
ANNUAL SPORTS AND SELECTED ACTIVITY PARTICIPATION
(Includes All Sports, JROTC, Competitive Dance Teams, Marching Band and Guard)

School Use: filed on:          Retention: 2 years RM_SAW_042023

STUDENT INFORMATION Date: 

NOTICE TO PARENT/LEGAL GUARDIAN

The School Board of Orange County, Florida (“SBOC”) offers a variety of athletic sports and other physical activities to 
registered students and endeavors to have each high school and middle school be an active member of Florida High 
School Athletics Association in order for student athletes to participate in sanctioned sport competitions. By signing this 
agreement, the parent/legal guardian understands and agrees that there are inherent risks associated with the named 
student athlete participating in sports and selected activities: including but not limited to pre-season conditioning, 
scheduled practices, scrimmages, games, competitions, and regional and state championships, and hereby gives 
permission for the named student to participate in sports and selected activities (JROTC, Competitive Dance Teams, 
Marching Band and Guard) as a student athlete and/or participant in other selected activities.

NOTICE OF RESPONSIBILITY OF STUDENT ATHLETE OR PARTICIPANT AND PARENT/LEGAL GUARDIAN

As the parent/legal guardian of the student athlete who will be participating in sports and selected activities held by 
SBOC athletic and other programs, the parent/legal guardian understands and agrees to the following rules and 
responsibilities:

QUALIFICATIONS TO PARTICIPATE

a) Sports Screening Physical Exam of student athlete/participant is required and the results shall be provided
to the school athletics department designee (usually the Athletic Trainer) annually in accordance with FHSAA 
rules and guidelines. Physicals must be performed by a medical provider licensed in the State of Florida with
no family relation to the student athlete. Athletics shall prevent the student athlete/participant from
participating if all required paperwork is not received 48 hours prior to deadline/try-outs.

b) The student athlete/participant is required to have an electrocardiogram (“ECG”) prior to participation in
any conditioning, practice or game. Failure to have an ECG will result in the denial of the student
athlete’s/participant’s ability to participate in sports and selected activities. The result of such ECG must
demonstrate no abnormalities before the student athlete/participant is allowed to participate in any
conditioning, practice and game. If the student athlete/participant has an abnormal ECG, the student
athlete/participant shall not be allowed to participate in any conditioning, practice and game until such time
as a pediatric cardiologist or a cardiologist clears the student athlete/participant for full participation. The
student athlete/participant will be required to provide his/her athletic trainer with written clearance that
the student athlete/participant is allowed to fully participate  in conditioning, practices and games prior to
being allowed to participate after an abnormal ECG result. Parent/legal guardian waives, releases and holds
harmless SBOC, its employees and volunteers from any liability, including for claims of negligence, arising out
of the ECG examination and/or any injury and/or death arising out of participation in any conditioning,
practices and games after the ECG examination is completed. Parent/legal guardian waives, releases and
holds harmless SBOC, its employees and volunteers from any liability, including  for claims of negligence, for
any injury and/or death arising out of participation in conditioning, practices or games after a student
athlete/participant is fully cleared to participate by a pediatric cardiologist or a cardiologist after an
abnormal ECG. A student will only be required to have one ECG during his/her four years of participation
while enrolled at OCPS.

c) Attendance to all practices and games, including timely arrival and coming prepared, is a commitment by
the parent/legal guardian and student athlete to his/her team, school, and the sport. The student
athlete/participant and parent/legal guardian agree to follow school directives regarding the student
athlete’s participation in the sports activities.

