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PRE-PARTICIPATION & MEDICAL INFORMATION FRESHMAN & TRANSFER STUDENTS
2019-2020






Please read all documents in this packet carefully and provide requested information and signatures.  Once complete, please return to:


Lake Superior State University - Athletics
Attn: Athletic Training Department
650 W. Easterday Avenue
Sault Ste. Marie, MI  49783





It is essential that these forms are completed and returned to the Athletic Training Department no later than August 1, 2019.  If the necessary forms are not on file, or information is incomplete (PLEASE write legibly!), 
YOU WILL NOT BE ABLE TO BEGIN PRACTICE.  THERE WILL BE NO EXCEPTIONS.

PLEASE NOTE THERE WILL BE A 48 HOUR PROCESSING PERIOD ON ALL FORMS.


ATHLETE INFORMATION FORM – 2019-2020


[image: ]Lake Superior State University - Department of Athletic Training


Athlete Name:


First                             Middle                            Last

Sport(s): 	

Date of Birth:                                                                   SSN:


LSSU Student ID #: 	


Home Address:                                                                                                                   City:                                                    State:                   Zip: 	 

School Address:                                                                                                                   City:                                                  State:                   Zip:                   _ 

Dorm or Apt:                                                                                 Athlete Email: 	  

Athlete Cell Phone:                                                               Athlete Home Phone:                                                                 	 
----------------------------------------------------------------------------------------------------------------------------- -------------------- Emergency Contact 1 (Please Print Legibly):                               Relation to Student-Athlete:  	 

Name: 	

Address:                                                                                                          City:                                                              State:                    Zip: 	


Home Phone:                                                                                Cell Phone: 	


Work Phone:                                                                                Email:  	

----------------------------------------------------------------------------------------------------------------------------

Emergency Contact 2 (Please Print Legibly):                               Relation to Student-Athlete: 

Name: 	

Address:                                                                                                         City:                                                           State:                   Zip: 	 

Home Phone:                                                                                Cell Phone: 	


Work Phone:                                                                              Email: 	






[image: ]Lake Superior State University - Department of Athletic Training
ATHLETIC INJURY AND MEDICAL POLICY – 2019-2020
-------------------------------------------------------------------------------------------------------------------

Student – Athlete Name (Please Print)                                                                                         SPORT(S)

SECTION I: Eligibility for Athletic Participation

Paragraph A: All students desiring to participate in intercollegiate athletics must be examined and approved by a physician before being permitted to workout with any varsity team. The examination is in effect for one year; however, the physician may re-examine and change the athlete’s eligibility status at any time. Any athletes requesting to obtain a physical on their own must secure a Lake Superior State University Physical Form, prior to their physical.

Paragraph B: Students who have sustained any injuries, at least one year prior to becoming a team candidate, MUST report these injuries to the examining physician and the LSSU Athletic Training Department. Student-athletes who have had any infectious diseases during the previous calendar year must report such illness to the LSSU Athletic Training Department and Team Physician. Failure to report such injuries or illnesses relieves Lake Superior State University of all liability. Loss of one of any paired organ (eye, kidney, testicle, etc.) shall disqualify one from participation on any intercollegiate team sponsored by the Lake Superior State University Athletic Department, unless the Student-Athlete receives written permission to participate from their Family Physician, and LSSU Team Physician.


Student-Athlete Signature                                                  			 Parent/Guardian Signature (if Student-Athlete is under age of 18)


Date                                                                                                                                     Date
-------------------------------------------------------------------------------------------------------------------------------------------------
SECTION II: Liability
Lake Superior State University’s liability for medical expenses resulting from injuries and illnesses sustained by Student-Athletes is defined as follows:
Paragraph A: Liability is extended to cover only those injuries reported to the Athletic Training Department or Team Physician within three (3) days from the injury producing accident. Liability is further restricted to those injuries received during the Student-Athlete’s season which, in the opinion of the Team Physician, Director of Athletics, and Athletic Training Department, are directly attributable to participation in intercollegiate athletics while enrolled as a full-time student at Lake Superior State University.

Paragraph B: Liability for medical expenses resulting from injuries is limited as follows:
1. To those expenses resulting from medical services which have been authorized per Sections I, II, III.

2. To full payment of authorized expenses not covered by the Student-Athlete’s or Student-Athlete’s Parent’s own surgical and hospital
insurance. All Student-Athletes are required to have primary insurance before participation in athletics at Lake Superior State University.

3. To payment of expenses resulting from breakage or loss of contact lenses or eyeglasses broken or damaged while participating in a game or a regular supervised practice period, in excess of your own insurance coverage. A copy of your insurance company’s coverage for this loss must be submitted to Lake Superior State University, before the University will pay for any loss.


