ARCHDIOCESE OF MIAMI

Catholic Athletic L eague of the Archdiocese of Miami
Cornsent to Play

Student: School:

Sports for which the student plans to participate:

1 I’we hereby give consent for our child/ward to participate in interscholastic sports listed above.

2 l/we am/are aware of the potential danger of concussion and /or head and neck injuries in athletic
participation. I also have knowledge about the risks associated with heat related illness during athletic
participation and have received information as to the risk of continuing to practice or play once a
concussion or head injury is sustained without proper medical clearance

3 Ifwe know of and acknowledge that my child/ward knows of the reeks involved in athletic participation ,
understands that serious injury and even death, is possible in such participation and choose to accept any
and all responsibility for his/her safety and welfare while participating in athletics. With full
understanding of the risks involved I/we release and hold harmless my child’s/ward’s school against
which it competes, the contest officials and coaches and the Archdiocese of Miami including all of its
affiliated entities and agents of any legal responsibility and liability for any injury or claim resulting
from such athletic participation I/we agree fo take no legal action against my child/ward’s school, the
schools against which he competes, the contest officials, coaches and the Archdiocese of Miami
because of any claim, cost, or cause of action arising in any way from athletic participation of my
child/ward. I further authorize emergency medical treatment for my child/ward should the need arise for
such treatment while my child is under the supervision of the school.

I/we have read this document carefully. I/we understand the contents of the document and I/we are
aware that it contains a release of liability. I/we understand that the student may not practice or compete
in any sport until this document is on file with the principal.

Date:

Parent/Guardian Parent/Guardian

Note: This document must be completed and endorsed by the parents or guardian and kept on file at the school.
When received, the document should be date stamped and initialed by the athletic director or the principal.
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CAL Athletes' Responsibilities and Code of Conduct

ATHLETES MUST:

Demonstrate respect for the Roman Catholic Church, its culture, traditions, and rituals.

Remember that school work must remain the highest priority.

Understand and abide by the rules and philosophy of the CAL, their Catholic school and the coaches
Attend all practices and events for the duration of the season unless excused by the coaches.

Be on time for practices and games and come prepared to play.

Show I:CSpCCt at all times for the people, property and equipment involved in the CAL athletic
program. This includes teammates, coaches and referees and your opponent.

Do not argue with the officials. The head coach should be the only person talking with the officials.
If you have an issue, discuss it with your coach.

Practice good sportsmanship with the players and coaches from the opposing team. Win or lose.

Remember to have fun. It is a game.

ACKNOWLEDGE AND AGREED TO:

Athlete’s Name (Print):

Athlete’s Signature: Date:
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ARCHDIOCESE OF MIANI

Office of Schools: All Broward Conference and Al Catholic Conference

Student: _ School:

Sports in which the student plans to participate:

A. l/we hereby give consent for our child/ward to participate in the interscholastic sports listed above.

B, Ifwe am aware of the potentlal danger of concussions and/or head and neck injuries in athlet
participation. 1also have knowledge about the risks assoclated with heat related illness during athletic
participation and have received information as to the risk of continuing to practice or play once a
concussion or head injury is sustained without proper medical clearance.

C. I/we know of and acknowledge that my child/ward knows of the tisks involved in athletic participation,
understands that serious injury, and even death, Is possible in such participation and choose to accept anv
and all responsihility for his/her safety and welfare while participating In athletics. With full
understanding of the risks involved, /we release and hold harmless my child's/ward’s school, the school
against which it competes, the contest officials and coaches, and the Archdiocese of Miami including ali of
its affiliated entities and agents of any and all legal responsibility and Hability for any injury or claim
resulting from such athletic participation and agree 1o take no legal action against my child’s/ward’s
school, the schools against which It competes, the contest officials and coaches and the Archdiocese of
Miami because of any claim, costs, or cause of action arising in any way from the athletic participation of
my child/ward. | further authorize emergency medical treatment for my child/ward should the need arise
for such treatment while my child/ward Is under the supervision of the school.

I/we hava read this document carafully. l/we understand the contents of the dosument and l/we are aware that it contains a
release of liability. 1/we undarstand that the student may not practice or compete in any sports activity untif this documant is
on file with the principal.

Parent/Guardian Parent/Guardian

Date

i Roter This document must be completed and endorsed by the student’s parent or guardian and kept on file ot the schaal, When received,
| the document should be date stumped and initlaled by the athletic directar or the principal,




PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4)
This medical history form should be retained by the healthcare provider and/or parent. E LZ
This form is valid for 365 calendar days from the date of exam.

