ND
PIONEERS

Notre Dame High School Athletics
910 North Eastern Avenue
Crowley, LA 70526

337.783.8776

337.783.8781 (fax}
athletics@ndpios.com

Pioneer Parents,

The attached forms are all required for students competing in the
Notre Dame athletic program. All forms must be signed by parents and
students. Please check them carefully before sending them in to the
athletic office. Note that the physical form has a blank for a parent/
guardian to sign.

Notre Dame also requires that we have proof of insurance coverage
for your child. A copy of your insurance card will suffice.

All forms must be received before a student is allowed to compete.

Athletic fees are also assessed for each student athlete, manager and
trainer. The yearly fee is $200.00 for each child and payment is re-
quested at the beginning of the sport. If you have questions, please
contact me.

Sincerely,
Mary Baronet
Athletic Secretary




NOTRE DAME of Acadia Parish ATHLETICS
Letterman Policies

Athlete receives one jacket after completing two years (in good standing) in a varsity sport.

If an athlete transfers to Notre Dame after the ninth grade, any letter earned at the previous school will
be honored by the Notre Dame Athletic Department.

All letterman jackets will be ordered once a year (in April) by JUNIOR athletes only. The jackets will be
presented the next school year.

If the athlete quits the sport WITHOUT an agreement of the head coach, the letterman jacket will be
picked-up and kept until graduation. ATHLETIC POLICY

NOTRE DAME of Acadia Parish ATHLETICS
PATCH Policies

Department policy is that Notre Dame will purchase one jacket. Athletes are responsible for
purchasing their own patches. (We will provide forms for patches if desired.)

NOTRE DAME ATHLETIC DUES POLICY

All students, participating in sports at Notre Dame, are required to pay an athletic fee of
$200.00 per student, per year. Itis requested that payment of this fee be made during
the time of participation in the student’s first sport.

Signature of Parent/Guardian Date



L_LHSAA MEDICAL HISTORY EVALUATION
IMIPORTANT: This forr must be completed annually, kept on file with the school, & is subject io inspection by the Rules Compliance Team.

Please Print
Name: School: Grade:__ Date:
Sport(s}: Sex: M/ F Date of Birth: Age: Cell Phone:__ . _
Home Address: City: State; Zip Code:_ Home Phone:
Parent / Guardian: Employer: Work Phone:
FAMILY MEDICAL HISTORY: Has any member of your family under age 50 had these conditions?
Yes No Condition Whom Yes No Condition Whom Yes No Condition Whotn
O Heart Attack/Disease - 0 O Sudden Death [0 O Arhritis
O [IStroke O [ High Blood Pressure O [0 Kidney Disease
3 [ Dizsbetes 0 [ Sickle Cell Trait/Anemia 0 O Epilepsy
ATHLETE'S ORTHOPAEDIC HISTORY: Has the athiele had any of the following injuries?
Yes No Condition Date Yes No Condition Date Yes No Condition Date
0 & Head Injury / Concussion O [F Neck Injury / Stinger O O ShoulderL/R
g O EbowL/R O O Arm/Wrist/Hand L/ R O [ Back
D O HpL/R O O ThighL/R 0 O KneeL/R
O [0 Lowerlegl/R O O Chronic Shin Splints 0O 1 AnkleL/R
] g FeotL/R 1 O Severe Muscle Strain 1 [ Pinched Nerve
O 0 Chest Previous Surgeries:
ATHLETE MEDICAL HISTORY: Has the athlete had any of these conditions?
Yes No Condition Yes No Condition Yes No Condition
O B Heart Murmur/ Chest Pain / Tightness O O Asthma / Prescribed inhaler [0 O Menstrual iregularities: Last Cycle:
0O O Seizures 1 O Sheriness of breath / Coughing G o Rapid weight loss / gain
1 O Kidney Disease O 1 Hernia 0 [0 Take supplementsfvitamins
O O3 lrregular Heartbeat [1 O Knocked cut ! Concussion 0 [ Heairelated problems
[T O Single Testicle 3 O HeartDisease 00 @ Recent Mononucleosi
O 13 High Blood Pressure O O Diabetes O B Enlarged Spleen
O 0O Dizzyf Fainting M I Liver Disease O O Sickle Cell Traitt/Anemia
3 O Organ Loss (kidney, spleen, etc) O 3 Tuberculosis O O Overnight in hospital
O O3 Surgery O O Prescribad EPI PEN [1 O Allergies (Food, Drugs)
O 0O Medications
List Dates for: Last Tetanus Shot: Measles immunization: Meningitis Vaccine:

PARENTS® WAIVER FORM

To the best of our knowledge, we have given lrue & accurate information & hereby grant permission for the physical screening evaluation. We understand the
evaluation involves a Emited examination ang the screening is not intended to nor will it prevent injury or sudden death. We further understand that if the
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer heaith-
care provider and/or employer under Louisiana law.

This waiver, executed on the date below by the undersigned medical dactor, osteopathic doctor, nurse practitioner or physician's assistant and parent of the
student atilete named ahave, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage
caused by any act or omission refated to the health care services if rendered voluntarily and without expectation of payment herein unless such loss or damage
was caused by gross negligence. Additionally,

1. If, in the judgment of a school representative, the named student-athlete needs care of Ireatment as a result of an injury

or sickness, | do hereby request, consent and authorize for such care as may be deemed NECBSBARY...........covi Yes No
2. | understand that if the medical status of my child changes in any significant manner after his/her physicat examination,

[ will notify hisfher principal of the change IMMedIBtely. .. ... e Yes No
3.1 give my permission for the athtetic trainer to release information concerning my chiid's injuries to the head coach/athletic

directorprngipal Of NISINEE SENOOL. . ... eeioet et e b4 Yes No
4. By my signature below, | am agreeing to allow my child's medical history/exam form and all eligibitity forms to be reviewed

by the LHSAA OF its REPEESEITALIVE(E) 1.o1...visieer et Yes No

Date Signed by Parent Signature of Parent Typed or Printed Name of Parent

Il. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MB), OSTEOPATHIC DR. (DO}, NURSE PRAGTITIONER {APRN) or PHYSICIAN'S ASSISTANT (PA)

Ill Height Weight Blocd Pressure_ Pulse
GENERAL MEDICAL EXAM : OPTIONAL EXAMS: ORTHOPAEDIC EXAM :
Norm Abnl VISION: Norm Abni
ENT O 0 L R: Correctad: L. Spine/ Neck
Lungs O o Carvical O O
Heart [m| O DENTAL: Thoracic O =]
Abdomen | [m| 1234567 8910111213141516 Lumbar O 1
Skin O ] 3130202827 26252423222120191817 . Upper Extremity
Hernia O rl Shoulder | O
{if Needed) Elbow | O
COMMENTS: Wrist a !
Hand / Fingers
lil. Lower Extremity a
From this limited screening 1 see no reason why this student cannot participate in athletics. E:\pee . ]
[] Student is cleared Ankle a
[] Cleared after further evaluation and treatment fori__
[ 1 Not cleared for: __contact __non-contact
Printed Name of MD, DO, APRN or PA Signature of MD, DO, APRN or PA Date of Medical Examination

This physicz] expires 13 months from the date it was sigred and dated by the MD, DO, APRN or PA.
Revised 6/18




