RAMAPO HIGH SCHOOL

331 George Street, Franklin Lakes, Nj 07417
201-891-1500 (Phone): 201-891-9288 (Fax)

Travis H. Smith
Claudia Dargento Principal L. Michael Mancino
Assistant Principal Assistant Principal

Dear Parents or Guardians:

The following information is provided to you at this time so you may address
them during the summer months PRIOR to the start of school.

Physicals-

According to New Jersey State Law #NJAC 6A:16-2.2 & NJSA 18A:40-4,a
physical examination is required for all incoming 9th graders and/or
transfer students. The state physical form can be found on the Ramapo
website under the nurse’s office tab. The physical is to be within 365 days of
the first day of school, signed and stamped by your child's physician.

Please return the completed physicals with the updated immunization record
to the Nurse’s Office during the summer months. In addition, if your child
needs additional treatment plans (allergy/asthma action plan, diabetic or

seizure, see Ramapo Nurse's Office at www.rih.org for all forms). Please submit
these forms with the physical.

Your child must be in compliance with the New Jersey State Sanitary Code, failure to comply
will prevent your child from attending school.

Fall Athletes: Pre-participation Physicals (along with all other forms) are
Due by July 15th to the Nurse’s Office for sport clearance. Please use

regular mail or drop off forms at Main Entrance during summer. (Please
do not email forms to the nurse)

Health History Update- Every Athlete needs to hand in a Health Update along
with their forms. Each new Sport Season (fall,winter & spring) a New Health
Update must be submitted for that sport. The parent completes this form.

Post Covid Clearance Form- This form is for any Athlete that has recently
recovered from Covid-19. Due to increased cardiac risk in athletes post covid-
your athlete needs to be cleared by their doctor prior to return to sports & PE.

Medication-

We encourage parents and guardians to administer all medication at home.
However, at times we understand this may not be possible. All medication

administered at school, requires the medication consent form, to be



completed by both the parent and physician. The medication consent
form must be submitted annually. All medication brought from home must
be dispensed by the school nurse and must be in the original pharmacy
container with the students full name and date.

Students may not self administer or carry over the counter medication. Only
life threatening medications may be self administered with medication orders
(such as asthma inhaler, epi-pens & insulin).

Generally, students do visit the nurse’s office and request OTC’s (such as
Tylenol, Motrin, etc) which require the completed medication consent form.

Thank you Have a great summer!

Kimberly Sikora RN, CSN & Tereena Elias RN, CSN
ramnurse@rih.org

201-891-1500 Option #3




ATTENTION PARENT/GUARDIAN: The preparticipation physical examination {
. the Student-Athlate Cardiac Assessmenl Professional Development Module,

page 3) must be completed by a health care provider who has compleled

8 PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form s to be filled out by the palient and parent prior to seeing the physiclan. The physleian should keem copy of this form In the chart.)

Date of Examn

Name

Date of birth

Sex Age Grade School

S— Spori{s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergles? O Yes O No If yes, please Identify speclfic altergy below.

0O Medicines 1 Pollens O Food O Stinging Insects
Explaln "Yes" answers below. Circle questions you don't know the answers to.
GENERAL QUESTIONS Yes | No MEDICAL QUESTIONS Yes | Mo
1. Has a doctor ever denied of restricted your participation in sports for 26. Do you CDl{gh, wheeze, or have diflicully breathing during or
8y raason? affer exercise?
2. Do you have any ongoing medical condilions? I so, please Identiy 27, Have yaw ever used an inhaler or taken asthma modicine?
below: O Asthma 0 Anemla O Biabetes O Infections 28. Is there anyona in your lamity who has asthma?
Other: — T —{ | 28. Ware you born withoul or are you missing a kidnay, an eye, a testicle
3. Have you ever epant tha right in the hoapital? (inales), your splean, or any olher nrgen?
4. Have you ever hed surgary? 30 Do you have groin pain or a painful bulge of hernia in the qgroin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes Ho 31. Have ¥tu had Infectlous mononucleosls [mono} within the tast month?
5. Have you ever passed out or ngarly passed oul DURING or 32. Do you have any raghas, presture scrs, or other skin problams?
)
AFTER exerciso? 33. Have you had a harpes or MRSA skin Infection?
6. Have you ever had discomfort, paln, lightness, or pressure In your 34. Have you aver had a head iniury or concusslon?
chesl during exerclse? s = ; e e
. . Have you ever had a hit or blow to the head thal caussd confus on,
7. Does your heart ever race of skip beals {itrequtar beats) during exerclse? prolangad headtch, or memory problems?
8 Er?:ci(:ﬂctlt?arle::;r)ll;m you that you have any heart prohlems? If so, 36. Do you have a histary of selzure disorder?
O High blood pressure O Ahesr muttur _3] Do you have headaches with exercise?
O High cholesterol 8 Aneart infection 38, Have you ever had numbness, tingling, or weakness In your arms or
D Kawasakl diseass Other: ; Igis ater beinig hit or falling? —. |
9. Hs a doctor ever ordered 4 lest for your heart? (For examgle, ECG/EKG, 39. Have you ever been unable lo move your arms o legs after being hit
echocatdiogram) | orfolling?