Student Name: Student ID#: Date of Birth: 

OCPS School Name: Grade: 



ANNUAL SPORTS AND SELECTED ACTIVITY PARTICIPATION
(Includes All Sports, JROTC, Competitive Dance Teams, Marching Band and Guard)

School Use: filed on:          Retention: 2 years RM_SAW_042023

d) Arrival and departure from sports activities is the responsibility of the parent/legal guardian, unless specific
SBOC designated transportation is provided. Parent/legal guardian waives, releases and holds harmless
SBOC, its employees and volunteers from any liability arising from SBOC releasing the student
athlete/participant from the sports and selected activities for individual return to home, whether his/her
method and means is by foot, bicycle, motor vehicle or other various means by him/herself, friend, relative,
or other persons at the student athlete’s/participant’s discretion.

e) The student athlete’s/participant’s eligibility to participate in sports activities and other selected activities shall
be determined by the school administration, in accordance with SBOC Code of Student Conduct, including
but not limited to, the student athlete/participant maintaining satisfactory grades, appropriate behavior,
and compliance with team rules.

f) Report immediately to SBOC Athletic Trainer or Athletic Director any and all injuries, changes in medical
conditions, and/or medical treatments that occurred as a result of student athlete participating in sports
activities or that may affect his/her ability to continue to participate in sports and selected activities. Upon
request, the student athlete/participant will seek medical treatment and provide SBOC with medical
provider records on eligibility to participate in sports and selected activities. Participation in any sport
activity or selected activity may be withheld by SBOC at any time deemed appropriate and the student
athlete/participant shall not be allowed to resume sport or selected activities without satisfactory medical
provider note or records.

g) If any sports document, physical exam form, or signature on such document has been falsified,
misrepresented, or intentionally excluded, the student athlete/participant shall be immediately suspended
from the sports team/group and declared as ineligible status from all sports or selected activities. Ineligible
status and sport suspension shall be effective for one calendar year from the date of disclosure.

h) The annual physical evaluation must be administered either by a licensed physician, a licensed osteopathic
physician, a licensed chiropractic physician, a licensed physician assistant, or a certified advanced registered
nurse practitioner. The ECG results must be interpreted by a pediatric cardiologist or a cardiologist.

PARENT/LEGAL GUARDIAN ACKNOWLEDGEMENT

By signing this document below, I acknowledge and affirm all of the statements above. I also voluntarily assume all risks 
that I and/or the named student athlete may be exposed to or infected by COVID-19 as a result of participation in the 
extracurricular activities, and that such exposure or infection may result in personal injury, illness, sickness, and/or
death. I understand that the risk of exposure or infection may result from the actions, omissions, or negligence of 
myself, my child(ren), SBOC staff, volunteers, or agents, other activity participants, or others not listed, and I 
acknowledge that all such risks are known to me.

In consideration of myself and the named student athlete being able to participate in the extracurricular activities, I, on 
behalf of myself, as well as anyone entitled to act on my behalf, hereby forever waive, release, and hold the School Board 
of Orange County, Florida, and its employees and agents harmless from any and all claims (including negligence), suits, 
liability, actions, judgments, attorneys’ fees, costs, and any expenses of any kind resulting from injuries or damages, 
grounded in tort or otherwise, that I and/or the named student athlete, or my or our representatives, sustain during or 
related to student athlete’s participation or involvement in the activities.

I hereby acknowledge and certify that I have read this document in its entirety; reviewed and explained the terms with 
the named student athlete; understand and agree to be bound by the terms on behalf of myself and the named student 
athlete.

Parent/Legal Guardian Signature Parent/Legal Guardian Name (Printed) Date



 (to be completed by student and parent) print legibly
Student’s Full Name: _____________________________________________ Sex Assigned at Birth: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Sport(s): _______________________________
Home Address: _________________________________ City/State: ____________________ Home Phone: (_____) __________________________
Name of Parent/Guardian: _______________________________________ E-mail: _____________________________________________________

Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 1 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

MEDICAL HISTORY FORM

__________________________________________________________________________________________
Have you ever had surgery? If yes, please list all surgical procedures and dates:

__________________________________________________________________________________________

__________________________________________________________________________________________
Do you have any allergies? If yes, please list all of your allergies (i.e., medicines, pollens, food, insects):

__________________________________________________________________________________________

Not at all Several days Over half of the days Nearly everyday

Feeling nervous, anxious, 
or on edge 0 1 2 3

Not being able to stop or 
control worrying 0 1 2 3

in doing things 0 1 2 3

Feeling down, depressed, 
or hopeless 0 1 2 3

Explain “Yes” answers at the end of this form. Yes No

1 Do you have any concerns that you would like to discuss with 
your provider?

2 sports for any reason?