Student-Athlete Signature                                                  			 Parent/Guardian Signature (if Student-Athlete is under age of 18)


Date                                                                                                                                     Date
----------------------------------------------------------------------------------------------------------------------------
SECTION III: Authorization for Medical Services
Authorization for medical services required as a result of an injury attributable to participation in intercollegiate athletics must be obtained IN ADVANCE of such services. Arrangements for the care of injuries requiring medical attention following the Student-Athlete’s drop-out or graduation must be made prior to his/her drop-out or graduation. Authorization is obtained from the Lake Superior State University Team Physician and Athletic Training Department. IF the Team Physician or Athletic Training Department cannot be contacted, the athlete may obtain medical attention on their own; however, the LSSU Team Physician or Athletic Training Department MUST be notified by the Student-Athlete within seven (7) days of obtaining said services. Obtaining services without the knowledge of the LSSU Team Physician or Athletic Training Department nullifies any financial responsibility on LSSU’s behalf.


Student-Athlete Signature                                                  			 Parent/Guardian Signature (if Student-Athlete is under age of 18)


Date                                                                                                                                     Date
[image: ]Lake Superior State University - Department of Athletic Training
ATHLETIC INJURY AND MEDICAL POLICY – 2019-2020
------------------------------------------------------------------------------------------------------------------
SECTION IV: Responsibility Waiver
As a Student-Athlete at Lake Superior State University, the Student-Athlete agrees that Lake Superior State University and/or the Department of Athletics and their staff, coaches, athletic trainers, student athletic trainers, and employees will not be held responsible for any accidents or loss of personal property, however caused, and agrees to release the University from all claims or damages which may arise as a result of such accidents or loss. It is further agreed that all risk attendant to watching and/or participating in athletics at LSSU, are assumed by the Student-Athlete and his/her parents or guardians and that this assumption is acknowledged, approved by the signature hereto. EACH STUDENT-ATHLETE SHOULD UNDERSTAND THAT THERE ARE INHERENT RISKS ASSOCIATED WITH COMPETING IN ATHLETIC COMPETITION. These risks include, bu t are not limited to: concussions, lacerations, sprains, strains, fractures, dislocations, subluxations, avulsions, infectious diseases, paralysis, and death.



Student-Athlete Signature                                                                           Parent/Guardian Signature (if Student-Athlete is under age of 18)



Date                                                                                                                   Date
-----------------------------------------------------------------------------------------------------------------------------
SECTION V: Medical Release

I hereby authorize Lake Superior State University and/or Mutual of Omaha to inspect or secure copies of case history records, laboratory reports, diagnoses, x-rays, and any other data concerning this and/or previous confinements and/or disabilities. A photostatic copy of this authorization shall deem as effective and valid as the original.


Student-Athlete Signature                                                  			 Parent/Guardian Signature (if Student-Athlete is under age of 18)


Date                                                                                                                                     Date

-----------------------------------------------------------------------------------------------------------------------------
SECTION VI: Consent Authorization

The undersigned hereby further consents to Lake Superior State University and its Athletics Staff to obtain medical treatment and/or care deemed necessary by such staff for the health and well-being of the Student-Athlete participant during the term of his/her participation in athletics at Lake Superior State University. This includes the consent to obtain and have administered any emergency medical or surgical treatment recommended by a physician licensed to practice medicine.


Student-Athlete Signature                                                                                             Parent/Guardian Signature (if Student-Athlete is under age of 18)


Date                                                                                                                                     Date

-----------------------------------------------------------------------------------------------------------------------------




























You should keep a copy of these documents for your records.
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AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION – 2019-2020
-----------------------------------------------------------------------------------------------------------------

Student-Athlete Name (Please Print)                                                                          Sport(s)

                Authorization for Release of Medical Information AMONGST: ATHLETIC TRAINING STUDENTS
Initial                         AND OTHER MEMBERS OF THE LSSU ATHLETIC TRAINING STAFF AND HEALTH CARE CENTER.

                Authorization for Release of Medical Information To: PROFESSIONAL TEAMS AND THEIR REPRESENTATIVES.
Initial                         

                Authorization for Release of Medical Information To: THE MEDIA.
Initial

                Authorization for Release of Medical Information To: PARENT(S) AND/OR GUARDIAN(S).
Initial

                Authorization for Release of Medical Information To: COACHES AND ATHLETICS STAFF.
Initial

This document authorizes the Certified Athletic Trainers, Team Physicians, Health Care Center and Athletics Staff including Coaches representing Lake Superior State University to release information concerning my medical status, medical conditions, injuries, prognosis, diagnosis, and related personally identifiable health information to Athletic Training students and other Athletic Training and Health Care Center staff members. This information includes injuries or illnesses relevant to past, present, or future participation in athletics at Lake Superior State University.

