department can be turned in with
your paperwork. This fee helps to cover facility updates, end of season awards, etc.

o If you did not start your 9t" grade year at Lyman High School, you must obtain the GA4
form from the Athletic Office before starting any conditioning, practices, try-outs, etc.

PAPERWORK MUST BE TURNED INTO THE ATHLETIC OFFICE BEFORE
ANY CONDITIONING, PRACTICES, TRY-OUTS, ETC. CAN BEGIN!
COACHES CAN NOT ACCEPT PAPERWORK ON BEHALF OF THE ATHLETIC OFFICE

| have read and understand all of the requirements and will adhere to all policies
pertaining to athletic participation as required by Lyman High School, SCPS and the FHSAA.

Parent Signature

Student Athlete Signature

If you have any questions, please call the Athletic Office at 407-746-2057 or send an email to a member
of the Athletic staff.

Athletic Director Russel Williams russel_williams@scps.k12.fl.us
Asst. Athletic Director Bob Drake robert drake@scps.ki2.fl.us
Asst. Athletic Director Mariah Vantienderen mariah vantienderen@scps.ki12.fl.us

Athletic Secretary Karen Bennett karen_bennett@scps.k12.fl.us




scHooL LYMAN HIGH SCHOOL Grade

L\ ; SEMINOLE COUNTY PUBLIC SCHOOLS, Fl - ATHLETICS EMERGENCY CARD 20__-20__

ATHLETE MALE [ FEMALE ] BIRTHDATE
Last Name First Name = _—— ~ “‘-\\ (MM/DD/YY)
.
DATE OF PHYSICAL Insurance ( irth Certificate ( ) GPA ‘Bl]%( )
PHYSICIAN'S NAME PHONE
B N
ALLERGIES = N EYE GLASSES: YES[JNO[] CONTACTS: [(JYES[INO
MEDICATIONS ' A EMERGENCY MEDICATIONS: '
N
MEDICAL CONCERNS: N
MOTHER’S NAME \\ Cell Phone rd Home Phone
FATHER’S NAME *c Ccll Phone Ilome Phone
HOME ADDRESS o TTT——
(Number & Street) (Apt. #) L (City) (Zip Code)

PERSON AUTHORIZED TO CARE FOR STUDENT IN CAS?KENT CANyOT BE REACHED: .

N

NAME - ADDR ~ .
- N
PHONE Cl\fl\l, PHONE \QELA'I'IONSI'HP'
A . ~

Your insurance must remain current during this sport. You must no

ur coach immediatel

mber or no longer € insurance coverage.

SCPS Form 1416 (Rev. 222/16) SB ** COMPLETE BOTH SIDES OF THIS FORM **

residence, cell phon




PARENTAL CONSENT
STUDENT’S FULL NAME AGE

SCHOOL  LYMAN HIGH SCHOOL - —~ GRADE

I consent to the sharing of my chﬂd(ea]th information as listed onthe reverse side with appropriate school
personnel unless spemﬁed in wr1tmg40 the principal. N\,

In the event of serious acc1deﬁt\of illness, I request that the school contact me. If I cannot be reached, the
school may make the necessary arrangements to provide emergency care and treatment for my child. This may
include conveyance to and treatment at a\hospltal of medical facility. I will assumgresponsibility of payment for
services rendered. AN 1/

In case of an accident or illness where immediate treatment of m d is not mdlcated but where he/she is
unable to remain at school, I request the school contact me or my sp sc to arrange transportation for my child. If
the school is unable to contacta-parent/legal guardian, I request that one of the persons listed on the reverse side of
this form be contacted and requested to care Tor my child.

All medical concerns regardmg my child have been prov1deTWhe care of my child.

~

We have health insurance through N .
AME OF COMPANY)*\ (POLICY #)

We have purchased Student Acmdeﬁtf(surance to supplement my pe‘rsonal 117/urance Oves [OwNo
https: //schoollnsuranceofﬂorlM/pages/parent _pages/9035 N

PARENT OR LEGAL GUARDIAN \ ——-// DATE
(SIGNATURE)




EL2

Revised 10/17

A\

Florida High School Athletic Association/Seminole County Public Schools, Florida

W Preparticipation Physical Evaluation (Page 1 of3)

This completed form must be kept on file by the school. This form is valid for 365 calendar days from the date of the evaluation as written on page 2
This form is non-transferable; a change of schools during the validity period of this form will require page 1 of this form to be re- suhmmul.