3 Do you have any ongoing medical issues or recent illnesses?

No

8
Has a doctor ever requested a test for your heart? For 
example, electrocardiography (ECG) or echocardiography 
(ECHO)?

9 Do you get light-headed or feel shorter of breath than your 
friends during exercise?

10 Have you ever had a seizure?

No No

4 exercise?

5 your chest during exercise?

6 (irregular beats) during exercise?

7 Has a doctor ever told you that you have any heart problems?

11 had an unexpected or unexplained sudden death before age 
35? (including drowning or unexplained car crash)

12
as hypertrophic cardiomyopathy (HCM), Marfan Syndrome, 
arrhythmogenic right ventricular cardiomyopathy (ARVC), 
long QT syndrome (LQTS), short QT syndrome (SQTS), Brugada 
syndrome, or catecholaminerigc polymorphic ventricular 
tachycardia (CPVT)?

13 Has anyone in your family had a pacemaker or an implanted 



Student’s Full Name: _____________________________________________ Date of Birth: ___ /___ /_____ School: __________________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 2 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

No

14 Have you ever had a stress fracture?

15 Did you ever injure a bone, muscle, ligament, joint, or tendon 

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

No

26 Do you worry about your weight?

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

28 Are you on a special diet or do you avoid certain types of 
foods or food groups?

29No

17
asthma?

18 other organ?

19 in the groin area?

20
Do you have any recurring skin rashes or rashes that come and 
go, including herpes or methicillin-resistant staphylococcus 
aureus (MRSA)?

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

22 your arms or legs, or been unable to move your arms or legs 

23 Have you ever become ill while exercising in the heat?

24 Do you or does someone in your family have sickle cell trait 
or disease?

25 Have you ever had or do you have any problems with your 
eyes or vision?

tests listed above.

Student-Athlete Name: _________________________   Student-Athlete Signature: ____________________________  Date: ___ / ___ / ___

Parent/Guardian Name: ________________________   Parent/Guardian Signature: ___________________________  Date: ___ / ___ / ___

Parent/Guardian Name: ________________________   Parent/Guardian Signature: ___________________________  Date: ___ / ___ / ___

Explain “Yes” answers here:

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________



Student’s Full Name: _____________________________________________ Date of Birth: ___ /___ /_____ School: __________________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 3 of 4)
This medical history form should be retained by the healthcare provider and/or parent.

This form is valid for 365 calendar days from the date signed below.

PHYSICAL EXAMINATION FORM

PHYSICIAN REMINDERS:

• Do you feel stressed 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? •

• 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 to help you gain or lose weight or improve your 
performance?

    EXAMINATION

         /            (        /        )                                          R 20/                   L 20/                             Yes      No

Appearance
•

Eyes, Ears, Nose, and Throat
• Pupils equal
• Hearing

Lymph Nodes

Heart
•

Lungs

Abdomen

Skin
•

Neurological

Neck

Back

Shoulder and Arm

Elbow and Forearm

Wrist, Hand, and Fingers

Hip and Thigh

Knee

Leg and Ankle

Foot and Toes

• Double-leg squat test, single-leg squat test, and box drop or step drop test

Name of Healthcare Professional (print or type): _____________________________________________________ Date of Exam: ___ / ___ / ______

Address: ____________________________________ Phone: (_____) _________________ E-mail: ________________________________________



 (to be completed by student and parent) print legibly
Student’s Full Name: _____________________________________________ Sex Assigned at Birth: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Sport(s): _______________________________
Home Address: _________________________________ City/State: ____________________ Home Phone: (_____) __________________________
Name of Parent/Guardian: _______________________________________ E-mail: _____________________________________________________

Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________

PREPARTICIPATION PHYSICAL EVALUATION (Page 4 of 4)

This form is valid for 365 calendar days from the date signed below.

_______________________________________________________________________________________________________________________________________

          Medically eligible for only certain sports as listed below:

_______________________________________________________________________________________________________________________________________

          Not medically eligible for any sports

_______________________________________________________________________________________________________________________________________

the conclusion(s) listed above. A copy of the exam has been retained and can be accessed by the parent as requested. Any injury or other medical 

Name of Healthcare Professional (print or type): ____________________________________________________________ Date: ___ / ___ / ______

Address: __________________________________________________________________________________ Phone: (_____) _________________ 

Check this box if there is no relevant medical history to share related to Provider Stamp 

List: ____________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

       Allergies      Asthma      Cardiac/Heart      Concussion      Diabetes      Heat Illness      Orthopedic      Surgical History      Sickle Cell Trait      Other

Explain: _________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Signature of Student: _____________________________ Date: ___/___/___  Signature of Parent/Guardian:________________________________  Date: ___/___/___

and/or cardio stress test.



 (to be completed by student and parent) print legibly
Student’s Full Name: _____________________________________________ Sex Assigned at Birth: _____ Age: _____ Date of Birth: ___ /___ /_____
School: ________________________________________________________ Grade in School: _____ Sport(s): _______________________________
Home Address: _________________________________ City/State: ____________________ Home Phone: (_____) __________________________
Name of Parent/Guardian: _______________________________________ E-mail: _____________________________________________________

Emergency Contact Cell Phone: (_____) _________________ Work Phone: (_____) _________________ Other Phone: (_____) _________________

PREPARTICIPATION PHYSICAL EVALUATION (Supplement)

This form is valid for 365 calendar days from the date signed below.

_______________________________________________________________________________________________________________________________________

          Medically eligible for only certain sports as listed below:

_______________________________________________________________________________________________________________________________________

          Not medically eligible for any sports

_______________________________________________________________________________________________________________________________________

Referred for: ___________________________________________________ Diagnosis: _________________________________________________

the conclusions documented below:

Name of Healthcare Professional (print or type): ____________________________________________________________ Date: ___ / ___ / ______

Address: __________________________________________________________________________________ Phone: (_____) _________________ 

Provider Stamp 



(Page 1 of 5)

(if applicable): __________________________________

         ____________________________________________________________________________________________________________________________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________



(if applicable): __________________________________

• Vacant stare or seeing stars
•
•
•
•
•
•
•
•
•
•
•
•
•
•

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________



(if applicable): __________________________________

•
•
•

•
•
•
•

•

•

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________



(if applicable): __________________________________

•
•

•
•
•
•
•

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________



(Page 5 of 5)

(if applicable): __________________________________

(FHSAA 

Must maintain at least a 

graduated

Must not turn 

Must undergo a 

Must be an 

Must refrain from 

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________

______________________________________________     _____________________________________________     _________________________



CARDIOLOGY REPORT: ELECTROCARDIOGRAM (ECG) CLEARANCE

        See Section 1006.20(2)(c), Florida Statutes.  
  RM_AE_042023

Parents/Guardians: An ECG screen (also referred to as an EKG) can help identify young athletes who are at risk for sudden cardiac death, a condition where
death results from an abrupt loss of heart function. An ECG screening may assist in diagnosing several different heart conditions that may contribute to 
sudden cardiac death. In accordance with School Board Policy JJ: Extracurricular Activities, The School Board of Orange County, Florida is requiring each 
student athlete wishing to participate in high school athletics to have 1 electrocardiogram (ECG) screening prior to participating in his or her first athletic 
sport in high school. The initial ECG may be completed by any licensed physician, including a primary care physician, pediatrician, licensed physician 
assistant, or certified advanced registered nurse practitioner. If the ECG comes back ABNORMAL, the student may only participate after being cleared by 
a cardiologist or a pediatric cardiologist.

STUDENT INFORMATION: (Please Print)

Student Name: Student ID#: DOB: 

Parent/Legal Guardian Signature Parent/Legal Guardian Name Printed Date

If your ECG was completed by Who We Play For, Orlando Health, Advent Health, or Nemours, you can STOP here. Submit the email you 
received from the organization to Athletic Clearance, along with the top portion of this form completed. Both the email and this form 
with the top completed must be submitted.

