Denville Township Schools

1 St. Mary's Place, 2™ Floor, Denville, New Jersey 07834

"t o
. W Mrs. Damaris Gurowsky
Hoou pist® Business Administrator/Board Secretary

Ph. 973-983-6530

Fax: 973-784-4778

dgurowsky@denville.org

EST.1018

TO: Denville Township School Parents
FROM: Damaris Gurowsky
RE;: Medical Insurance

Please be advised that Denville Township Schools do not provide insurance coverage
for students who are injured at school. If you would like to purchase accident
insurance, it is available through Bollinger Specialty Group.

Please see the attached flyer for information.

Thank you.



K-12 voluntary

StUdent aCC|dent A Gallagher Company

Insurance.

22008 Arthur ). Gallagher & Co. IBGBS34A1ZA

Bollinger Specialty Group

AVAILABLE COVERAGE OPTIONS
Depending on which program your school provides, some or all of the following voluntary
insurance products are available for purchase on a voluntary basis:

+ School Time Only Student Accident Insurance

« 24-Hour Accident Coverage

+ Stucdent Dental Accident Insurance

KIDS WILL BE KIDS!

1. Make sure your child is properly covered against unforeseen accidents.
2. Purchase coverage at your convenience from any computer.

3. Follow the easy step-by-step instructions and you're done in minutes!

These Voluntary Participation Student Accicent Insurance Plans offered through your
school can be purchased easily online at: www.BollingerSchools.com

Bollinger Specialty Group

200 Jefferson Park, Whippany, NJ 07981
www.BollingerSchools.com



ATTENTION PARENT/GUARDIAN: The preparilcipation physical examination {page 3) must be completed by a health care provider who has completed
the Studsnt-Athlete Cardiac Assessment Professlonal Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION

HISTORY FORM

(Note: This form Is to be filled out by the patient and parent prior to seelng the physiclan. The physician should keem copy of this form In the chart,)

Date of Exam
Name Date of birth
Sex Age Grade School Sporl(s)

Matlicines and Allergies: Please list all of the prescription and over-ihe-counter medicines and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies?

O Medicines O Pollens

O Yes O No Ifyes, please Identify specific allergy below.
]

Food O Slinging Insects

Explaln “Yes" answors below, Circlo questions you don't know tho answers lo,

GENERAL QUESTIONS Yos | Ho MEDICAL QUESTIONS Yos | No
1. Has a doctor ever denled or restricted your participation In sports for 26, Do you cough, wheeze, or hava difficulty breathing during or
any reason? aller exerclso?
2, Do you have any ongolng medical condilions? If so, please idn"w 27, Have you ever used an Inhalor or laken aslhma madicine?
belov: O Asthma 1 Anemla 3 Diabetes O3 Infections 28. Is thore anyona In your family who has asthma?
Other: 20, Were you born wilhout or aro you missing a kldney, an oyo, a tosticla
3, Havo you ever spent the night in Ihe hospllal? (males), your splacn, or any olher organ?
4, Have you ovor had surgery? 30. Do you have groln paln or a palnful bulge or hernla In the groln area?
HEART HEALTH QUESTIONS ABOUT YOU Yes | No 31. Have you had Infectious mononucleosts (mono) wilhin the fast month?
5. Have you ever passed out or noarly passed out DURING or 32, Do you have any rashes, pressure sores, or other skin problems?
AFTER exerclso? 33, Have you had a horpes or MRSA skin Infoction?
6. :':::tﬁ:h:‘;“; :‘;ﬂlg"f?mm'”"' pan, lightness, or pressura In your 34, Have you evr had a head injury or concusslon?
7. Doos your heart ever race or skip beals (irregular beats) during exerclse? o yﬁ;:gg:dor‘::;;:gh:ﬂ%ma; ;::,f,‘:':;g Ml egiency oo ion
B ::{I?:c?: c:’t!)!c't:; la::;' 'I:Itd you that you have any heart problems? If so, 36, Do you have a hislory of selzura disorder?
O High blood proslsum O Aheart murmur 37, Do you have headaches wilh exerclse?
[ High cholesterol O Aheart Infection 8. Have you ever had numbness, ingling, or weakness In your arms or
[ Kawasakl disease Other: legs afler belng hit or falling?
0. Has a doclor over ordered a fost for your hoart? (For exampla, ECG/EKG, 30. Have you evor been unablo to move your arms or logs after belng hit
echocardlogram) or falling?
10, Do you get lightheaded or feel more short of breath than expected 40. Have you ovor bacome Ill while exerclsing In the heat?
during exerclse? 41, Do you gel requent musclo cramps when exerclsing?
11, Have you ever had an unexplalned selzuro? 42, Do you or someono In your family have slckle cell trall or disease?
12, Do you get more lired or short of breath more quickly than your friends 43, Have you had any problems with your eyes or vislon?
during exerclse? 44, Have you had any eya Injurios?
T:A::T “E‘M;m :']IJES‘I'I:HS M:]:l" Ydulut:] T‘:IMI;Y . - Yos | No_ | %45, Do you wear glasses or conlact lenses?
. Has any family member or relalive died of heart problems or had an
unexpecled or unoxplalnod sudden death before ago 50 (including 46. Do you wear proteclive oyowoar, such as gogglos or a faco shiold?
drovining, unexplained car accldent, or sudden Infant death syndrome)? 47. Do you worry aboul your welght?
14, Does anyone In your family have hypertrophic cardiomyopathy, Marfan 48, Ara you irying lo or has anyone recommended that you galn or
syndrome, arthythmogenlc right ventricular cardiomyapathy, fong QT loso welght?
syndrom, short QT syndrome, Brugada syndrome, or catecholaminerglc 48. Aro you on a speclal diot or do you avold cortaln types of foods?
polymorphic ventricular lachycardia?
15, Dots & AT Tt o e 50, Have you ever had an ealing disorder?
', DUGH RIS N AN Sy nivo o PICWA: FOROIIRIED 51. Do you have any concerns that you would like 1o discuss with a doclor?
Implanted defibrllator?
16. Has anyon In your family had unexplalned falnting, unexplalned FEMALES ONLY
selzures, or near drowning? 52, Have you ever had a menstrual perlod?
BONE AND JOINT QUESTIONS Yoz | No 53, How old wera you when you had your first mensirual perlod?