Part 1. Student Information (to be completed by student or parent)

Student’s Name: Sex: Age: Date of Birth: _ /_/
School: __ LYMAN HIGH SCHOOL Grade in School: Sport(s):

Home Address: Home Phone: ( )

Name of Parent/Guardian: E-mail:

Person to Contact in Case of Emergency:

Relationship to Student; Home Phone: ( ) Work Phone: ( ) Cell Phone: ( )
Personal/Family Physician: City/State: Office Phone: ( )
Schools Attended: 8" gt 10" 11*

Part 2. Medical HiStOl‘y (to be completed by student or parent). Explain “yes” answers below. Circle questions you don’t know answers to.

Yes No Yes  No
1. Have you had a medical illness or injury since your last 26. Have you ever become ill from exercising in the heat? o
check up or sports physical? 27. Do vou cough, wheeze or have trouble breathing during or after o
2. Do you have an ongoing chronic illness? o activity?
3. Have vou ever been hospitalized overnight? __ 28. Do you have asthma? o
4. Have you ever had surgery? o 29. Do you have seasonal allergies that require medical treatment? o
5. Are you currently taking any prescription or non- L 30. Do you use any special protective or corrective equipment or o
prescription (over-the-counter) medications or pills or medical devices that aren’t usually used for your sport or position
using an inhaler? (for example. knee brace, special neck roll. foot orthotics, shunt.
6. Have you ever taken any supplements or vitamins to o retainer on your teeth or hearing aid)?
help you gain or lose weight or improve your 31. Have you had any problems with your eyes or vision? -
performance? 32. Do you wear glasses, contacts or protective eyewear? .
7. Do you have any allergies (for example, pollen, latex. 33. Have you ever had a sprain, strain or swelling after injury? o
medicine, food or stinging insects)? 34. Have you broken or fractured any bones or dislocated any joints? ___
8. Have you ever had a rash or hives develop during or [ — 35. Have vou had any other problems with pain or swelling in muscles, o
after exercise? tendons, bones or joints?
9. Have you ever passed out during or after exercise? S If yes, check appropriate blank and explain below:
10. Have you ever been dizzy during or after exercise? A _ Head ___ Elbow ___Hip
11. Have you ever had chest pain during or after exercise? Neck Forearm Thigh
12. Do you get tired more quickly than your friends do o Back Wrist Knee
during exercise? _ Chest _ Hand ___ Shin/Calf
13. Have you ever had racing of your heart or skipped - Shoulder Finger _ Ankle
heartbeats? : Upper Arm — Foot
14. Have you had high blood pressure or high cholesterol? 36. Do you want to \\-‘cigh—m-orc or less than you do now? _—
I5. Have you ever been told you have a heart murmur? —_— 37. Do you lose weight regularly to meet weight requirements for your
16. Has any family member or relative died of heart I sport? T - -
problems or sudden dcal!} bc.fore age 59? 38. Do you feel stressed out? __
I7. Have ymf hﬂd a severe viral !nﬁ:c.no{] (for example, . —_— 39. Have you ever been diagnosed with sickle cell anemia? o
myocarditis or mononucleosis) within the last month? 40. Have you ever been diagnosed with having the sickle cell trait? o

18. Has a physician ever denied or restricted your
participation in sports for any heart problems?

19. Do you have any current skin problems (for example,
itching. rashes, acne, warts, fungus. blisters or pressure sores)?

20. Have vou ever had a head injury or concussion?

21. Have you ever been knocked out. become unconscious
or lost your memory?

22. Have you ever had a seizure?

23. Do you have frequent or severe headaches?

24. Have you ever had numbness or tingling in your arms,
hands. legs or feet?

25. Have you ever had a stinger. burner or pinched nerve?

_ — 41. Record the dates of your most recent immunizations (shots) for:
Tetanus: Measles:
Hepatitus B: Chickenpox:

FEMALES ONLY (optional)

— 42. When was vour first menstrual period?

43. When was your most recent menstrual period?

44, How much time do you usually have from the start of one period to
the start of another?

- 45. How many periods have you had in the last year?

46. What was the longest time between periods in the last year?

Explain ~Yes™ answers here:

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 medical evaluation required by s.1006.20, Florida
Statutes. 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 (EKG), echocardiogram (ECG) and/or cardio stress test.

Signature of Student: Date: Signature of Parent/Guardian: Date:

SCPS Form 1425 (Rev. 10/03/17) FL Distribution: White Copy-Principal/Designee Yellow Copy-Parent/Student 1






















