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Goucher Athletics
First Year Student Athletes:  
All information in this packet must be completed in FULL and returned to the Athletic Department by August 1, 2013. Failure to do so will result in ineligibility to participate in your sport. 

Did you remember to include:
· Medical History form

· Authorization for Emergency Treatment and Emergency Contact Information form 

· Health Insurance Requirement Clarification & Insurance Information forms (signed by athlete and parent)
· Copy (front and back) of your medical insurance card

· ADD/ADHD Documentation (the NCAA requires documentation from physician if student-athlete is on medication for ADD/ADHD.  Please see attached letter for more information)

· Copy of the Student Health and Counseling Center’s Physical Exam form 
· Sickle Cell Trait Testing form

Please send to the above forms to:
Goucher College Athletic Department

Head Athletic Trainer

1021 Dulaney Valley Rd

Baltimore, MD 21204
Fax: (410)337-6576

If you have any questions about the required documentation, please contact Jean Perez, Head Athletic Trainer (jean.perez@goucher.edu or 410-337-6286).  Over the summer, email is the best way to contact her.  

Please fill out the Sports Information biographical form for use on the athletics website by visiting the following address: http://athletics.goucher.edu/Sports_Information/Student_Form.  For more information, please contact Mike Sanders (msanders@goucher.edu, 410-337-6474).

In addition, all students must complete the Medical History, Physical and Immunization Form (http://www.goucher.edu/documents/Health_Counseling/MedicalRecordForm.pdf) to be returned to the Student Health and Counseling Center (copy of completed Physical Exam form also given to athletics).  For more information, please contact the Student Health and Counseling Center at (410)337-6050.
Goucher College Sports Medicine

Medical History Form
Date: _____________________





Full Name:  ______________________________________________________

 
(First)


(M.I.)


(Last)

Date of Birth: ____________________________________


Campus ID #: ____________________________________

Home Address: ___________________________________________________________
                           (Street)

________________________________________________________________________

                            (City)                                                 (State)                     (Zip Code)

Home Phone #: _____________________Cell Phone #:  __________________________
Please circle class:     Freshman        Sophomore        Junior        Senior        Transfer
Sport: Fill in the name of the sports that you will be participating in.


(Fall) _______________________________


(Winter) _____________________________


(Spring) _____________________________
Medical History:
Please answer the following questions by checking the appropriate columns.  Answer as honestly as you can.  All information provided will be kept confidential unless you have a disease/disorder that will affect your play. For instance, if you have epilepsy we will communicate with your respective coach for emergency purposes.  

Have you ever had an illness or disorder that:

Required you to stay in the hospital? (Please check one)      Yes _____    No _____   

If yes, Date:                                                        Condition:

Required an operation?   Yes _____     No _____    

Date:                                      Condition:

Are you currently under a doctor’s care for any medical conditions?  Yes ____ No ____
If so, please explain:

Are you currently being treated by a psychiatrist or psychotherapist? Yes ____  No ____
If so, please explain:
Are you currently or have you in the past year seen a physical therapist? Yes ____  No ____
If so, please explain:

Are you currently being treated by a chiropractor?  Yes ____ No ____
If so, please explain:
Have you ever been diagnosed with any of the following?
YES
NO
_____
_____

ADHD/ADD




Date:

_____
_____

Anemia





Date:

_____
_____

Anxiety





Date:

_____
_____

Arrhythmia




Date:

_____
_____

Asthma





Date:

_____
_____

Bleeding disorder



Date:

_____
_____

Cancer





Date:

_____
_____

Chronic bronchitis



Date:

_____
_____

Depression




Date:

_____
_____

Diabetes




Date:

_____    _____

Eating disorder




Date:

_____
_____

Emotional/mental illness



Date:

_____
_____

Epilepsy/seizure disorder


Date:

_____
_____

Fainting disorders



Date:

_____
_____

Heart murmur




Date:

_____
_____

Hepatitis




Date:

_____
_____

High blood pressure



Date:

_____
_____

Hypoglycemia




Date:

_____
_____

Methicillin Resistant Staphylococcus Aureus (MRSA)
Date:

_____
_____

Migraines




Date:

_____
_____

Mononucleosis




Date:

_____
_____

Pneumonia




Date:

_____
_____

Rheumatoid arthritis



Date:

_____
_____

Thyroid disease




Date:

_____
_____

Tuberculosis




Date:

Have you ever been tested for sickle cell trait?  If so, give the date of the test and result.  (**Please also fill out attached sickle cell documentation forms)
Are you currently taking ANY medications? This includes but is not limited to birth control pills, aspirin, etc. Please list name and dosage:
Please list all allergies (foods, medicine, bees, ice, etc). If life threatening, please describe in detail symptoms and any instructions regarding medicine (i.e. Epi-pen) and/or treatment. 
Do you have any heart conditions?  Yes  _____  No  _____  If so, please explain:

Have you ever:

Experienced chest pain during exercise?  Yes _____ No _____

Passed out or felt as though you were going to pass out?  Yes _____ No _____

Had shortness of breath or fatigue associated with exercise?  Yes _____ No _____
Had a history of heart murmur?  Yes _____ No _____

Had elevated blood pressure?  Yes _____ No _____

Please explain any “Yes” answers:
Do you have a history of heat cramps, heat exhaustion and/or heat stroke? Yes _____ No _____

Do you have an absence of a paired organ (kidney, lung, etc.)? Yes _____ No _____

Are you a vegetarian and/or vegan? Yes _____ No _____
Family History

Has anyone in your family died before the age of 50 not due to accident?   Yes _____ No _____

If yes please give relation and cause of death:
Has anyone in your family ever had disability from heart disease before the age of 50?  

Yes _____ No _____  Please explain:

Does anyone in your family have any genetic cardiac conditions such as hypertrophic or dilated cardiomyopathy, long-QT syndrome, Marfan syndrome, or significant arrhythmias?  If so, please list the relation and the condition.

Male: 

Are you missing a testicle? Yes _____ NO _____

Are you happy with your current body weight? Yes _____ No _____ If no, please explain:
Female: 

Are you missing an ovary? Yes _____ No _____

Are your menstrual periods regular? Yes _____ No _____

Are your menstrual periods absent (amenorrhea)?  Yes____ No _____
Have you ever been pregnant?  Yes ____ No ____

Are you happy with your current body weight?  Yes _____ No _____  If no, please explain:

Head:
Have you ever had a concussion? Yes _____   No _____ How many? _____
Have you ever had a concussion that resulted in a hospital stay or loss of consciousness?  Yes _____ No _____  If yes, please list date and explain:

Have you ever missed playing time because of a concussion? Yes _____ No _____   If yes, how long were you out of participation?
Eyes:
Do you wear eye glasses or contacts when participating in sports? (Please circle one)  

Yes ______ No _____

Do you have any visual impairment that could impede participation? Yes _____ No _____

Please explain:

Ears:
Do you have any hearing impairments that could impede participation in sports? 
Yes ____ No ____ 

Please explain: 

Have you ever injured any of the following?  Please check all that apply and explain below: 


YES

NO

EYE


_____

_____

NOSE


_____

_____

JAW


_____

_____

NECK


_____

_____

BACK


_____

_____

SHOULDER

_____

_____

ARM/ELBOW

_____

_____

HAND/FINGER

_____

_____


HIP/THIGH

_____

_____

KNEE


_____

_____

LOWER LEG

_____

_____

ANKLE


_____

_____

FOOT


_____

_____

Please explain & include any surgeries and dates:
The student signing below:

A.  Certifies that the answers to the above questions are true.
B.  Understands that his/her having passed the physical examination does not necessarily mean that he/she is physically qualified to engage in athletics, but that only the examiner did not find a medical reason to disqualify him/her.

C.  Understands that he/she must refrain from practice or game during medical treatment until he/she is discharged from treatment by the physician and/or athletic trainer.

D.  Authorizes the Goucher College athletic training staff and/or team physicians to provide any reasonable and/or emergency treatment deemed necessary.  

E.  Understand that the Goucher College head athletic trainer, assistant athletic trainer, doctor or Student Health Center may review and discuss this questionnaire, physical examination and if necessary, any sports injury or illness which may interfere with or affect his/her ability to play.

F.  Acceptance of Responsibility: Participation in any intercollegiate sport carries an inherent risk of injury.  As noted in the Health Insurance Requirement Clarification Statement, “Goucher College will assume no responsibility whatsoever for the payment of, or authorization to pay medical expenses resulting from injuries that occur while participating in intercollegiate athletics at Goucher”.

Date: ____________________


Student Signature: _______________________
Reviewed by: ___________________________
Parent/Guardian Signature:________________________
Goucher College Sports Medicine staff




(if student-athlete is under age 18)

Authorization for Emergency Treatment and Emergency Contact Information
This is an authorization for emergency treatment.  By signing this form, you authorize Goucher College’s athletic training staff to provide any reasonable and emergency treatment they deem necessary.

Student’s Signature: ___________________________________
Date:  _____________

Date of Birth:  ________________________________________

Any student-athlete under the age of 18 must have parent’s/guardian’s signature to authorize us to provide any reasonable and emergency treatment deemed necessary.

Parent or Guardian’s Signature:  ______________________________    Date:___________

EMERGENCY CONTACT INFORMATION

Please list TWO people that we should contact in the event of an emergency.  Only list one person per contact.  

Primary Emergency Contact
Name/Relation: ______________________________________

Address:  ______________________________________







______________________________________

Home Phone #:  ______________________________________
Cell Phone/Work Phone #: ______________________________________
Secondary Emergency Contact
Name/Relation: ______________________________________
Address:  ______________________________________

______________________________________




Home Phone #:  ______________________________________

Cell Phone/Work Phone #:  ______________________________________


Health Insurance Requirement Clarification for Student Athletes
Goucher College provides secondary medical coverage for student-athletes for injuries incurred while participating in covered intercollegiate athletic activities. However, coverage is subject to specific policy terms and conditions and includes certain restrictions and exclusions of which you should be aware. For further information about the insurance coverage provided through the college, please contact Jean Knecht (see contact information below) for a detailed benefit summary or a copy of the policy. 
Please note that Goucher College assumes no responsibility whatsoever for any uninsured expenses, and students are also required to have coverage through a primary health insurer or through Goucher’s basic student insurance policy to avoid possible, significant out-of-pocket expenses in the event of an injury. To see further information concerning the college’s requirement, please see http://www.goucher.edu/x3457.xml.  

Also note that the NCAA’s Catastrophic Injury Insurance Program covers student-athletes who are catastrophically injured while participating in a covered intercollegiate athletic activity (subject to all policy terms and conditions). The policy has a significant deductible ($90,000) and is supplemental coverage in the event of a catastrophic injury. More information about this program can be found on the NCAA's web-site at www.ncaa.org.

To summarize: 

	AMOUNT OF CLAIM
	SOURCE OF COVERAGE (subject to terms and conditions of policies)


	$0-$90,000
	1. Primary coverage is provided by the student’s private insurance or the Goucher College basic student health plan.

2. Secondary coverage is provided by Goucher College’s athletic insurance coverage. 

	$90,000 and above (subject to policy limits) 
	NCAA catastrophic coverage



INSURANCE INFORMATION (Please fill out completely and sign second page)

____ Please check here if you have insurance through Goucher College
College Insurance ID Number: ________________________

If you are covered by private insurance, please complete the following:

Primary Insurance Company Name: 

_________________________________________________________________________________

Insurance Co. Claims Address: ________________________________________________________

City, State, & Zip Code: ______________________________________________________________

Insurance Co. Phone Number: ________________________________________________________

Policy Number: _________________________     Plan Number: _____________________________

Name of Policy Holder: ______________________________________________________________

Relationship to athlete: _____________________
Policy Holder Date of Birth: ______________

Type of Insurance: HMO   PPO
 POS


Other: ______________________________

Coverage effective date: _______________ 

Name and Phone # of Primary Care Physician: _________________________________________________________________________________

Secondary Insurance Company Name: 

_________________________________________________________________________________

Insurance Co. Claims Address: ________________________________________________________

City, State, & Zip Code: _____________________________________________________________

Insurance Co. Phone Number: ________________________________________________________

Group Number: _______________________      Policy Number:_____________________________

Name of Policy Holder: ______________________________________________________________

Relationship to athlete: ______________________________________________________________

Type of Insurance: HMO    PPO
    POS



Other: ________________________

Coverage effective date: _______________ 

We, the undersigned, certify as follows:

· I have read and understand the Health Insurance Requirement Clarification for Student Athletes.

· If there is a material change in my insurance coverage or expiration of my insurance coverage, I agree to notify Goucher College of this development and update the insurance information I have on file with the College.
· I understand and agree that Goucher College will assume no responsibility whatsoever for the payment of medical expenses or authorization to pay medical expenses resulting from injuries that occur while participating in intercollegiate athletics at Goucher College. 

· I understand and agree that Goucher will assume no responsibility for any lapse in my Goucher or private health insurance and that it is my responsibility to keep my health insurance policy in full force and effect. 
______________________________________

________________________


(Signature of Athlete)




(Date)
______________________________________

________________________


(Signature of Parent or Legal guardian)


(Date)

**Please note: The parent/legal guardian MUST sign this form if the student-athlete is covered under their insurance policy, regardless of the student-athlete’s age.**

THIS FORM MUST BE SIGNED AND RETURNED TO THE DEPARTMENT OF ATHLETICS BY AUGUST 1, 2013.

Return to:

Head Athletic Trainer

Goucher College

1021 Dulaney Valley Road

Baltimore, MD  21204

PLEASE ALSO SEND A COPY (FRONT AND BACK) OF YOUR CURRENT INSURANCE CARD

ADD/ADHD Documentation
If you are currently taking medication for attention deficit disorder (ADD) or attention deficit hyperactivity disorder (ADHD), please read the following:

Stimulant medications, such as certain drugs used to treat ADD or ADHD, are banned by the NCAA.   However, if the medication is being used for documented medical purposes, a Medical Exception policy is allowed.  The NCAA requires certain documentation to be present in a student-athlete’s medical file at Goucher prior to undergoing any drug testing procedures.  

Required documentation includes:

· Student-athlete name

· Student-athlete date of birth

· Date of clinical evaluation

Clinical evaluation components including:

· Summary of comprehensive clinical evaluation (referencing DSM-IV criteria) -- attach

supporting documentation

· ADHD Rating Scale(s) (e.g., Connors, ASRS, CAARS) scores and report summary -- attach

supporting documentation

· Blood pressure and pulse readings and comments

· Note that alternative non-banned medications have been considered, and comments

· Diagnosis

· Medication(s) and dosage

· Follow-up orders

Additional ADHD evaluation components if available:

· Report ADHD symptoms by other significant individual(s).

· Psychological testing results.

· Physical exam date and results.

· Laboratory/testing results.

· Summary of previous ADHD diagnosis.

· Other comments.

Documentation from prescribing physician must also include the following:

· Physician name (Printed)

· Office address and contact information.

· Specialty.

· Physician signature and date. 

The NCAA does not grant pre-approval of the medication.  In the event that the athlete is drug tested through the NCAA, they will have a positive test.  They will need all of the information listed above to appeal the NCAA for a medical exception.  If this information is not available to the NCAA, the appeal will be denied and the athlete will lose one year of eligibility for the first offense and will be banned for life for a second offense.  

Goucher College Sickle Cell Trait Testing

In January 2013, the NCAA membership voted to require documentation of sickle cell trait status for Division III student-athletes, a measure which has been required at the D-I level since 2010. In compliance with the NCAA, Goucher College will require confirmation of sickle cell trait status for all first year student-athletes for the 2013-2014 school year and all returning athletes by 2014-2015. 

Facts about Sickle Cell Trait:

· Sickle cell trait is a genetic condition that differs from sickle cell anemia, in that it is not a disease. It simply means that a person has one abnormal hemoglobin gene instead of two. 

· The trait itself does not typically cause problems.  However, in certain instances, such as in times of intense exercise, the abnormal red blood cell can sickle, causing blockage of blood vessels. This can result in decreased oxygen to the muscles and organs, and eventually breakdown of the muscles (rhabdomyolysis) and even death.

· Other factors that can cause sickling include asthma, illness and dehydration as well as environmental factors such as high heat and high altitude. 

Testing:

· Athletes who test positive for sickle cell trait can still remain active and competitive in their sport.  However, it is necessary for the sports medicine staff to know the status of each student-athlete so proper care can be given in the event of exertional sickling. 

· To determine your son or daughter's sickle cell trait status, you can contact their pediatrician. In the United States, all infants are now tested at birth. 

· If you are unable to obtain this information from your pediatrician, the student-athlete can be tested with a simple, inexpensive blood test through your primary care physician or the Goucher College Student Health Center.

· Although the Goucher Sports Medicine Staff strongly recommends that sickle cell trait status be confirmed, student-athletes may opt out of determining their status by signing the attached waiver.  

Please keep in mind that student-athletes are not allowed to participate in practices or competitions until their status is confirmed or they have signed the waiver and completed an educational session about sickle cell trait (to be scheduled when they arrive at Goucher). More information can be found on the NCAA’s website by clicking on the following link: http://s3.amazonaws.com/ncaa/web_video/health_and_safety/sickle_cell/sickleCell.html
Please verify your sickle cell test by having your physician fill out the following information.  If you choose to opt out, please sign the waiver on the following page.  
	Sickle Cell Testing

	

	Student Name:
	

	
	

	Date:
	
	Test Results:
	

	
	

	Performed At:
	

	Physician Name:
	
	Phone:
	

	Address:
	

	
	


Waiver, Release of Liability, and Indemnity Agreement
The NCAA allows for student-athletes to sign a waiver releasing an institution from liability if they decline to be tested.  Please complete the following information to decline sickle cell testing.

I acknowledge that by declining sickle cell testing, I assume all risk of injury or consequences to my health arising from my participation in athletically related activities while having the sickle cell trait.  I further agree to release Goucher College from any liability for any injury I sustain or any consequences to my health I incur as a result of my participation in athletically related activities while having the sickle cell trait.  I further agree to defend, indemnify and hold Goucher College harmless from any claims I assert or that anyone else asserts on my behalf, including, but not limited to liens asserted for the cost of medical care incurred as a result of injury I sustain or any consequences to my health I incur as a result of my participation in athletically related activities while having the sickle cell trait.
Name:  _____________________________________



_______________



(Student’s name)






Date

Signature: ___________________________________



(Student’s signature)

Please Note:   For student athletes under 18 years of age, the signature of a parent or legal guardian is required.

As the parent of 



, I acknowledge that because of his/her declining sickle cell testing, I agree to defend, indemnify and hold Goucher College harmless for any claims he/she asserts due to injury or  consequences to his/her health arising from his/her participation in athletically related activities while having the sickle cell trait.  I further agree to defend, indemnify and 
hold 
Goucher College harmless from any claims I assert or anyone else asserts, including, but not limited to liens asserted for the cost of medical care incurred as a result of injury the student sustains or any consequences to his/her health he/she incurs as a result of his/her participation in athletically related activities while having the sickle cell trait.

Name:







Date:






    (Parent’s Name)
Signature:








     (Parent’s Signature)
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