17, Have you ever had an Injury to a bone, musclo, ligament, or lendon
that caused you to mlss a practice or a game?

18, Have you ever had any broken or fractured bones or dislocated joints?

19, Have you ever had an Injury thal requlred x-rays, MR, CT scan,
Injectlons, therapy, a brace, a cast, or crulchos?

20, Have you over had a siress fracturo?

21, Have you over been told that you have or have you hal an X-ray for nack
Instabliity or allantoaxial Inslabllity? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orlholics, or other asslstive device?

23, Do you have a bone, muscle, or joint injury thal bothers you?

24, Do any of your joints becomao palnful, swollen, feel vrarm, or look red?

25, Do you have any history of Juvenilo arihrills or connective lissue disease?

54, How many perlods have you had In the last 12 months?

Explain "yos” answors horo

1 hereby state that, to the best of my knowledge, my answers to the above questions ara complete and correct.

Signaliiro of athleta

Signaturo of pa

Date

®2010 Amarican Academy of Family Physiclans, Amarican Acadeny of Pedialrics, American Collage of Sporls Medicing, American Medical Socloty for Sports Medlcine, American Orthopaedic
Soclaly for Sports Medicine, and American Osteopathlc Academy of Sporls Medicine. Permission Is granted to reprint for noncommarclal, educatlonal purposes velth acknowledgment,

1E0S03
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71

0-2681/0410




B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade School Sporl(s)

1. Typo of disabllity

2. Dalo of disabllity

3, Classilicatlon (if avallable)

4, Cause of disabllity (birth, disease, accldentlrauma, other)

5. List lhe sporis you are Inforested In playlng

Yos Ho

6, Do you regularly use a braco, asslstive device, or prosthetic?

7. Do you use any spoclal brace or assistive device for sports?

8. Do you have any rashes, pressure sores, or any other skin problems?

9, Do you have a hearing loss? Do you use a hearing alu?

10. Do you have a visual Impalrment?

11, Do you use any special devices for bowel or bladder funclion?

12, Do you have burning or discomfort when urinating?

13, Have you had autonomic dysreflexla?

14, Have you ever been dlagnosed vith a heat-refated (hyperthermia) or cold-related (hypothermla) illnoss?

15, Do you have muscle spasticity?

16. Do you have frequent selzures that cannot be conlrolled by medicallon?

Explaln “yos" answers hero

Please indicate If you have ever had any of the followling.

Yos No

Alantoaxial Instability

X-ray evaluation for atlantoaxial instabillly

Dislocated Jolnts (more than one)

Easy bleeding

Enlargad spleen

Hepalitis

Osteopenla or osteoporosis

Difficulty contralling bowel

Difficulty controlling bladder

Numbness or tingling In arms or hands

Numbness or tingling In legs or feet

Woakness In arms or hands

Weakness In legs or faot

Recent change In coordinalion

Recent change In abllity to valk

Spina billda

Lalex allorgy

Explain “yos" answors hore

| horoby stato that, to the hest of my knowladge, my answors 1o the above quostions are complete and corroat.