10, Do you gat lightheaded of feel more short of breath than expected 40. Have you ever become Ilt while #xercising In the heat?
duting exercise? 41. Do you get frequent muscle cramps when exarclsing?

11. Have you ever bad an lained seizure? 42. Do you or someone In ytur famliy have sickle cell tralt or digease?

12. Do you get more tlred or short of breath morg quickly than your frlgnds 43. Have you had any prablerms with your yes or vislon?
difg exetclso? = 4d. Have you had any aye Infurias?

NEA:T HEM"T" ?uml? AB'OUT YOUR TAM"‘Y | Yos L 45. Do you wear glagses or conlact lenses?

13. Has any family member or refative died of heart problems or had an "
unexpected or unexplained sudden death bafore age 50 (including 46. Do yau wear proteciiva eyewsar, such as gogolss or a facs shisld?
diowning, unexplalned car acciden!, or sudden infant death syndrome)? 47. Do you wairy about your welghl?

14. Ooes anyone In your famiy hava hypertrophlc cargiomyapathy, Marfan 48. Ara you trying to or has anyone recommended (hat you gain or
syndrome, archythmagenic nght venlricular cardiamyopathy, long 0T lose waight?
syndroine, short AT syndrome, Brugiada sy 2. of catachol g 49. Are you on a special diet or do you avoid cenain yjies of foods?
polymorphic venlricuiar tachycardia? - |

- - 50. Have you ever had an gallng disorder?

15. Does enyone in your tamily have » heart problem, pacemaker, or . i H ==
Implanted detibllator? 51. Do you have any concerns that you would Ilke to discuss with a doctor?

16. Has anyone In your famlly had lained fainting, unexplalned FEMALES ONLY
selaures, or near drowning? 52. Have you ever had a menstrual period?

BONE AND JOINT QUESTIONS Yes No 53. How old were yeu when you had yaur first menstrual pariod?

17. Have you ever had an Injury to a bone, muscle, llgament, or tendon
that caused you to miss a practice or a game?

18. Have you aver had any bioken or Iraclured bones or dislocated jolnts?

©

+ Have you ever had an injury thal required x-rays, MAI, CT scan,
Injactions, therapy, a brace, a cast, of crutches?

2

a

, Hava you ever had a slress fraclure?

2

. Have you ever been 1old Ihal you have or have you had an ¥-tay for neck
Instablilly or allantoaxlal Instability? (Down syndrome or awirfism)

>

22. Do you regularly use a brace, artholics, or other assisllve davice?

23. Doyou have a bong, muscle, or joint injury that bothers you?

=

24. Doany of your Joints become palnful, swallan, feel warm, or look red?

24

25. Do yo have any history of juvenlie arttrlUs or connaclive tissue disease?

54. How many periods have you had in the last 12 months?

Explaln “yes" answers hete

| hereby state that, 1o the best of my knowledge, my answers to the above questions are complete and correct.

Signaturs of athlele _ Signal

‘©2-010Amf;ric_an- Aca'dér;; o_f Fxmily-ﬁn ysic?a.ns. Amén:c'an.,;icé&-e-rﬁ;c-:/ Fé&l_a trics,

ol paren¥guardian

- Date

Saciety for Sports Medicine, and American Osteopathlc Acad y of Sports Medicine. Permisslon Is granted to reprint for noncommercial, educational purposes with acknowiedgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name i B . Date of birth R
Sex Age . Grade School Spon(s) __

. Type of disability

. Date of disability

. Classlficatlon {if available)

Cause of disability fuirth, disease, accident/lrauma, other)
List the sports you are Inleresled In piaying

|| w|ro]—

Yas No

Do ol regularly use a brace, assistive davice, or prosthetic?

Oo you use any special brace or assisliva davice for sporis?

Do you have any rashes, pressure 5ares, of any other skin problems?
Do you have a hearing loss? Do you use a hearing aid?

10. Do yuu have a visual Impairmenl?

11. Do yous use eny spaclal devices for bowel o bladder lunction?

12. Do you have burning or discomlort when utinaling?

13. Have you had autonomic dysrallexla?

14. Have you ever been dizgnosed with a heat-relateg (hypertharming or cold-related {t jillness?
15, Do you have muscle spesticity?