The reason for this disclosure is to allow such individuals participating in the delivery of Athletic Training services to assist and participate in the providing healthcare to me while I am a student -athlete.


[image: ]I understand that some entities that receive this information are not health care providers or health plans covered by federal privacy regulations.
[image: ]I understand that Lake Superior State University will not receive compensation for its use/disclosure of the information.
[image: ]I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.
[image: ]I understand that I may inspect or copy any information used/disclosed under this authorization.
[image: ]I understand that I may revoke this authorization in writing at any time by notifying in writing the Head Athletic Trainer, and if I do, it will not have any effect on actions the University took in reliance on this authorization prior to receiving the revocation.
[image: ]I understand that this authorization expires six (6) years from the date it is signed unless revoked earlier.



Student-Athlete Signature                                                                                                                                                   Date



Parent/Guardian Signature (if student-athlete under age of 18)                                                                                  Date



I have reviewed the above statements and I do not wish to authorize this release.            	
Initials
Lake Superior State University - Department of Athletic Training

You should keep a copy of these documents for your records.
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INFORMED / MEDICAL CONSENT FORM – 2019-2020
--------------------------------------------------------------------------------------------------------------
- If you, the Student-Athlete are under the age of 18, your Parent/Guardian must also sign this form.


INFORMED / MEDICAL CONSENT

I,                                                                               , am aware that trying out, practicing, or playing in any sport can be a dangerous activity involving many risks or injury. I understand that the dangers and risks include, but are not limited to, death, serious head, neck, and spinal injuries, paralysis, injuries to the musculoskeletal system, or other aspect of the body, general health, and well-being.

Because of the dangers of participating in sport, I recognize the importance of following the instruction of the athletic department personnel regarding playing techniques, training, rules of the team/sport, equipment, and to obey such rules. I also acknowledge that some sports are classified as violent sports involving even a greater risk than others. I further realize that I am expected to report all injuries/illnesses I may sustain during official, organized athletic participation (including all regularly scheduled practices and contests) and throughout the calendar year, (regardless of how they occurred) to an Athletic Trainer, a Team Physician, or a Coach.

I hereby grant permission to the Lake Superior State University Team Physician and/or their consulting physicians to render myself (son/daughter) any treatment, medical or emergency surgical care that they deem reasonably necessary to the health and well-being of the Student-Athlete.

I also hereby authorize the Lake Superior State University Athletic Trainers and their staff, who are under the direction and guidance of the Lake Superior State University Team Physician, to render to myself (son/daughter) any preventative measures for injuries, first aid, treatment, rehabilitation, or emergency treatment that they deem reasonable and necessary to health and well-being of the Student-Athlete. This includes during all practice, games, and travel situations.

Also, when necessary for executing such care, I grant permission for hospitalization at an accredited hospital.




Student-Athlete Signature                                                                                                                Date



Parent/Guardian Signature (if under 18 years of age)                                                                 Date























You should keep a copy of these documents for your records.

GENERAL MEDICAL HISTORY FORM – 2019-2020
----------------------------------------------------------------------------------------------------------------
Student-Athlete Name:                                                                                                                        Sport(s): 	

Please provide explanations to all “YES” answers in the spaces provided. If more space is required please attach additional paper(s).
-----------------------------------------------------------------------------------------------------------------------------
1. Have you ever been hospitalized?  	
- Please list facility & location:_ 	

2. Have you ever had surgery?  	

YES           NO


YES           NO

-----------------------------------------------------------------------------------------------------------------------------
3. Are you currently taking any prescription medications? 	
- Please list:  	
- Prescribed by:

YES           NO
-----------------------------------------------------------------------------------------------------------------------------
4. Do you have any allergies (medication, food, etc.)?                                                                                                                   YES           NO
- Explain allergy:_ 	
- List treatment required:  	

5. Do you have seasonal allergies (pollen, bee stings, etc.) which require treatment?                                                             YES           NO
- Explain allergy:  	
- List treatment required:  	
-----------------------------------------------------------------------------------------------------------------------------
	6. Have you ever been dizzy during or after exercise?                                       	
	YES
	NO

	7. Have you ever passed out during or after exercise?  	
	YES
	NO

	8. Have you ever had chest pains during or after exercise?                                                                                   	
	YES
	NO

	9. Have you ever experienced irregular heart beat during or after exercise?  	
	YES
	NO

	10. Has a doctor ever denied or restricted your participation in activity due to any heart problems?
	YES
	NO

	11. Has anyone in your family died of heart issues or sudden death before the age of 50?  	
	YES
	NO


-----------------------------------------------------------------------------------------------------------------------------
12. Have you ever had a head injury or concussion?  	
- How many? 	
- Date of last concussion:_ 	

YES           NO
13. Have you ever been knocked out or rendered unconscious?                                                                                                  YES           NO
- How many times? 	
- Date of last episode:_ 	
14. Have you ever had a seizure or convulsions?                                                                                                                             YES           NO

-----------------------------------------------------------------------------------------------------------------------------
15. Have you ever had any exercise related dehydration, heat cramps, or heat stroke?  	

YES           NO
[image: ]
16. Have you ever been dizzy or passed out in the heat?                                                                                                               YES           NO
- List the city and state you trained in this past summer: 	
- Was the majority of your training done indoors or outdoors:_ 	
- List the common time of day most of your training occurred: 	
-----------------------------------------------------------------------------------------------------------------------------
17. Do you have trouble breathing or do you cough or wheeze during or after activity?                                                        YES           NO

18. Have you ever been diagnosed with Asthma?                                                                                                                          YES           NO

19. Do you use an inhaler or other medication for breathing issues?                                                                                           YES           NO
- Type of inhaler/medication: 	
-----------------------------------------------------------------------------------------------------------------------------

General Medical History Con’t...

-----------------------------------------------------------------------------------------------------------------------------
20. Have you ever had issues with your eyes or vision?  	

21. Do you wear glasses, contacts, or protective eye wear?  	
- During athletic activity (glasses, contacts, protective eye wear):_ 	
- If so, please provide prescription:  	
- When was your last eye exam? 	
- Please list Optometrist and location:  	

YES           NO YES           NO
-----------------------------------------------------------------------------------------------------------------------------
22. Have you ever had any significant dental procedures?  	

23. Do you wear any removable dental devices or braces? 	

24. Have you ever had an injury to your mouth or jaw?  	

25. When was your last tetanus shot?  	

YES           NO YES           NO YES           NO

-----------------------------------------------------------------------------------------------------------------------------
26. Please indicate your normal average weight  	
- Do you want to weigh more or less than you do now?                                           MORE      SAME	 LESS
- Do you lose weight regularly to meet weight requirements for your sport?                                                                             YES           NO
- Have you ever taken any supplements or vitamins to help you lose or gain weight or improve performance?               YES           NO
List:  	
- Which if any supplements are you currently taking?  	
- What benefit do you feel or experience from these supplements? 	
-----------------------------------------------------------------------------------------------------------------------------
27. Do you currently have any skin conditions (warts, acne, etc.)?  	

28. Do you take any medications for this condition(s)?  	

YES           NO

YES           NO

-----------------------------------------------------------------------------------------------------------------------------
29. Do you require or use any special equipment (orthotics, braces, etc.)?  	
- List and explain:_ 	

YES           NO
-----------------------------------------------------------------------------------------------------------------------------
30. Have you ever seen a psychologist or mental health counselor? 	

31. Have you or anyone in your family been treated for alcohol or substance abuse?  	

32. Do you consume alcoholic beverages?  	

33. Do you smoke cigarettes or use any other type of tobacco product?  	
34. Have you missed any time from school, work, or sport due to emotional reasons?  	 Explain: 		

YES           NO YES           NO YES           NO YES           NO YES           NO
-----------------------------------------------------------------------------------------------------------------------------
35. Has a physician ever denied or restricted your participation in sports for any reason?                                                                       YES           NO
Explain:
-----------------------------------------------------------------------------------------------------------------------------
36. Have you ever been tested for the sickle cell trait?
- Was the test positive (+) or negative (-) for sickle cell trait?  	

YES           NO
-----------------------------------------------------------------------------------------------------------------------------
	37. Have you been immunized for:
	Hepatitis B : Date:_ 	
	YES
	NO

	
	Chicken Pox: Date:_ 	
	YES
	NO

	
	Polio: Date:_ 	
	YES
	NO

	
	Measles: Date: 	
	YES
	NO

	
	Mumps: Date:_ 	
	YES
	NO

	
	Rubella: Date:_ 	
	YES
	NO



38. Do you regularly get a seasonal flu shot?  	

YES           NO

-----------------------------------------------------------------------------------------------------------------------------


Have you had or been diagnosed with any of the following conditions?