Signalure of alhlote Signature of parenVguardian Dalo

©2010 American Academy of Family Physiclans, Ammcnnncadam/ of Padiatrics, American College of Sports Medicine, American Medical Soclely for Sports Medicine, Amorican Orthopaodic
Soclaly for Sporis Medicine, and Amorican Osteopathlc Academy of Sports Medicino. Parmission Is granted to reprint for noncommerelal oducalional purposes vilh acknowledgment,

New Jersey Department of Educalion 2014; Pursuant to P.L.2013, ¢.71



NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physiclan, advanced praclice
nurse, or physlclan asslstant; and 2) completed the Student-Athlete Cardlac Assessmant Professlonal Development Moclule.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN REMINDERS

1, Gonslder additional questions on mora sensitive Issues
* Do you feel strassed out or under a lot of pressure?
* Do you ever feel sad, hopeless, tepressed, or anxlons?
® Do you feel safe at your home or resldence?
* Hava you ever irled clgarettes, chewing tobacco, snuff, or dip?
* Durlng the past 30 days, dld you use chewlng tobacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabollc sterolds or used any other perfarmance supplement?
* Havo you ever taken any supplements to help you galn or loso welght or Improve your performance?
* Do you wear a seal belt, use a halmet, and use condoms?
2, Conslder reviewlng questions on cardlovascular symptoms (questions 6-14).

EXAMINATION
Helght Welght O Male O Female
BP ! ( / ) Pulse Vislon i 20/ L 20/ Correcled OY OO N

MEDICAL HORMAL ADNORMAL FINDINGS

Appearance
= Marfan stlgmata (kyphoscollosls, high-arched palate, peclus excavalum, arachnodaclyly,
arm span > helght, hyperlaxily, myopla, MVP, aorlic Insulficloncy)

Eyesfears/nose/throat

» Puplls oqual

* Hoaring

Lymph nodes

Heart?

» Murmurs (auscullation standlng, suplno, +/- Valsalva)
+ Locallon of point of maximal Impulse (PMI)

Pulses
» Simultaneous femoral and radlal pulses

Lungs
Abdomen
Genitourinary (males only)®

Skin
» HSV, leslons suggestive of MRSA, lina corporis

Neurologlc®
MUSCULOSKELETAL
Nack

Back

Shoulder/arm
Elbovw/forearm
Wristhand/fingers
Hip/thigh

Knee

Leg/ankle

Fool/loos

Functlonal

= Duck-walk, single leg hop

Consldes ECG, echocardiogram, and referal fo cardiology for abnormal cardiac hislory of exam.
‘Contlder GU oxam Il in private sallng. Having third party present s recommendad,
«Consider cognlliva evalualion or baseline neuropsychialric lesting Il a hislory of significant concussion,

0O Cleared for all sports without restriction
1 Cleared for all sports without resteiction vith recommendalions for further evaluation or treatment for

O Not cleared
0O Pending furiher evaluation

O For any sporls
O For certaln sporls
Reason
Recommendations

I have examinad Ihe above-namad student and completed the preparlicipation physical cvaluatlon. The athlete doos not present apparent clinlcal conlralndications to practice and
patlicipate In the sporl(s) as oullined above, A copy of the physleal exam Is on racord In my ofllce and can be made avallablo to the sthool at he requost of the parents. If conditlons
arlse aller tha athlelo has boen cloarsd for parlicipalion, a physlclan may rescind {he cloarance untll the problem Is resolved and the polential consequences aro complelely explalned
{o the alhlete (and parenis/guardians).

Name of physlcian, advanced praclice nurse (APN), physiclan assistant (PA) (prinV/type) Date of exam

Address Phone

Signalure of physiclan, APN, PA

©2010 Amorlcan Academy of Famlly Physicians, American Academy of Padialrics, Amarican Collego of Sports Medicine, Amerlcan Medical Soclely for Sports Modicine, American Orthopacdlc
Soclely for Sports Medicina, and Amarican Osteopalhic Academy of Sports Medicine, Permission Is granted to reprint for noncommerclal, edircational purposes with acknoviadgment.

110503 0-2681/0410
New Jersey Depariment of Educallon 2014; Pursuant lo P.1.2013, ¢.71



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age Date of birth
O Cleared for all sports without restriction

O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sporls
O For cerlain sporls

Reason

Recommendalions

ENMERGENCY INFORMATION
Allergies

Other Information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Revilewed on
(Date)
Approved Not Approved
Signature:

I have examined the ahove-named student and completed the prepariicipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate In the sport(s) as outlined above. A copy of the physical exam is on record In my office
and can be made avallable to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem Is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced praciice nurse (APN), physiclan assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professlonal Dovelopment Module

Date Signalure

©2010Amarican Academy of Family Physicians, American Academy of Pedlalrics, American College of Sports Medicing, Amerlcan Medical Soclely for Sports Medicine, American Orthopagdic
Soclely for Sporls Medicine, and American Osteopalhic Academy of Sports Medicina. Permission Is granted to reprint for noncommerclal, educalional purposes vith acknovdedgment,
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