Revised 2/25
MEDICAL HISTORY FORM
Student Information (to be completed by student and parent) print legibly
Student’s Full Name: BiologicalSex: _ Age:_____ DateofBirth.__/ [
School: Grade in School: Sport(s):
Home Address: City/State: Home Phone: ( )
Name of Parent/Guardian: E-mail:
Person to Contact in Case of Emergency: Relationship to Student:
Emergency Contact Cell Phone: { } Work Phone: ( ) Other Phone: ( )
Family Healthcare Provider: City/State: Office Phone: { )

List past and current medical conditions:

Have you ever had surgery? If yes, please list all surgical procedures and dates:

Medicines and supplements (please list all current prescription medications, over-the-counter medicines, and supplements (herbal and nutritional):

Do you have any allergies? If yes, please list all of your allergies (i.e., medicines, pollens, food, insects):

Patient Health Questionaire version 4 {PHQ-4)
Over the past two weeks, how often have you been bothered by any of the following problems? (Circle response)

Not at all Several days Over half of the days Nearly everyday
Feeling nervous, anxious,
4 ; 7 0 1 2 3
or on edge
Not being able to stop or
L o o 0 1 2 3
control worrying
Little interest or pleasure 0 1 5 3
in doing things
Feeling down, depressed,
e 0 1 2 3
or hopeless
GENERAL QUESTIONS HEART HEAILTH QUESTIONS ABOUT YOU
Explain “Yas” answers at the end of this form. Yes No {continued} Yes No
Circle guastions if you don't know the answer.
Do you have any concerns that you would like to discuss with Has a doctor ever requested a test for your heart? For
i dar? example, electrocardiography or echocardiography
1 your provider? 8 le, el di hy (ECG) h di h
{ECHO)?
2 Has a provider ever denied or restricted your participation in 9 Do you get light-headed or feel shorter of breath than your
sports for any reason? friends during exercise?
3 Do you have any ongoing medical issues or recent illnessas? 10 | Have you ever had a seizure?
HEART HEALTH QUESTIONS ABOUT YOU Yes No HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No
i e, | T - Has any family member or relative died of heart problems or
4 e ,yo': CVeTRaLSeC O O eIy IPassediOUNCLIINS O T et 11 | had an unexpected or unexplained sudden death before age
exercises 357 {including drowning or unexplained car crash)
Have you ever had discomfort, pain, tightness, or pressure in Does anyone if‘ your_fam“y hiavelaigeneticiheaitjproblem/such
5 your chest during exercise? as hypertrophic cardiomyopathy (HCM), Marfan Syndrome,
’ 12 arrhythmogenic right ventricular cardiomyopathy (ARVC),
] long QT syndrome (LQTS), short QT syndrome (SQTS), Brugada
6 Does your heart ever race, flutter in your chest, or skip beats syndrome, or catecholaminerigc polymorphic ventricular
{irregular beats} during exercise? tachycardia (CPVT)?
Has anyone in your family had a pacemaker or an implanted
?
7 | Has a doctor ever told you that you have any heart problems? 13 defibrillator hefore age 35?

This form is not considered valid unless all sections are complete.



PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
This medical history form should be retained by the healthcare provider and/or parent. E L2
This form is valid for 365 calendar days from the date of exam.

Revised 2/25
PHYSICAL EXAMINATION FORM
Student’s Full Name: DateofBirth:___/ /  School:
HEALTHCARE PROFESSIONAL REMINDERS:
Consider additional questions on more sensitive issues.
* Do you feel stressed out or under a lot of pressure? » Do you ever feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home or residence? » During the past 30 days, did you use chewing tobacco, snuff, or dip?

* Have you ever taken anabolic steroids or used any other performance-enhancing

i ?
+ Do you drink alcohol or use any other drugs? supplement?

* Have you ever taken any supplements to help you gain or lose weight or improve your * Have you experienced performance changes, felt fatigued, and/or experienced times
performance? of low energy during the past year?

I—_-I Verify completion of FHSAA EL2 Medical History (pages 1 and 2), review these medical history responses as part of your assessment.
Cardiovascular history/symptom questions include Q4-Q13 of Medical History form. {check box if complete)

EXAMINATION

Height: Weight:
BP: / { / ) Pulse: Vision: R 20/ L 20/ Corrected: Yes No

MEDICAL - healthcare professional shall initial each assessment NORMAL ABNORMAL FINDINGS

Appearance
* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyl, hyperlaxity, myopia, mitral valve
prolapse [MVP], and aortic insufficiency}

Eyes, Ears, Nose, and Throat
* Pupils equal
* Hearing

Lymph Nodes

Heart
* Murmurs (auscultation standing, auscultation supine, and Valsalva maneuver)

Lungs

Abdomen

Skin
¢ Herpes Simplex Virus (HSV), lesions suggestive of Methicillin-Resistant Staphylococcus Aureus {MRSA), or tinea corporis

Neurological

MUSCULOSKELETAL - healthcare professional shall initial each assessment NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder and Arm

Elbow and Forearm

Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Foot and Toes

Functional
» Double-leg squat test, single-leg squat test, and box drop or step drop test

This form is not considered valid unless all sections are complete.

*Consider electrocardiography (ECG}, echocardiography (ECHO), referral to a cardiologist for abnormal cardiac history or examination findings, or any combination thereof. The FHSAA Sports Medicine
Advisory Committee strongly recommends to a student-athlete {parent), a medical evaluation with your healthcare provider for risk factors of sudden cardiac arrest which may include an electrocardiogram.