	Measles
	YES
	NO
	Mono
	YES
	NO
	Scarlet Fever
	YES
	NO

	Mumps
	YES
	NO
	Tuberculosis
	YES
	NO
	Pneumonia
	YES
	NO

	Chicken Pox
	YES
	NO
	Hepatitis B
	YES
	NO
	Marfan’s Syndrome
	YES
	NO

	Rheumatic Fever
	YES
	NO
	Hepatitis C
	YES
	NO
	Sickle Cell Trait
	YES
	NO

	Appendicitis
	YES
	NO
	HIV/AIDS
	YES
	NO
	Anemia
	YES
	NO

	Stomach Problems
	YES
	NO
	Meningitis
	YES
	NO
	Herpes
	YES
	NO


----------------------------------------------------------------------------------------------------------------------------- ---------------------
Have you or any member of your family had any of the following medical issues?

	Diabetes
	SELF
	FAMILY
	Anemia
	SELF
	FAMILY

	High Blood Pressure
	SELF
	FAMILY
	Tuberculosis
	SELF
	FAMILY

	Heart Murmur
	SELF
	FAMILY
	Headaches/Migraines
	SELF
	FAMILY

	Heart Disease/Attack
	SELF
	FAMILY
	Marfan’s Syndrome
	SELF
	FAMILY

	Liver/ Gall Bladder Disease
	SELF
	FAMILY
	Sudden Death Before Age 50
	SELF
	FAMILY

	Epilepsy
	SELF
	FAMILY
	High Blood Pressure
	SELF
	FAMILY

	Bruise/Bleed Easily
	SELF
	FAMILY
	Cancer
	SELF
	FAMILY

	Hernia
	SELF
	FAMILY
	Missing Kidney or any Paired Organ
	SELF
	FAMILY

	Kidney/Bladder Infections or Stones
	SELF
	FAMILY
	Sickle Cell Trait
	SELF
	FAMILY


Hepatitis (A,B,C)                                          SELF          FAMILY                                       Other: 	
Explain: 	
----------------------------------------------------------------------------------------------------------------------------- ---------------------
Please select any orthopedic injuries you currently have or have had in the past. PLEASE SELECT ALL THAT APPLY.
----------------------------------------------------------------------------------------------------------------------------- ---------------------
Hand, Wrist, Fingers
	Sprain/Strain
	RIGHT LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT LEFT
	Date:                                         Explain: 	


--------------------------------------------------------------------------------------------------------------------------------------------------
Arm and Elbow
	Sprain/Strain
	RIGHT LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT LEFT
	Date:                                         Explain: 	


----------------------------------------------------------------------------------------------------------------------------- ---------------------
Shoulder and Clavicle
	Sprain/Strain
	RIGHT LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT LEFT
	Date:                                         Explain: 	


----------------------------------------------------------------------------------------- ---------------------------------------------------------
Ankle, Feet, Toes
	Sprain/Strain
	RIGHT LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT LEFT
	Date:                                         Explain: 	



	Do you wear/have orthotics?                  YES
	NO
	Explain: 	

	Do you use ankle braces/supporters?    YES
	NO
	Explain: 	


--------------------------------------------------------------------------------------------------------------------------------------------- -----









Continued on next page…

	Legs
	

	Sprain/Strain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Shin Splints
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Achillies Pain/Injury
	RIGHT
	LEFT
	Date:                                         Explain:

	Calcium Deposits
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT
	LEFT
	Date:                                         Explain: 	


----------------------------------------------------------------------------------------------------------------------------- ---------------------
Knees
	Sprain/Strain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Ligament Injury
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Cartilage Injury
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Swelling/Locking/Giving Out
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Surgery
Do you wear any braces? Have you had an MRI?
	RIGHT
YES YES
	LEFT
NO NO
	Date:                                         Explain:
Explain: 		 Date:                                         Explain: 	



Have you ever had a cortisone shot?     YES           NO            Date:                       Explain: 	
------------------------------------------------------------------------------------------------------------------- -------------------------------
Hips and Pelvis
	Sprain/Strain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Hip Pointer/Contusion
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT
	LEFT
	Date:                                         Explain: 	


----------------------------------------------------------------------------------------------------------------------------- ---------------------
Neck, Back, Spine
	Sprain/Strain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Fracture/Dislocation
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Burner/Stinger
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Pinched Nerve
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Ruptured Disc
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Rib Injury
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Chronic Pain
	RIGHT
	LEFT
	Date:                                         Explain: 	

	Surgery
	RIGHT
	LEFT
	Date:                                         Explain: 	


--------------------------------------------------------------------------------------------------------------------- -----------------------------
Do you have any medical issues that are not listed that we should be aware of?                                   YES           NO

Explain: 	

Do you take or require any daily medications?                       YES           NO

Explain: 	

Do you know of or believe that there is any health issue with you that would not permit your participation in intercollegiate athletics at LSSU?

