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WAIVER/RELEASE FROM LIABILITY FORM

We the undersigned waive liability of any kind against “*Orange County Christian School”, its staff, employees, referees,
assigners, and independent contractors providing services for or on behalf of Orange County Christian School as a
condition to participate in the sports program.

We agree that we release “Orange County Christian School” from liability and agree to hold them harmless for any injury
(accidental or intentional) or loss of any kind sustained while participating in this league and while arriving or leaving the
premises to participate. Participation includes not only competition play, but also practice sessions scheduled or not.

We (Parent or Guardian) understand “Medical Insurance Coverage” is our individual responsibility. By signing and/or
participating in the Orange County Christian School sports program, we give up any rights to bring a claim or otherwise
sue for any injuries and or losses sustained while participating, practicing or commuting to and from the games or

practices.

Student Name:

Parents Signature and Date:

EMERGENCY NUMBER:

Insurance number and carrier:

We the undersigned waive liability of any kind against “Orange County Christian School” its staff, employees, referees,
assignees, and independent contractors providing services for or on behalf of CALOC/CIF as a condition to participate in

the League of Fellowship Sports Program.

We agree that we release “Orange County Christian School” from any liability and agree to hold them harmless for any
injury (accidental or intentional) or loss of any kind sustained while participating in this league and while arriving or
leaving the premises to participate. Participation includes not only the competition play, but also practice sessions
scheduled or not.

We (participants and parents/guardians) understand “Medical Insurance Coverage” is our individual responsibility. By
signing and/or patticipating in the League of Fellowship Sports Program, we give up any rights to bring a claim or
otherwise sue commuting to and from the games or practice.

Schools:
Each parent/guardian of each participating student must sign this release. Students will not be aflowed to play without a

parent’s signature. A school administrator must also sign this waiver in order for the student to participate in this
program.

Student Name - Date of Birth Parent/Guardian Signature Date

(Print) School Administrator’s Name/Title Administrator's Signature Date

“Train a child in the way he should go, and when he is old he will not turn from it” - Proverbs 22:6



562-493-9500
www,cifss.org

10932 Pine Street
Los Alamitos, California 90720

Code of Ethics — Athletes

DO NOT SEND TO CIF SOUTHERN SECTION
A copy of this form must be kept on file in the athletic director’s office at the local high school.

Athletics is an integral part of the school’s total educational program. All school activities, curricular and extra-
curricular, in the classroom and on the playing field, must be congruent with the school's stated goals and objectives
established for the intellectual, physical, social and moral development of its students. It is within this context that

the following Code of Ethics is presented.
As an athlete, | understand that it is my responsibility to:

Place academic achievement as the highest priority.

Show respect for teammates, opponents, officials and coaches.

Respect the integrity and judgment of game officials.

Exhibit fair play, sportsmanship and proper conduct on and off the playing field.

Maintain a high level of safety awareness.

Refrain from the use of profanity, vulgarity and other offensive language and gestures.

Adhere to the established rules and standards of the game to be played.

Respect all equipment and use it safely and appropriately.

Refrain from the use of alcohol, tobacco, illegal and non-prescriptive drugs, anabolic steroids or

any substance to increase physical development or performance that is not approved by the

United States Food and Drug Administration, Surgeon General of the United States or American

Medical Association.

10. Know and follow all state, section and school athletic rules and regulations as they pertain to
eligibility and sports participation.

11. Win with character, lose with dignity.

NSO PRWD~

As a condition of membership in the CIF, all schools shall adopt policies prohibiting the use and abuse of
androgenic/anabolic steroids. All member schools shall have participating students and their parents, legal
guardian/caregiver agree that the athlete will not use steroids without the written prescription of a fully licensed
physician (as recognized by the AMA) to treat a medical condition (Article 503.1).

By signing below, both the participating student athlete and the parents, legal guardian/caregiver hereby agree that
the student shall not use androgenic/anabolic steroids without the written prescription of a fully licensed physician
(as recognized by the AMA) to treat a medical condition. We recognize that under CIF Bylaw 202, there could be
penalties for false or fraudulent information. We also understand that the
(school/school district name) policy regarding the use of illegal drugs will be

enforced for any violations of these rules.

Printed Name of Student Athlete

Signature of Student Athlete Date

Signature of Parent/Caregiver Date

Revised 7/7/23



This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical Eligibility
Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation {per state and local guidance) on file should not need to complete
another examination.

B PREPARTICIPATION PHYSICAL EVALUATION {Interim Guidance)
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues.

Do you feel siressed 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?

Have you ever fried cigaretfes, e-cigarettes, chewing tobacco, snuff, or dip?

During the past 30 days, did you use chewing tobacco, snuff, or dip?

Do you drink alcohol or use any other drugs?

Have you ever taken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplements fo help you gain or lose weight or improve your performance?
Do you wear a sedt belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

Height: Weight:
BP: / { / ) Pubse Vision: R 20/ L20/ Corrected: OY ON

COVID-19 VACCINE

Previously received COVID-19 vaccine: O0Y ON
Administered COVID-19 vaccine at this visit: 0Y N Ifyes: [ First dose 0 Second dose O Third dose 1 Booster date(s)
MEDICAL NORMAL  ABNORMAL FINDINGS

Appearance
*  Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, hyperlaxity,

myopia, mitral valve prolapse [MVP], and aortic insufficiency)

Eyes, ears, nose, and throat
& Pupils equal
¢ Hearing

Lymph nodes
Hearte
* Murmurs {auscultation standing, auscultation supine, and * Valsalva maneuver}

Lungs

Abdomen

Skin

o Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant Stophylococcus aureus (MRSA), or
tinea corporis

Nevrological
MUSCULOSKELETAL 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
s Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combi-

nation of those.
Name of health care professional {print or type}: Date:
Address: Phone:

Signature of health care professional:

, MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with

acknowledgment.




B PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM

Name: Date of birth:

O Medically eligible for all sports without restriction

O Medically eligible for all sports without restriction with recommendations for further evaluation or freatment of

O Medically eligible for certain sports

O Not medically eligible pending further evaluation
O Net medically eligible for any sports

Recommendations:

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available to the school at the request of the parents. If conditions
arise affer the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potential consequences are completely explained to the athlete (and parents or guardians).

Name of health care professional {print or type): Date:

Address: Phone:

Signature of health care professional: ., MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies:

Medications:

Other information:

Emergency contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medlicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educa-
tional purposes with acknowledgment.



This form should be placed into the athlete’s medical file and should not be shared with schools or sports organizations. The Medical
Eligibility Form is the only form that should be submitted to a school or sports organization.

Disclaimer: Athletes who have a current Preparticipation Physical Evaluation {per state and local guidance) on file should not need to complete
another History Form.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Name: Date of birth:
Date of examination: Sport(s):
Sex assigned atbirth (F, M, or infersex}: How do you identify your gender? (F, M, non-binary, or another gender):

Have you had COVID-192 (checkone): OY ON

Have you been immunized for COVID-19% (checkone): O0Y N Ifyes, have you had: 0 One shot D' Two shots
O Three shots O Booster date(s)

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, sfinging insects).

Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able fo stop or control worrying 0 1 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

(A sum of >3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS HEART HEALTH QUESTIONS ABOUT YOU
(Explain “Yes” answers at the end of this form. Circle {CONTINUED)
questions if you don’t know the answer) 9. Do you get light-headed or feel shorter of breath

1. Do you have any concerns that you would like fo than your friends during exercise?

discuss with your provider?

10. Have you ever had a seizure?

2. Has a provider ever denied or restricted your
porticipation in sports for any reason? HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Unsure Yes No
11. Has any family member or relative died of

heart problems or had an unexpected or

3. Do you have any ongoing medical issues or recent

illness?
HEART HEALTH QUESTIONS ABOUT YOU Yes No unexplcined sudden decth befors age 35
years {including drowning or unexplained car
4. Have you ever passed out or nearly passed out crash)?

during or after exercise?

12. Does anyone in your family have a genetic

5. Have you ever had discomforf, pain, t.ighiness, heart problem such as hypertrophic cardio-
or pressure in your chest during exercise? myopathy (HCM), Marfan syndrome, arrhyth-
6. Does your heart ever race, flutter in your chest, mogenic right ventricular cardiomyopathy
or skip beats {irregular beats) during exercise? {ARVC), long QT syndrome (LQTS), short QT

syndrome (SQTS}, Brugada syndrome, or

7. Has a doctor ever fold you that you have any T ! :
catecholaminergic polymorphic ventricular

heart problems? )
tachycardia (CPVT)2
8. Has a doctor ever requested a fest for your
heart2 For example, electrocardiography (ECG) 13. Has anyone in your family had a pacemaker

or echocardiography. or an implanted defibrillator before age 352




14.

Have you ever had a sfress fracture or an injury fo a
bone, muscle, ligament, joint, or tendon that caused
you fo miss a practice or game?

MEDICAL QUESTIONS (CONTINUED)

Do you worry about your weight?

Yes No

Are you irying to or has anyone recommended that
you gain or lose weight?

15.

MEDICAL QUESTIONS
16.

Do you have a bone, muscle, ligament, or joint
injury that bothers you?

Do you cough, wheeze, or have difficulty breathing
during or dffer exercise?

Yes

No

Are you on a special diet or do you avoid certain

types of foods or food groups?

 MENSTRUAL QUESTIONS
29.

Have you ever had an eating disorder?
N/A

Have you ever had a menstrual period?

Yes No

17.

Are you missing a kidney, an eye, a testicle, your
spleen, or any other organ?

30.

How old were you when you had your first menstrual
period?

18.

Do you have groin or testicle pain or a painful bulge
or hernia in the groin area?

31.

When was your most recent menstrual period?

19.

Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococeus aureus (MRSAJ2

32.

How many periods have you had in the past 12
months?

Explain “Yes” answers here.

20.

Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable to
move your arms or legs after being hit or falling?

22. Have you ever become ill while exercising in the
heat?

23. Do you or does someone in your family
have sickle cell frait or disease?

24. Have you ever had or do you have any problems

with your eyes or vision?

1 hereby state that, to the best of my knowledge, my answers to the questions on this form are complete

and correct.

Signature of athlete:
Signature of parent or guardian:

Date:

© 2023 American Academy of Family Physicians, American Academy of Pediatrics,
Ameriean Orthopaedic Society for Sports Medlicine, and American Osteopathic Academy of Sports M

tional purpeses with acknowledgment.

American College of Sports Medicine, American Medical Society for Sports Medicine,
edicine. Permission is granted to reprint for nencommercial, educa-