Name of Healthcare Professional {print or type): Dateof Exam:___/__ /[

Address: Phone: ( } E-mail:

Signature of Healthcare Professional: Credentials: License #:




PREPARTICIPATION PHYSICAL EVALUATION (Supplement)
SUBMIT THIS MEDICAL ELIGIBILITY FORM TO THE SCHOOL EL2
This form is valid for 365 calendar days from the date of exam.

Revised 2/25
This form is only used, or requested, if a student-athlete has been referred for additional evaluation, prior to full medical clearance.

MEDICAL ELIGIBILITY FORM - Referred Provider Form
Student Information (to be completed by student and parent) print legibly

Student’s Full Name: Biological Sex: ___ Age:_ DateofBirth:__/ [/
School: Grade in School: _____ Sport{s}):

Home Address: City/State: Home Phone: ( )

Name of Parent/Guardian: E-mail:

Person to Contact in Case of Emergency: Relationship to Student:

Emergency Contact Cell Phone: ( ) Work Phone: ( ) Other Phone: { }

Family Healthcare Provider: City/State: Office Phone: { )

Referred for: Diagnosis:

I hereby certify the evaluation and assessment for which this student-athlete was referred has been conducted by myself or a clinician under my direct supervision with
_ the conclusions documented below:

[ Medically eligible for all sports without restriction as of the date signed below

[ Medically eligible for all sports withcut restriction after completion of the following treatment plan: (use additional sheet, if necessary)

O Medically eligible for only certain sports as listed below:

O not medically eligible for any sports

Further Recommendations: {use additional sheet, if necessary)

Name of Healthcare Professional {print or type): Dateof Exam:__ /__ /[
Address: Phone: { }
Signature of Healthcare Professional: Credentials: License #:

Provider Stamp (if required by school)




Holy Rosary School-St. Richard Catholic School

Field Trip Consent and Release

2025- 202
/‘
Name of Participant: Grade: Date of Trip: A (/Lc') . — dune_

Teacher’s Name: [/ )¢ - ‘DC_J-;(? &8 //M{' K[’ﬂ[’ﬂ/\///ﬂ/‘ [4:255'}/0 Cost per Student: $ ﬂ

Parents/Guardian

Name: Phone #: Cell Ph #:

Address: City: State: Zip:

Emergency Information (Include telephone number and address):

Name: Phone # Cell Phi#:

Address: City: State: Zip:

Any medical conditions, allergies, or medication(s) taken regularly by Participant:

Description of Field Trip/Activity: C()rH"Q(C g(‘ )”)CC‘) 1vA) /Y)//J,/ N — O )S\JC,CP(,{/ﬁ1@V/ %4‘
Location: A? C‘hi \’}WO[ G4 G)ﬂlﬁﬁ(fﬂf efw’(‘ SC heol <-\Q:)‘(<WU\ {WNJ]Q
Approx. Departure Time: Z ‘%C)Dn’l Approx. Arrival Time: g 30;9{” Transportation by: /){1 )-C 2NE. 8\&%
Students must wear: LDD OX '% = (/(i? \{0/ ) D\S \:><f’f{2g;
Lunch will be: //)’)' 5(‘,1/)50 ] bm 9z l/\)”dfé)(- '\ Ul u‘ﬂ()'( SN@2CLS

/ v e e g8/ —~
If needed, Chaperone (Must be fingerprinted & Virtus Certified): ____ Yes, I'm available Cost per chaperone:

N L : r#' )
Please complete this form, and return to school by: 'F‘r’ GZI/Q A4 /‘ /) U Lﬁ\/[g)’ 2 Q} ,3) 2025—

I hereby freely and voluntarily consent to participation in the field trip/activity described above. | agree to
assume all financial responsibility for participation in the field trip/activity and hold Holy Rosary-St. Richard School,
Archdiocese of Miami, Inc., and all of their corporate members, affiliated entities, employees, officers, directors, and
agents ("Sponsors®) harmless for all costs incident to my participation in this field trip/activity.

I, the undersigned, a participant in the field trip described above, do waive and release Sponsors from liability
for any injury, accident, or damages caused by any vehicle, weather, sickness, or otherwise stemming from any act
or omission of any individual. | also release Sponsors and agree to indemnify them with regard to any financial
obligations incurred by my acts or omissions.

I understand that all travel involves some risk, and | hereby agree to assume and consent to such risk. |
hereby waive and release Sponsors for any injuries, damages, or losses incurred in connection with actions,
omission or conditions or developments or any other actions, omissions or conditions within or outside Sponsors’
control. By my participation in this program, | voluntarily assume all risks involved in such travel, whether expected
or unexpected. | hereby acknowledge that | have been warned of such risks, and that | have been advised to take
appropriate action and to govern myself accordingly. | am also aware that certain insurance companies do offer
insurance against some of the many perils noted and that | may opt to insure myself should | so choose.