16. Do you have trequant selzures that cannot be controlied by medicatlon?

Explain "yes" answers here

wi® | N|o

r=3

Please Indicale If you have ever had any of the followlng.

Yos Ho

Atlantoaxial instatility

X-ray evaluatlon for atlantoaxlal instabiity
Dislocated [nints (more than one)

Ensy blosding

Enfargad splsan

Hepatilis

Ostaopenia or osteoporasis |
Difficulty controlling bowel

Difficully contraliing bladder
Numbness or lingling In arms or hands
Numbnass or tingling In legs or feet
Wonknoss In arms or hands T
Weakness In legs or feet T
Recent ehange In coardination
Recent change In ability to walk
Spina bifida

Latex allergy

Explaln "yes" answers here

I heraby state thal, to the bast of my knowledge, my answers to the above questions are complete and correct,

Signature of athiele e Signature of parent/guardian late

@201 0American Acmg,v-o! Fé:hf]f ﬁé:'ysr’c!ané, American Academ y af Petfitrics, American r:}:uegé of sms Med-/cir-le, American Mnda‘ca?&odw for Sparts M;dfc{ne Mnrfcaﬁn:mﬁ;a_w-: o
Socialy for Sports iedicing, and American Ostecpathic Acaduiny of Sports Medicing. Permissian is graniad [o reprint for ngncommurcial, sehucations! purpeses with acknowledgment,
New Jersey Department of Educalion 2014; Pussuant to P.L2013, ¢.71



NOTE: The preparticlaption physical examination must be conducted by a health care provider who 1) is a licensed physiclan, advanced practice
nurse, or physlclan assistant; and 2) completed the Student-Athlete Cardiac Assessment Professlonal Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name e 2 . . Dateofbirth __
PHYSICIAN REMINDERS

1. Conslder additional questions on mora sensillve lssues
* Do you feel stressed out or under a bot of pressura?
* Do you ever lael sad, hapeless, dep d, or anxlous?
* Do you feel safe at your home or resldence?
* Kave you ever Irled clgareties, chewling tobaceo, snufl, ot dip?
* During the pas! 30 days, did you usa chewing tabacco, snuff, or dip?
* Da you drink alcohol or use any other drugs?
* Have you ever taken anabolln steralds or used any olher performance supplemant?
* Have you ever taken any supplomonts to hefp you gain or lase welght or Improve your performance?
* Do you wear a seal bell, use a helmet, and use condoms?
2. Conslder raviewing quesiions on cardiovascular symploms (questions 5-14),

EXAMINATION

Haight Weight O Male 0O Female

BP / { / ) Pulse Vision A 20/ L 20/ Corected O Y O N

MEDIGAL NORMAL ABNORMAL FINDINGS

Appearance

¢ Martan stigmata (kyphoscollesia, high-arched palale, peclus excavatum, arachnodactyly,
arm span > keight, hyperlaxity, myopta, MVP. aontic mqu'icienr_\r_J_

Eyes/ears/nose/throal

¢ Puplls equal

* Hearing

L.ymph nodes

Heart?
¢ Murmurs (guscultation sianding, suplne, +/- Valsalva)
* Localion of point of maximal imputsa (FMI)

Pulses
*_Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (majas onlyl
Skin

*_HSY, leslons suggestive of MRSA, tinea catperis
Neurtlogic*
MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elbow/orearm
Wrisvtianddingars

Hipdthigh

Knee

Laglankle

Fool/toes

Functional

= Duck-walk, single leg tiop

*Consider ECG. echocardiogram, and relemal to cardivkgy lornbnormal cadiac hislory or exom.
*Consider Gl exam If in pivale satting. Havlng tird party preseet |s cecommanded.
<Consider eopniiiva ian of hateling i tessng Il a hiskoey ol significant concussion

e,

0 Cleared for all sports without rastriction

O Cleared for all sports withou! restriction with recommendations for further evaluation or treatment for I

O Nol cleared
0 Pending further evaluation
0 For any sports
O For certain sports

Reason

Recommendalions

I have examined the above-named student and compla't“ed the preparliclpation phy's'l'cal avalualldn_.Ths alhTele does not present apparent clinlsal contralndlcatlons to praclice and
parlicipate In the spori(s) as oullined above. A copy of the physical axam Is on record In my otfice and can be made avallabls 1o the school at the request of the parents. Il conditlons
arlse after the athlete has baen cleared for participation, a phystclan may resclnd the claarance untll the problam !s resolved and the potentfal consequences are completely explalned
fo [he alhlete (and parenls/guardians).

