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Please bring COMPLETED & SIGNED FORMS to 
ȅƻǳǊ ǎŎƘƻƻƭΩǎ Cwhb¢ hCCL/9 ƻǊ !¢I[9¢L/ 
TRAINER by May 7th, 2018 

 
Dear Parent / Guardian:                                 April 4th, 2018 
 
Enclosed you will find the athletic physical packet that is required of all students trying out for and/or participating in a school sport during the 
2018-2019 school year.  If your child is interested in playing a school sport next year, we strongly recommend that you take advantage of the 
upcoming Pre-Participation Screening (PPS) that will be taking place in the next few weeks.   The PPS is being jointly conducted by Memorial Sports 
Medicine, Memorial Family Practice, Chatham Orthopedics, and Savannah-Chatham County Public School System athletic department.  The cost of 
the screening is $10.00 cash or check made payable to SCCPSS Athletic Department.   All funds collected from the PPS will go directly to your 
ǎŎƘƻƻƭΩǎ ŀǘƘƭŜǘƛŎ ŘŜǇŀǊǘƳŜƴǘ ǘƻ ƘŜƭǇ ŘŜŦǊŀȅ Ŏƻǎǘǎ ŦƻǊ the athletic training program.  This screening will be valid through the end of the 2018-2019 
school year and will be kept on file at the school.  
 

Screenings will be held at A.E. Beach High School on Wednesday, May 9th, 2018.  We will begin immediately after school at 3:30pm, and 
ǎǘǳŘŜƴǘǎ ǿƛƭƭ ōŜ ǎŜŜƴ ƻƴ ŀ άŦƛǊǎǘ ŎƻƳŜ ŦƛǊǎǘ ǎŜǊǾŜ ōŀǎƛǎΦέ   5ƻƻǊǎ ǿƛƭƭ ŎƭƻǎŜ ŀǘ рΥолǇƳΦ   

 
If your child will be participating in the PPS, please fill out the following pages [Emergency Contact & Insurance Information, Permission and 
Medical Release Form, and Pre-Participation Physical Evaluation-History] completely and please write the student-ŀǘƘƭŜǘŜΩǎ ƴŀƳŜ ŀƴŘ ŘŀǘŜ ƻŦ ōƛǊǘƘ 
on the first line of all three pages of the Pre-Participation Physical Evaluation forms.  
 
IMPORTANT: Page 7, [The Pre-Participation Physical Examination History Form] MUST be filled out, dated, and signed by the parent/guardian prior 
to the screening process. Incomplete information or missing signatures WILL disqualify your child from our screening process.  

 
If your child is unable to attend the screening on Wednesday, May 9thΣ ȅƻǳ Ƴŀȅ ƘŀǾŜ ȅƻǳǊ ŎƘƛƭŘΩǎ tt{ ŎƻƳǇƭŜǘŜŘ ōȅ ȅƻǳǊ ǇŜǊǎƻƴŀƭ ǇƘȅǎƛŎƛŀƴΦ  
Please note that pages 1-7 need to be completed by you and page 8 must be completed and signed by a Licensed Medical Physician or Doctor of 
Osteopathic Medicine or their designated bǳǊǎŜ tǊŀŎǘƛǘƛƻƴŜǊ ƻǊ tƘȅǎƛŎƛŀƴΩǎ ŀǎǎƛǎǘŀƴǘ (see Georgia High School Association Law 1.40).  Once the 
packet is completed by the physician, please return it to school office so that it can be filed properly.  All physical packets are due before the first 
dŀȅ ƻŦ ǇǊŀŎǘƛŎŜ ƻŦ ȅƻǳǊ ŎƘƛƭŘΩǎ ǎǇƻǊǘΦ 
 

Be aware that the Pre-Participation Screenings are not the same as a regular physical exam administered by your family physician. It is a screening 
to ensure that your child is medically eligible for participation in accordance to Georgia High School Association guidelines. Memorial Sports 
Medicine recommends that every child receive a regular physical exam from his/her primary care physician to ensure general good health.  If your 
child currently takes a prescription medication or has a medical condition, please have the treating physician send a clearance note stating your 
child is able to participate in athletics while under their care. Furthermore, if your child has any of the following conditions, they MAY NOT be 
cleared to participate in athletic activities until they receive a clearance letter from a primary care physician: 

¶ Asthma, any diagnosed heart conditions, unusual or elevated Blood Pressure readings, history of diabetes or Sickle Cell Trait 

¶ History of multiple concussions  

¶ Athletes with certain prescription medications 

¶ Any medical conditions in need of further medical review 
 

We strongly encourage every student who is slightly interested in trying out for any sport to take advantage of this opportunity. If you have any 
questions about any part of the screening process or about athletic physicals in general, please feel free to contact the athletic director at your 
school or the athletic trainer at your school.  Thank you for your cooperation in this matter and we look forward to working with your student-
athlete this coming school year. 
 

Sincerely,   
     
SCCPSS District Athletic Department       
 
 
 
 
 
 
 
 
 
 

PPS Checklist:  FORMS MUST BE COMPLETED, SIGNED, & DATED prior to screening on Wednesday, May 9th. 
 

_____ Emergency Contact Insurance Information Form pg 2 (Completed and Signed by Parent)      _____ $10.00 Payment  
_____ Permission to Treat & Medical Record Release pg 4 (Completed and Signed by Parent)         _____ Copy of Insurance Card pg3 
_____ GHSA Heat Policy pg 5 (Completed and Signed by Parent) 
_____       Memorial Sports Medicine - Concussion Awareness Form pg 6 (Completed and Signed by Parent)  

_____ History Form pg 7 (Completed and Signed by student-athlete and parent) 
_____ Physical Examination Form pg 8(Completed by Medical Personnel Only) 
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EMERGENCY CONTACT & INSURANCE INFORMATION 
 
{ǘǳŘŜƴǘΩǎ bŀƳŜ ό[ŜƎŀƭύψψψψψψψψψψψψψψψψψψψψψψψψψψψψ______________,____ _____________________, __________ 
                            LAST           FIRST          MI 

Social Security #______-_____-_______      D.O.B______/______/_______      2018-2019 Grade Level:  ______________ 
 

Address: _________________________________________________________________________, GA  _____________   
   STREET       CITY                        ZIP 
 

{ǘǳŘŜƴǘΩǎ IƻƳŜ tƘƻƴŜ ІΥ ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ {ǘǳŘŜƴǘΩǎ /Ŝƭƭ tƘƻƴŜ ІΥ  ψψψψψψψψψψψψψψψψψψψψψψψψψψ 
 

Child Lives With: _____ Father  _____Mother  ____Both  _____  Other:   _______________________________________ 
 

CŀǘƘŜǊκDǳŀǊŘƛŀƴΩǎ bŀƳŜΥ ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ           IƻƳŜ tƘƻƴŜ Іόψψψψψύψψψψψψ-_______     
 

CŀǘƘŜǊκDǳŀǊŘƛŀƴΩǎ 9ƳǇƭƻȅŜǊΥ ψψψψψψψψψψψψψψψψψψψψψψψψ__________________________________________________       
 

CŀǘƘŜǊκDǳŀǊŘƛŀƴΩǎ /Ŝƭƭ tƘƻƴŜ І (______)______-_____________   Work Phone #   (______)_______-________ext______ 
 

aƻǘƘŜǊκDǳŀǊŘƛŀƴΩǎ bŀƳŜΥψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ           IƻƳŜ tƘƻƴŜІόψ____)_____-________ 
 

aƻǘƘŜǊΩǎ 9ƳǇƭƻȅŜǊΥψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ         
 

aƻǘƘŜǊκDǳŀǊŘƛŀƴΩǎ /Ŝƭƭ tƘƻƴŜ І όψψψψψψύψψψψψψ-_____________  Work Phone #   (______)_______-________ext______ 
 

Parent/Guardian contact e-mail address: ________________________________________________________________ 
 

Emergency Contact & Relationship (must be 21 or older):  __________________________________________________  
 

Contact Home Phone # (_______)__________-_________        Contact Cell Phone # (_______) __________- ___________ 
              
Primary Physician: _____________________________________   Office Phone # (_____)_______-_________ext______ 

 
INSURANCE INFORMATION 

 

Primary Insurance Co: ____________________________________     Name of Policy Holder: _____________________  

Policy #: _______________________________________________      Group #: _________________________________  

Insurance Co. Phone # (_________)____________-______________ext _______________________________________    

  

**PLEASE BE AWARE OF THE FOLLOWING WHEN CARING FOR MY CHILD** 
 

Medical Conditions: _____________________________________________________________________________ 
Allergies: ______________________________________________________________________________________ 
Medications & Condition:  ____________________________________________________________________________ 

 
PERMISSION FOR AUTHORIZATION TO TREAT IN PARENT ABSENCE 

*I give permission for representatives of Savannah Chatham County Public School System to authorize medical treatment for my 
child in my absence.  This may include, but is not limited to, activation of emergency services, emergency room procedures, and 
injury/illness evaluation and treatment by certified athletic trainers at away competitions.   
 
Print Parent Name:_________________________________________      Parent Signature: ________________________________ 

School Year 2018-2019 
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*PLEASE ATTACH COPY 

(FRONT/BACK) OF 

{¢¦59b¢Ω{  

INSURANCE CARD* 

 

School Year 2018-2019 
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PERMISSION & MEDICAL RECORD RELEASE FORM 
 

{ǘǳŘŜƴǘΩs Name: __________________________________________________________________________________________ 
  Last     First     M.I. 

 

ASSUMPTION OF RISK AND PERMISSION TO TREAT 
I am aware playing or practicing to play/participate in any sport or sport related activity could be a dangerous activity 

involving MANY RISKS OF INJURY. I understand that the dangers and risks of playing or practicing to play/participate in sports or 
sport related activity include, but are not limited to: death; serious neck and spinal injuries that may result in complete or partial 
paralysis; brain damage; serious injury to virtually all bones, joints, ligaments, muscles, tendons, other aspects of the 
musculoskeletal system and vital organs; and serious impairment to other aspects of the body, general health, and well-being. I 
understand the dangers and risks of playing or practicing to play/participate in any sport or sport related activity may result not only 
ƛƴ ǎŜǊƛƻǳǎ ƛƴƧǳǊȅΣ ōǳǘ ƛƴ ŀ ǎŜǊƛƻǳǎ ƛƳǇŀƛǊƳŜƴǘ ƻŦ Ƴȅ όǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎύ ŦǳǘǳǊŜ ŀbilities to earn a living; to engage in other business, 
social, and recreational activities; and generally enjoy life. Because of the dangers of playing or practicing to play/participate in any 
sport or sport related activity, I recognize the importance of ŦƻƭƭƻǿƛƴƎ ǘƘŜ ŎƻŀŎƘΩǎΣ ƻŦŦƛŎƛŀƭΩǎ ŀƴŘ ƳŜŘƛŎŀƭ ǎǘŀŦŦΩǎ ƛƴǎǘǊǳŎǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ 
playing techniques, training, and other team rules, etc., and agree to obey such instructions. 

As the parent / legal guardian of the above named participant, I have read the above warnings and release, and understand 
its terms. I hereby agree to hold the Savannah Chatham County Public School System, its direct and contracted employees, agents, 
representatives, coaches and volunteers harmless from any and all liability, actions, causes of action, debts, claims, or demands of 
every kind and nature whatsoever that may arise by or in connection with participation of my child in any activities related to 
Savannah Chatham County Public School System activities. The terms hereof will serve as a release for my heirs, estate, executor, 
administrator, assignees, and for all members of my family. Whenever injury and/or sickness occur to the participant listed above, 
and the participant is under the supervision of Savannah Chatham County Public {ŎƘƻƻƭΣ ŀƴŘ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǇŀǊŜƴǘ κ ƭŜƎŀƭ ƎǳŀǊŘƛŀƴ 
is unavailable to give his/her permission for treatment, the participant and others whose signatures are attached below do hereby 
give permission to Memorial Health and Memorial Sports Medicine to authorize any emergency action necessary to ensure the 
safety of the child. The intention hereof being to grant authority to administer and perform all and singularly any examinations, pre-
participation physical examinations, treatments, anesthetics, operations, and diagnostic procedures which may now, or during the 
ŎƻǳǊǎŜ ƻŦ ǘƘƛǎ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŎŀǊŜΣ ōŜ ŘŜŜƳŜŘ ŀŘǾƛǎŀōƭŜ ƻǊ ƴŜŎŜǎǎŀǊȅΦ ¢Ƙƛǎ ŘƻŜǎ ƴƻǘ ƘƻƭŘ aŜƳƻǊƛŀƭ IŜŀƭǘƘ ŀƴŘκƻǊ ǘƘŜ {ŀǾŀƴƴŀƘ 
Chatham County Public School System financially responsible for any medical care given. An insurance policy may be available 
through the school for an additional cost.   

I specifically acknowledge that Football and Wrestling are collision sports that involve an even greater risk of injury than 
contact sports: Basketball, Baseball, Cheerleading, Lacrosse, Soccer, Softball, and Volleyball which involve greater risk of injury 
than non-contact sports: Bowling, Cross Country, Equestrian, Golf, Rowing, Swimming, Track & Field and Tennis. 
 
_____________________________     ___/____/______      ____________________________   ___/____/____ 
{ǘǳŘŜƴǘΩǎ {ƛƎƴŀǘǳǊŜ                 Date     Parent /Guardian Signature                          Date 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION 
General Disclosure: 
I hereby authorize Memorial Health and/or Memorial Sports Medicine Medical Personnel to release information from my medical 
records for the purpose of payment, treatment or operations to their Business Associate Partner (which includes; the Attending 
{ŎƘƻƻƭΩǎ /ƻŀŎƘƛƴƎ {ǘŀŦŦ ŀƴŘ !Řministrators) and any Hospital in case of an Emergency Situation. This authorization shall be valid for 
the duration of the 2018-2019 school year. It is subject to revocation by the patient, or the parent / guardian at any time except to 
the extent that action has been taken in reliance thereon. I am aware that once Memorial Health and/or Memorial Sports Medicine 
discloses this information per my instructions, the information is subject to re-disclosure and may no longer be protected by the 
HIPAA (Health Insurance Portability and Accountability Act) of 1996. I understand that a photocopy of this authorization shall be as 
valid as the original. I know that I, or my authorized representative may receive a copy of this authorization upon request.  
 

____________________________   ___/___/____       __________________________      ___/____/_____ 
{ǘǳŘŜƴǘΩǎ {ƛƎƴŀǘǳǊŜ             Date         Parent/Guardian Signature            Date 

 

School Year 2018-2019 
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GHSA: HEAT & HUMIDITY POLICY   

 

Heat and Humidity Awareness: 
 

GHSA has a statewide practice policy for extremely high heat and humidity that list guidelines for monitoring 
the heat during sports that occur in the warmer months. This includes practices, games, and voluntary 
conditioning.  
 
GUIDELINES FOR HYDRATION AND REST BREAKS: 

¶ Rest time should involve both unlimited hydration intake (water or electrolyte drinks) and rest without any 
activity. 

¶ For football, helmets should be removed during rest time. 

¶ ¢ƘŜ ǎƛǘŜ ƻŦ ǊŜǎǘ ǎƘƻǳƭŘ ōŜ ŀ άŎƻƻƭƛƴƎ ȊƻƴŜέ ŀƴŘ ƴƻǘ ƛƴ ŘƛǊŜŎǘ ǎǳƴƭƛƎƘǘΦ 

¶ When the WBGT reading is over 86: 
o LŎŜ ǘƻǿŜƭǎ ŀƴŘ ǎǇŀȅ ōƻǘǘƭŜǎ ŦƛƭƭŜŘ ǿƛǘƘ ƛŎŜ ǿŀǘŜǊ ǎƘƻǳƭŘ ōŜ ŀǾŀƛƭŀōƭŜ ŀǘ ǘƘŜ άŎƻƻƭƛƴƎ ȊƻƴŜέ ǘƻ ŀƛŘ ǘƘŜ 

cooling process 
o Cold immersion tubs must be available for practices for the benefit of any player showing early signs of 

heat illness. 
 
Please refer to BY-LAW 2.67-GHSA Practice Policy for Heat and Humidity for more details:  
http://www.ghsa.net/sites/default/files/documents/sports-medicine/HeatPolicy2013.pdf 
 
It is recommended that all guidelines be followed in such a way that the best interests of our students be 
made our number one priority.  It is also recommended that coaches constantly teach our students about 
proper hydration throughout each day.  It is important that student-athletes be allowed to carry water with 
them during the day and hydrate themselves, on days of practices and games, while the weather has the 
possibility of reaching critical levels in relation to the heat and humidity.   
 
I HAVE READ THIS FORM AND I UNDERSTAND THE FACTS PRESENTED IN IT. 
 
___________________________________________________________________  _______________________ 
Student Athlete Signature         Date 
 
 
___________________________________________________________________  _______________________ 
Parent/Guardian Signature        Date 

 

 

 
 
 

School Year 2018-2019 

http://www.ghsa.net/sites/default/files/documents/sports-medicine/HeatPolicy2013.pdf
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Memorial Sports Medicine  
CONCUSSION AWARENESS INFORMATION AND GUIDELINES 

The purpose for this document is to provide crucial information for student-athletes and parents/legal guardians. This form must be signed by both 
the athlete and parent/legal guardian prior to tryouts, workouts or other forms of participation. 
 

Concussion Awareness Information: 
Concussions at all levels of sports have received a great deal of attention and a state law has been passed to address this issue. Adolescent athletes 
ŀǊŜ ǇŀǊǘƛŎǳƭŀǊƭȅ ǾǳƭƴŜǊŀōƭŜ ǘƻ ǘƘŜ ŜŦŦŜŎǘǎ ƻŦ ŎƻƴŎǳǎǎƛƻƴΦ hƴŎŜ ŎƻƴǎƛŘŜǊŜŘ ƭƛǘǘƭŜ ƳƻǊŜ ǘƘŀƴ ŀ ƳƛƴƻǊ άŘƛƴƎέ ǘƻ ǘƘŜ ƘŜŀŘΣ ƛǘ ƛǎ now understood that a 
concussion has the potential to result in death, or changes in brain function (either short term or long-term). A concussion is a brain injury that 
results in temporary disruption of normal brain function. A concussion occurs when the brain is violently rocked back and forth or twisted inside 
the skull as a result of a blow to the head or body. Continued participation in any sport following a concussion can lead to worsening concussion 
symptoms, as well as increased risk for further injury to the brain, and even death. 

 
COMMON SIGNS OF A CONCUSSION: 

¶ Headache, dizziness, poor balance, moves clumsily, reduced energy level/tiredness 

¶ Nausea or vomiting 

¶ Blurred vision, sensitivity to light and sounds 

¶ Fogginess of memory, difficulty concentrating, slowed thought processes, confused about surroundings or game assignments 

¶ Unexplained changes in behavior and personality 

¶ Loss of consciousness (NOTE: This does not occur in all concussion episodes.) 
 
Please refer to BY-LAW 2.68-GHSA Concussion policy for more details:  
http://www.ghsa.net/sites/default/files/documents/sports-medicine/2013GHSAConcussion_Form.pdf 

 

Student-Athlete Concussion/Head Injury Guidelines: 
I affirm that: 

¶ It is my responsibility as a student athlete or as the parent/legal guardian of a student athlete to report all injuries and illnesses to my 
Athletic Trainer or Memorial Sports Medicine representative. 

¶ I have fully disclosed, in writing, all prior head injury related events and medical conditions and will disclose any future conditions to my 
Athletic Trainer or Memorial Sports Medicine representative.  

¶ I understand the importance of and will immediately report any and all signs and symptoms of a head injury, including concussion, to the 
Memorial Sports Medicine representative or my Head Coach.  

¶ I understand there is the possibility that participation in any sport may result in a head injury and/or concussion.  

¶ I may be provided with the Heads Up-Concussion Fact Sheet / NCAA Concussion Fact sheet for student-athletes. 

¶ If there are questions or I wish to discuss any areas and issues that are not clear to me concerning head injuries, I have the contact 
information of a Memorial Sports Medicine Athletic Trainer.   

¶ I acknowledge that no piece of equipment can prevent injury/illness/concussion. Specifically, helmets or soccer headbands may help to 
prevent catastrophic head injury but do not significantly reduce the risk of a head injury, including concussion. I understand that it is my 
responsibility to wear (or to ensure the student-athlete wears) any equipment issued to me (or the student-athlete) in the appropriate 
manner. 

¶ I agree to read and abide by all warning labels on any equipment before use. 

¶ I have read and reviewed the following statement released by the National Operating Committee on Standards for Athletic Equipment 
(NOCSAE) 
o Helmet Warning Statement (For those student-athletes who will play football at any level): 
Á άYŜŜǇ ȅƻǳǊ ƘŜŀŘ ǳǇΦ 5ƻ ƴƻǘ ǳǎŜ ǘƘƛǎ ƘŜƭƳŜǘ to butt, ram, or spear an opposing player with any part of this helmet or 

faceguard. This is in violation of football rules and such use can result in severe head or neck injuries, paralysis, or death to 
you and possible injury to your opponent. No helmet can prevent all head or neck injuries a player might receive while 
ǇŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ ŦƻƻǘōŀƭƭΦέ 

BY SIGNING I AFFIRM THAT I HAVE READ THIS FORM AND I UNDERSTAND ALL THE FACTS PRESENTED IN IT. 
 

___________________________________________________________________  _______________________ 
Student Athlete Signature         Date 
 
___________________________________________________________________  _______________________ 
Parent/Guardian Signature        Date 

School Year 2018-2019 

http://www.ghsa.net/sites/default/files/documents/sports-medicine/2013GHSAConcussion_Form.pdf
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