YES           NO            Explain: 	
----------------------------------------------------------------------------------------------------------------------------- ---------------------


Student-Athlete Signature                                                                                                                                    Date

  _____________________________________				  _____________________________
Parent/Guardian Signature (if under 18 years of age)                                                                 Date





You should keep a copy of these documents for your record 
[image: ] Lake Superior State University - Department of Athletic Training
 Attention Deficit Hyperactivity Disorder (ADHD) Guideline – 2019-2020


Criteria for letter from prescribing Physician to provide documentation to the Sports Medicine staff regarding assessment of student-athletes taking prescribed stimulants for Attention Deficit Hyperactivity Disorder (ADHD), in support of an NCAA Medical Exception request for the use of a banned substance.

The following must be included in supporting documentation:

· Student-athlete name
· Student-athlete date of birth
· Date of clinical evaluation
· Clinical evaluation components including:
· Summary of comprehensive clinical evaluation (referencing DSM-IV criteria) – attach supporting documentation
· ADHD Rating Scale (s) (e.g., Connors, ASRS, CAARS) scores and report summary – attach supporting documentation
· Blood pressure and pulse readings and comments
· Note that alternative non-banned medications have been considered, and comments
· Diagnosis
· Medication (s) and dosage
· Follow-up orders

Additional ADHD evaluation components if available:

· Report ADHD symptoms by other significant individual (s)
· Psychological testing results
· Physical exam date and results
· Laboratory/ testing results
· Summary of previous ADHD diagnosis
· Other comments

Documentation from prescribing physician must also include the following:

· Physician name (printed)
· Office address and contact information
· Specialty
· Physician signature and date


NOTE: This requirement is strictly a NCAA requirement, and this information must be on file in the athletic training room prior to any competition. This information is necessary to appropriately apply the NCAA Medical Exceptions policy on banned substances. This is also necessary so that student-athletes are adequately monitored while using a stimulant medication that can negatively impact health and safety, and so that stimulants are not being used strictly for athletic performance enhancement.

I have reviewed the above statements and understand what is required.




Student-Athlete Signature                                                                                                                                                   Date



Parent/Guardian Signature (if student-athlete under age of 18)                                                                                  Date

            




[image: ]Lake Superior State University - Department of Athletics
SICKLE CELL INFORMED CONSENT FORM 2019-2020
[image: ]

Dear Parents & Student-Athletes:

The NCAA had made it mandatory that all Division II athletes be tested for the Sickle Cell Trait or be aware of, and provide information concerning their Sickle Cell Trait (SCT) status to their respective institutions prior to participation in intercollegiate athletic activities. Please read the attached Sickle Cell Trait fact sheet, complete the attached LSSU Sickle Cell Trait Form, and provide a copy of the required evidence of your SCT status. The information pertaining to your SCT status, MUST BE ON FILE IN THE

LSSU ATHLETIC DEPARTMENT PRIOR TO YOUR PARTICIPATION IN ANY FORM OF ATHLETIC PARTICIPATION/ACTIVITY (Conditioning, Practice, Competition) AT LSSU.

PLEASE NOTE:
[image: ]
If you were born in the State of Michigan during or after the year 1987, you were subject to automatic Sickle Cell Trait screening at the time of your birth. Your SCT results (positive or negative) will be on file with either your family Physician or at your birth Hospital. Results may be listed under results for Hemoglobin.
[image: ]
If you were NOT born in the State of Michigan, or you were born prior to 1987 (State of Michigan) please contact your family Physician and/or your birth Hospital to determine the status of SCT screening.

You are required to contact your family Physician and/or birth hospital, and retrieve from them, proof of the results of the SCT screening which was done on you. A copy of the SCT screening test results must then be provided to the LSSU Athletic Department. Please note that if you test positive for Sickle Cell Trait, this does not disqualify you from participation in intercollegiate athletics.



If there are any questions or concerns regarding this matter, please contact the LSSU Athletic Department or Athletic Training Department.

Athletic Department:	Phone: (906)635-2877

Athletic Training Department: Phone: (906)635-2847 or (906)635-2604
[image: ]

[image: ]

Lake Superior State University - Department of Athletics
[image: ]SICKLE CELL INFORMED CONSENT FORM 2019-2020
[image: ]
About Sickle Cell Trait:
[image: ]
Sickle cell trait is an inherited condition of the oxygen-carrying protein, hemoglobin, in the red blood cells. Sickle cell trait is common condition (> three million Americans)
[image: ]
Although sickle cell trait is most predominant in African-Americans and those of Mediterranean, Middle Eastern, Indian, Caribbean, and South and Central American ancestry, persons of all races and ancestry may test positive for sickle cell trait.

Sickle cell trait is usually benign, but during intense, sustained exercise, hypoxia (lack of oxygen) in the muscles may cause sickling of red blood cells

(red blood cells changing from a normal disc shape to a crescent or “sickle” shape), which can accumulate in the bloodstream and “logjam” blood vessels, leading to collapse from the rapid breakdown of muscles starved of blood.

Sickle Cell Trait Testing:

The NCAA mandates that all NCAA Student-Athletes must:
	1.
	Be tested for sickle cell trait.
	AND

	2.
	Show proof of a prior test.
	OR



3. Sign a waiver releasing an institution from liability if they decline to be tested before the student-athlete participates in any intercollegiate athletic event, including strength and conditioning sessions, practices, competitions, etc.

If a student-athlete does NOT wish to have the test performed, that student-athlete must either:

1. Show proof of a previous sickle cell trait test confirming their status.
2. Sign the sickle cell testing waiver below.

Testing will conducted at a designated laboratory facility and results will be reported to Lake Superior State University Department of Athletic Training Staff.

Place Your Initials By ONE of the Following:

_______   I WOULD LIKE TO BE TESTED.  I acknowledge that I have read the above information and would like to be tested for the sickle cell trait (You will be contacted by a member of the Athletic Training staff regarding the procedure for obtaining the test).

_______   I WILL PROVIDE PROOF OF A PREVIOUS TEST. I have been tested and agree to provide proof of my sickle cell trait status. I understand that I will not be allowed to participate in intercollegiate athletics at Lake Superior State University until I provide this documentation.

_______   I DO NOT WANT TO BE TESTED FOR SICKLE CELL TRAIT. I acknowledge that I have read the above information and choose not to be tested for the sickle cell trait.  (MUST SIGN WAIVER BELOW).

SICKLE CELL TRAIT TESTING ACKNOWLEDGEMENT WAIVER TO NOT BE TESTED:

I, ____________________________________ understand and acknowledge that the NCAA and the Lake Superior State University Department of Intercollegiate Athletics mandates that all student-athletes have knowledge of their sickle cell trait status. Additionally, I have read and fully understand the aforementioned facts about sickle cell trait and sickle cell trait testing.

Recognizing that my true physical condition is dependent upon an accurate medical history and a full disclosure of any symptoms, complaints, prior injuries ailments, and/or disabilities experienced, I hereby affirm that I have fully disclosed in writing any prior medical history and or knowledge of sickle cell trait status to Lake Superior State University sports medicine personnel.

I do not wish to undergo sickle cell trait testing and I voluntarily hereby release, discharge, indemnify and hold harmless Lake Superior State University, its officers, employees and agents from any and all costs, liabilities, expenses, claims, demands, or causes of action on account of any loss or bodily or personal injury, including death that might result from my non-compliance with the mandate of the NCAA and Lake Superior State University Department of Intercollegiate Athletics. I assume all risks of injury or death arising out of or in connection with my choice to forego testing and/or the presence of the Sickle Cell Trait.

I have read and signed this document with the full knowledge of its significance. I further state that I am at least 18 years of age and competent to sign this waiver.


Student-Athlete Signature                                                                                                                                                  Date



Parent/Guardian Signature (if student-athlete under age of 18)                                                                                  Date
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ATHLETE PHYSICAL EXAMINATION UPDATE FORM – 2019-2020

This form is to be completed by an approved examining Physician and returned to the Lake Superior State University Department of Athletic
Training PRIOR to the Student-Athlete participating in ANY intercollegiate activity at LSSU.


CARDIOVASCULAR  EXAMINATION   

  			At Rest 	 		
Heart Rate		___________________			
Blood Pressure		_______________
Respiration's / min	___________________		
Rhythm			___________________		
Murmurs		___________________		
				
Is there any evidence of Marfan’s Syndrome?  (i.e. high arched palate, displaced lens, pectus excavatum, arm span one greater that height, heart murmurs)		Yes _____  No  _____