Name ol physiclan, advanced practice nurse (APN), physiclan asststant (PA) {prinlAype) Dete of exam
Address _ . Phone
Signature of physiclan, APN, PA _

©2010 American Avadamy of Family #) i A Acadl ¥ of Pediateics, fmerican Calizge of Sports Medicine, Amerdcan Medical Sdclsty for Sports Maﬂi-clné, Aﬁraﬂcaﬂﬁrfhobaedic
Soclety for Sports Medicine, and Amarican Osteapsthic Academy of Sparts Medicine. Permission is granted te reprint For nonc: cial, educntional ¢ with acknawledg ]
HEDS03 B-2681/3410

New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71




Bl PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name — S 0OM OF Age. __ Dateofbith S e—
O Cleared for all sporis without restriction

0 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O Forany sports
0 For certain sports

Reason

Recommendations

EMERGENCY INFORMATION
Allergles

Other Information

HCP OFFICE STAMP SCHOOL PHYSIGIAN:

Reviewed on

(Date)
Approved Not Approved
Signaturo:

I have examined the above-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents, If conditions arise after the athlete has been cleared for participation,

the physician may rescind the clearance until the problem is resolved and the potentlal consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practlce nurse (APN), physician assistant (PA) _ § Dale

Address ___ Phone

Signature of physiclan, APN, PA

Completed Cardlac Assessment Professlonal Development Module

Date . Signature

®2010 American Academy of Famlly Physiclans, American Academy of Padiates, Amarican College of Sports Medicine, Amertcan Medical Soclety for Sports Medicing, American Othopaedic
Soclaty for Sports Medicine, and American Osteopathic Academy of Sports Medicing. Permisston Is granted to reprint for noncommercial, educational purposes with acknowlsdgment,
New Jarsay Department of Educalion 2014; Pursuan! to P.L.2013, ¢ 71



Rwmape Indian Hills Hish Sehool District

MEDICATION FORM

HAVE DOCTOR FILL IN REQUIRED SECTIONS. PARENTS SIGN FORM AND
RETURN COMPLETED FORM TO THE NURSES OFFICE.

STUDENTS NAME: Grade:
DATE OF BIRTH; . HOME PHONE:

The following medication may be administered to my patient

DIAGNOSIS: MEDICATION:

DOSAGE/ROUTE: TIME TO BE GIVEN:

SIGNIFICANT SIDE EFFECTS:

Tylenol (acetaminophen) 325 mg: How many:
How frequently: PRN;

Advil / Motrin ( ibuprofen) 200 mg: How many:
How frequently: PRN:

Cough drops: How many: o
Tums: How many:

Pepto Bismol: How many:

How frequently: PRN:

Medication taken at home YES;: NO:

Name of Medication:

MD NAME (print):
MD STAMP:
MD SIGNATURE:
I request for my child, s to receive medication as

designated above. I have been informed that the school district, its agents, and employees
shall incur no liability whatsoever as a result of any untoward reaction arising from the
administration of medication to my child., I hereby indemnify and hold harmless the
Ramapo Indian Hills Board of Education, its agents, and employees from any and all
claims,

DATE: PARENT SIGNATURE:




New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical

examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport;

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? YesD NOD

If yes, describe in detail: ) ) -

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? chD NOD

If yes, explain in detail;

3. Broken a bone or sprained/strained/dislocated any muscle or joints? YesDNo

If yes, describe in detail,

4. Fainted or “blacked out?” YesDNoD

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” YesD NOD

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? YesDNoD
7. Been hospitalized or had to go to the emergency room? YesDNoD

1f yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?” Yes[j NOD

9. Started or stopped taking any over-the-counter or prescribed medications? YesD NOD ‘
10. Been diagnosed with Coronavirus (COVID-19)? YesDNoD
If diagnosed with Coronavirus (COVID-1 9), was your son/daughter symptomatic? Yes[j NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NOD
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? YesD NOD

Date: Signature of parent/guardian:

Please Return Completed Form to the School Nurse’s Office ’




Ramapo Indian Hills Regional High
School District

Post Covid Clearance

Name of Student/Athlete

Date of Positive Test or Onset of Symptoms

Severity of Symptoms
(Please Choose)

O Mild

—_—

Asymptomatic or mildly symptomatic (< 4 days of fever > 100.4°F, < 1 week of myalgia,
chills and lethargy)

O Moderate

> 4 days of fever > 100.4°F, > 1 week of myalgia, chills, lethargy, or a non-ICU hospital

stay and no evidence of multisystem inflammatory syndrome. EKG & cardiology consult
recommended.

O Severe

(ICU stay and/or intubation) or multisystem inflammatory syndrome. It is recommended
they be restricted from exercise for a minimum of 3 to 6 months and obtain cardiclogy
clearance prior to resuming training or competition.

Student/Athlete:
O Medically eligible for sports without restrictions
O Not medically eligible for any sports, pending further evaluation

Physician Signature/Stamp

Date:




