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ARIZONA INTERSCHOLASTIC{AS.SOC. ANNUAL PREPARTICIPATION

OUR STUDENTS, OUR TEAMS ... OUR FUTURE EXCLUSIVE URGENT CARE
PHYSICAL EVALUATION PARTNER OF THE AIA
(The parent or guardian should fill out this form with assistance from the student-athiete) Exam Date:
Name: , In case of emergency contact:
Home Address: Name:
Phane: - Relationship:
Date of Birth: i "
Age: Phone (Home):
Sex Assigned at Birth: Phone (Work}):
Grade: Phone (Cell): _
School: __ : Name:
Sport{s]: - Relationship:
Personal Physician:
- ) Phone (Home]):
Hospital Preference:
N m) Phone {Work):
Explain “Yes” answers aon the following page. " ‘! Phone (Cell):
Circle questions you don‘t know the answers to. NLY P

2
[
Z
-}

1) Has a doctor ever denied or restricted your participation in sports for any reason?

2) List past and current medical conditions:

v

3) Are you currently taking any prescription or nonprescription (over-the-counter) medicines or

supplements? [Please specify}:

4) Do you have dllergies to medicines, pollens, foads or slinging insects?

(Please specify):

5} Does your heart race or skip beats during exercise?
6) Has a doctor ever told you that you have (check all that apply}):
I:]High Blood Pressure DA Heart Murmur DHigh Cholesterol L__]A Heart Infection

7) Have you ever had surgery? (Please list):

00 O O o i
O O 00 O o o of

8) Have you ever had an injury (sprain, muscle/ligament tear, tendinitis, etc.} that caused
you to miss a practice or game? {If yes, check affected area in the box below in question 10)

]

9) Have you had any broken/fractured benes or dislocated joints?
{If yes, check affected area in the box below in question 10}:

10) Have you had a bone/joint injury that required X-rays, MRI, CT, surgery, injections, rehabilitation I::I
physical therapy, a brace, o cast or crutches? [If yes, check offected area in the box below):

l:l Head I:queck D Shoulder |:I Upper Arml EI Elbow D Forearm
I:I Hand/Fingers DChesf D Upper Back I:l Lower Back I:I Hip D Thigh
L D Knee D Calf/Shin D Ankle I:l Foot/Toes y

FORM 15.7-A rev. 03/27/2025 Banner Urgent Cara is the preferred partner of tha AIA. It is not requirad you visit Banner locations far your haalthcara needs. 1
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11) Have you ever had a stress fracture?

13} Do you regularly use a brace or assistive device?

or any other organ?

21) Have you had a herpes skin infeclion?

23) Have you ever had a seizure?

stingers or burners?

28) Are you happy with your weight?
29) Are you trying to gain or lose weight?

31) Do you limit or carefully control what you eat?

12} Have you ever been told that you have, or have you had an X-ray for aflantoaxial (neck) instability?

14} Has a doctor told you that you have asthma or allergies?

15} Do you cough, wheeze or have difficulty breathing during or after exercise?

16} Have you ever used an inhaler or taken asthma medication?

17) Do you have groin or tesficular pain, or a painful bulge or hernia in the groin area?

18) Were you born without, are you missing, or do you have a non-functioning kidney, eye, testicle

19) Have you had infectious mononucleosis {mono) within the last month?

20) Do you have any rashes, pressure sores or other skin problems?

22} Have you ever had an injury to your face, head, skull or brain {including a concussion, confusion,
memory loss or headache from a hit to your head, having your “bell rung” or getfing “dinged”)?

24) Have you ever had numbness, tingling or weakness in your arms or legs after being hit, falling,
25) While exercising in the heat, do you have severe muscle cramps or become ill?

26) Have you or someone in your family tested positive for sickle cell trait or sickle cell disease?
27) Have you been hospitalized or had longterm complication care due to COVID-19%

30} Has anyone recommended ‘you change your weight or eafing habits2

32) Do you have any concerns that you would like to discuss with a doctor?

-
L]
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_____Females Only

| L

Explain “Yes” Answers Here

Ed

Yes No
33) Have you ever had a menstrual period? I:l D

34) How old were you when you had your
first menstrual period? '

35) How many periods have you had in the
last year?

N | Y

-

J

FORM 15.7-A rev. 03/27/2025 Banner Urgent Cara Is the preferred partner of the AIA, It is not required you visit Banner locations for your healthcare needs. . 2
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Student Name: _ _ " Date of Birth:

Patient History Questions: Please Share About Your Child - '

=
[

0O0OO00d
| Donoono s

1) Has your child fainted or passed out DURING or AFTER exercise, emotion or starfle?

2) Has your child ever had extreme shoriness of breath during exercise?

3) Has your child had extreme fafigue associated with exercise (different from other children)?
4) Has your child ever had discomfort, pain or pressure in his/her:chest during-exercise?

15) Has a doctor ever ordered  test for your child’s heart? J

4) Has your child ever been diagnosed with an unexplained seizure disorder?

7) Has your child ever been diagnosed with exercise-induced asthma not-well controlled with

k medication?

Explqin “Yes” Answers Here

- J.
Patient Health Questionnaire Version 4 (PHQ4) ]

Over the last two weeks, how often have you been bothered by any of the following problems? {(circle responses)

Not At All Several Days  Over Half The Days Nearly Every Day
Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control waorrying 0 1 2 3
Little interast or pleasure in doing things 0 1 2 3
Féeling down, depressed, or hopeless 0 1 2 3
\ . 7 J
[T T "Share Any Notes Related To The Above Section ]
\_ : ‘ -

FORM 15.7-A rev. 03/27/2025 Banner Urgent Care is the-preferred partner of the AIA. It i not required you visit Banner locations for your healtheara naeds. 3
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Family History Questions: Please Share About Any Of The Following In Your Family i

])' Are there any femily members who had sudden/unexpected/unexplained death before age 502 {in¢luding SIDS, car accidents D
drowning or near drowning) . -

2) Are there any fumily-members'who' died suddenly of “heart problems” before age 502 I:I
3} Are thera any family members who have unexplained fainting or seizures? D
4} Are there any relatives with certain conditions, such os:

Yes No ' . . Yes

Ccteche[umine'rgic Polymorphic Ventricular Tachycardia (CPYT) D
Arrhythmogenic Right Ventricular Cardiemyopathy (ARYC) D
Marfan Syndrome [Aortic Rupture)

[

Enlorged Heart ,
Hypertrophic Cardiomyopathy (HCM} D
Dilated Cardiomyopathy [DCM)
Heart Rhythm Problems

long QT Syndrome [LQTS}
Short QT Syndrome

Heart Attack, Age 50 or Younger
' Pacemaker or Implanted Defibrillator
Dedf, ot Bitth

-

0000
 000o0ooz 00 O

OOOo00
OOoOOo0

\_ Brugada Syndrome

| S

| R A S

! N Expldain “Yes” Answers Here

N _ : J

Additional History ' |

-1

&
«»
=
[+]

1) Have you ever Iried cigarettes, e-cigarettes, chewing fobacco, snuff or dip?
2} Do you drink alcohol or vse illicit drugs? '
3) Have you ever token anabolic steroids or used any other parformance-enhancing supplements?

4} Have you ever taken any supplenients to help you gain or lose weight, or improve your performance?

ooooo
|\ OoooO

5} Do you always wear o seaibelt while in a vehicla?

| hereby state that, to the best of my knowledge, my answers to all of the above questions are complete and cor-
rect. Furthermore, | acknowledge and understand that my eligibility may be revoked if | have not given truthful
and accurate information in response to the abave questions. ’

Signature of Student-Athlete : " Signature of Parent/Guardian Date

FORM 15.7-A° rev. 03/27/2025 Bonner Urgent Care is the preferred pariner of the AIA. It js not required you visit Bonner locations for your hecltheara necds. 5
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Ariiona Interscholastic Association, Inc.
Mild Traumatic Brain Injury (MTBI) / Concussion
Annual Statement and Acknowledgement Form

1

Lt _

... 1 {student), acknowledge that | have to be an active participant in my own

health and have the direct responsibility for reporting all of my injuries-and illnesses to the school staff (e.g.,
coaches, team physicians, athletic training staff]. | further recognize that my physical condition is dependent
upon providing an accurate medical history and a full disclosure of any symptoms, complaints, prior injuries
and/or disabilities experienced hefore, during or after athletic activities.

By signing below, | ucknﬁwledge:

My institution has provided me with specific educational materials including the CDC Concussion
fact sheet (hitp://www.cdc.gov/concussion/HeadsUp/youth.html) on what a concussion is and has
given me an opporiunity to ask queshons

| have fully dtsclosed to the stoff any prior medical conditions and will also d:sclose any futyre con-
difions. g

There is a poss:blllty that purhc:puhon in my sport may result in a head i injury-and/or concussion.
In rare cases, these concussions can cause permanent brain damage, and even death.

A concussion is a brain injury, which [ am responslble for reporting to the team physician or athlet-
ic trainer.

A concussion can affect my ability to perform everyday activities, and affect my reac‘hon time, bal-
ance, sleep, and classroom performance.

Some of the symptoms of concussion may be noticed right away while other symptoms can show
up hours or days after the injury.