Based on the history and the physical examination, the following conditions should receive further cardiac evaluation:  family history of premature heart disease, student history of syncope.  Palpitations, chest pain with exercise, shortness of breath or easily fatigued,  BP two (2) or more SD above normal, height 97th percentile or above, all diastolic murmurs, systolic murmurs of grade 2 or above, apical murmurs which increases with valsalva, ejection sounds or gallops, rhythm disturbances, heart rate not returning to 20%or resting rate by five (5) minutes, decreases in heart rate during exercise, heart rate does not rise above 60 with exercise, or known pre-existing heart disease.
CHEST / LUNGS	___ WNL
                                               
Chest         ______    Bruit            ______
Sounds      ______    Diaphragm  ______
Fremitus     ______   Symmetry    ______
 
Abnormal findings:	_______________________
		_______________________
		_______________________        
NECK	___ WNL

 Thyroid	___      Nodes  ___  R __  L __
 Trachea	___      Bruit     ___  R __  L __
 Veins	___      Carotid ___  R __  L __
 Spine	___      Motion  ___
 Disc	___      Brachial Plexus  R  ___ L  ____
                            
  Abnormal findings:	_______________________
		_______________________
		_______________________        
HEAD       ___ WNL
                       
Eyes:    Lids____  Sclera ____  Conjuctiva  ____  Pupil  ____  Fundi ___
Ears:     Pinna  ___ R __ L__   Canal  ____ R __ L __  Drum  __  R __ L __ 
Nose:    Septum  ____   Mucosa  R ___  L ___                                          
Mouth:   Lips  ___  Tongue  ___  Pharynx  ___  Tonsils  ___  Teeth  ___
SKIN       ___ WNL 

Scars	____________________
Birthmarks ___________________
Sweat	____________________
Texture	____________________
Tatoos	____________________
GENERAL 			
 	 ___ Physician’s Review of Student Athlete’s Medical History 
    	 (Lake Superior State University’s General / Orthopedic History Form)

Vision:		Uncorrected	Corrected					Dominance:
Left 		____ / ____	____ / ____	Glasses:	     Yes    No		Hand:	 Left    Right
 	Right   		____ / ____	____ / ____	Contacts:    Yes    No		Foot :  	 Left    Right
Below for Physician use only:
Sport(s):  __________________________

Class: 	Fr    Soph    Jr    Sr     5th     Other __________

DOB:  ___/___/___	SSN:  _____ - ___ - _____

Athlete’s Last Name:  _________________   

Athlete’s First Name:  _________________	     M.I.:  ______

Sex:  M / F	Height:  ________	Weight:  _______
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BACK		___ WNL	
                            
Scoliosis   ____		Trunk Flexion      	 ____
Kyphosis  ____		Trunk Extension 	 ____
Lordosis   ____		Lateral Flexion  	   R  ___  L  ___
Spondylolisthesis  ____        	Trunk Rotation  	   R  ___  L  ___
L5 - S1 Disc  ____		Hamstring Tightness  R  ____  L  ____
Patellar Reflex  ____ 		Achilles Reflex	_____		 
Abnormal Findings:  	________________________________
		________________________________
ABDOMEN  	___ WNL
                                      
Contour        	____
Tenderness        	____
Organs               	____
Masses               	____
Hernia (Male)	R  ____  L  ____
Inguinal nodes	R  ____  L  ____
Abnormal Findings: 	________________________
		________________________
Medical Clearance:


______	Cleared without restriction

______	Failed Pre-Participation Athletic Examination, no participation,
     	Corrective treatment required: _______________________________

______	Cleared for _________________________  (sport) after          
                     	completing evaluation / rehabilitation of:
	    	______________________________________  


Physician’s Signature:  ______________________________________  
                            
 Date:  _______________

Physician’s Address:	 ______________________________________
                                        
 ______________________________________
                                        
                                       	 ______________________________________

Phone number:	   (               ) ___________________________

Summary of findings:

1. ________________________

2. ________________________

3. ________________________

4. ________________________

ORTHOPEDIC EVALUATION OF EXTREMITIES / JOINTS


Shoulder:
ROM       	L  __  R  __  Abnormal findings  _______________	___ WNL			
		
Strength	L  __  R  __   Abnormal findings  ______________	___ WNL
			
Laxity	L  __  R  __  Abnormal findings    ______________ 	___ WNL
  
   
Knee:
			ROM	L  __  R  __  Abnormal findings:  _______________	___ WNL
	
			Strength	L  __  R  __  Abnormal findings:  _______________	___ WNL

			Laxity	L  __  R  __  Abnormal findings:  _______________	___ WNL
  

Ankle:
ROM	L __  R  __  Abnormal findings:  _______________	___ WNL

Strength	L __ R  __  Abnormal findings:  _______________	___ WNL
		
Laxity	L __  R  __ Abnormal findings:  _______________	___ WNL
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