If | suspect a teammate has a concussion, 1 am responsuble for reporting the injury to the school
staff.

1 will not return to play in a game or practice if | have received a blow to the head or body that
results in concussion related symptoms.

[ will not return to play in a game or practice until my symptoms have resolved AND | have written
clearance to do so by a qualified health care professional.

Following concussion.the brain needs time to heal and you are much more likely to have a repeat
concussion or further damage if you return fo play before your symptoms resclve. .

Based on the incidence of concussion as published by the CDC the following sports have been identified as
high risk for concussion; baseball, basketball, diving, fooibull pole vaulting, soccer, softhall, spiritline and
wresillng

I represent and certify that | and my parent/guardian have read the entirety of this document and fully
sunderstand the contents, consequénces and implications of signing this document and that | agree to be-
bound by this document. -

Student Athlete: -

Print Name: | _ 'Signature: { . ] | Date: | i
Parent or legal_guardian mu «:_D int_and sian name below and indicate date sianed: '
Print Name: | ) ‘Slgnufure F | Date: | i

FORM 15.7-C 06/2015 ' 9
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OUR STUDENTS, OUR TEAMS ... OUR FUTURE EXCLUSIVE URGENT CARE
CONSENT TO TREAT FORM PARTNER OF THE AIA

2026-27 CONSENT TO TREAT FORM

Parental consent for minor athletes is generally required for sports medicine services, defined as services including, but
not limited to, evaluation, diagnosis, first aid and emergency care, stabilization, treatment, rehabilitation and referral
of injuries and illnesses, along with decisions on return to play after injury or illness. Occasionally, those minor athletes
require sports medicine services before, during and after their parficipation in sport-related activities, and under circum-
stances in which a parent or legal guardian is not immediately available to provide consent pertaining to the specific
condition affecting the athlete. In such instances it may be imperative to the health and safety of these athletes that
sports medicine services necessary to prevent harm be provided immediately, and not be withheld or delayed because
of problems obtaining consent of a parent/guardian.

Accordingly, as a member of the Arizona Interscholaslic Association {AlA),
{name of school or district) requires as a pre-condifion of participation in interscholastic activities, that a parent/guard-
jan provide written consent to the rendering of necessary sports medicine services to their minor athlete by o qualified
medical provider (QMP) employed or otherwise designated by the school/district/AlA, to the extent the QMP deems
necessary to prevent harm to the student-athlete. It is understood that a QMP may be an athletic trainer, physician, phy-
sician assistant or nurse practitioner licensed by the state of Arizona (or the state in which the student-athlete is located
at the time the injury/illness occurs), and who is acting in accordance with the scope of practice under their designated
state license and any other requirement imposed by Arizona law. In emergency situations, the QMP may also be o cer-
tified paramedic or emergency medical technician, but only for the purpose of providing emergency care and transport
as designate

PLEASE PRINT LEGIBLY OR TYPE

II’I

R , the undersigned, am the parent/legal guardian of, ,

a minor and student-athlete at
(name of school or district) who infends to participate in interscholastic sports and/or activities.

| understand that the school/district/AIA employs or designates QMP's {as defined above) to provide sports medicine
services [as olso defined above) to the school's interscholastic athletes before, during or after sportrelated activities,
and that on certain occasions there are sportrelated activities conducted away from the school/district facilities during
which other QMP’s are responsible for providing such sports medicine services. | hereby give consent to any such QMP
to provide any such sports medicine services to the above-named minor. The QMP may make decisions on return to play
in accordance with the defined scope of practice under the designated state license, except as otherwise limited by Ari-
zona law. [ also understand that documentation pertaining to any sports medicine services provided to the above-named
minor, may be maintained by the QMP. | hereby authorize the QMP who provides such services to the above-named
minor to disclose such information about the athlete’s injury/illness, assessment, condition, treatment, rehabilitation and
return Yo play status to those who, in the professional judgment of the QMP, are required to have such information in
order to assure oplimum treatment for and recovery from the injury/illness, and to protect the health and safety of the
minor. | understand such disclosures may be made to above-named minor’s coaches, athletic director, school nurse, any
classroom teacher required to provide academic accommodation to assure the student-athlete’s recovery and safe return
to activity, and any treating QMP.

If the parent believes that the minor is in need of further treatment or rehabilitation services for the injury/illness, the
minor may be freated by the physician or provider of his/her choice. | understand, however, that all decisions regarding
same day return to activity following injury/illness shall be made by the QMP employed/designated by the school/
district/AlA,

Date: Signature:

FORM 15.7-D rev, 02/18/2025 Banner Urgeni Care is the preferrad-partnar of tha AIA. It is not required you visit Banner locofions for your heclthcare needs. 10