ECG's performed by a PCP, Urgent Care Center, or Walk-in Clinic must complete the form below
PHYSICIAN INSTRUCTIONS: This form is to be completed by an appropriate health care provider (AHCP) trained in the latest ECG interpretation guidelines. It is recommended 
to interpret ECG readings based on the International Criteria (https://uwsportscardiology.org/). After completing and interpreting the ECG, select the appropriate box below. If 
the ECG is interpreted as NORMAL, complete the Normal Electrocardiogram Clearance. If the initial ECG is interpreted as ABNORMAL, the student must be referred to a 
cardiologist. Only a cardiologist can clear a student with an ABNORMAL ECG interpretation.

NORMAL Electrocardiogram Clearance: 
(To be completed in full by a licensed physician, PA or ARNP) 

I hereby certify that an ECG was performed by myself or an individual under my direct supervision with the following
conclusion:

Low Risk/Cleared for Participation

     Physician/PA/ARNP Signature   Name of Physician/PA/ARNP (print)     Date 

Stamp of Physician Office:     Phone:

Address:        City:   Zip: 

An ABNORMAL ECG was found and student has been referred to cardiology. Physician name: Date:

ABNORMAL Electrocardiogram Clearance: 
   (To be completed in full by a cardiologist or pediatric cardiologist) 

An abnormal ECG screening was found and the student was subsequently evaluated by a cardiologist or pediatric 
cardiologist.

I hereby certify that the student above has had a cardiac evaluation and is cleared for athletic participation 
from a cardiac perspective.

     Cardiologist/Pediatric Cardiologist Signature       Cardiologist/Pediatric Cardiologist Name (Print)     Date 

Stamp of Cardiology Office:                                                                      Phone:    

Address:                                                                                    City:                                             Zip: 



EMERGENCY TREATMENT AUTHORIZATION

RM_EMTCard_042023

If you do not carry insurance 
on this athlete; write “None”

If you do not carry insurance 
on this athlete; write “None”

PLEASE FULLY COMPLETE BOTH CARDS

EMERGENCY TREATMENT AUTHORIZATION CARD – ENGLISH                   SCHOOL BOARD OF ORANGE COUNTY, FLORIDA

(Please Print)
Athlete’s Legal Name:       School:      Grade:  

Athlete’s Date of Birth:     Date of Last Tetanus Shot: 

My child is allergic to the following medications:    

My child has the following allergies:    
Please identify any serious injuries or illnesses your child has had: 

 *Emergency Contact | Full Name:   Relationship to Child:    Phone: 

   Full Name:   Relationship to Child:   Phone: 
** State Photo Identification must be made available upon request when picking up child**

You understand that the insurance offered by the School Board of Orange County, Florida (Orange County Public Schools) is a secondary policy and will 
pay only after the primary insurance pays. You also understand that your child is covered by the School Board of Orange County, Florida (Orange County 
Public Schools) Sport Insurance ONLY during FHSAA specified season(s). 
PLEASE SELECT ONE:  My child/ward does NOT have insurance I do carry insurance for my child/ward

Medical Information | Primary Care Physician:  Address:   Phone: 

      Primary Insurance Provider Name:              Policy Number: 

Primary Insurance Provider Address:       City:    State:    Phone: 

You understand if a parent/guardian or student falsifies any signature or information on the emergency medical treatment card, the student will be 
declared ineligible to participate in any interscholastic activity under the School Board of Orange County, Florida for one full calendar year from disclosure 
date. You further give permission for appropriate school staff and their designees to render medical treatment or authorize medical treatment by a 
hospital and/or doctor and agree to hold the School Board of Orange County, Florida and its employees harmless in the administration of such assistance.

I hereby acknowledge and certify that I have read the emergency medical document, that I understand and agree with its terms; Florida Statutes 
(92.525) “Under penalties of perjury, I declare that I have read the foregoing and that the facts stated in it are true.” I agree to be bound by its 
terms and I have reviewed and explained the notice with my child.

       Signature of Parent/Legal Guardian        Name of Parent/Legal Guardian (Printed)       Date Signed

      Physical Street Address:      City:  , FL          Zip: 

      Contact Phone Number:           Work Phone:      Other: 

EMERGENCY TREATMENT AUTHORIZATION CARD – ENGLISH                   SCHOOL BOARD OF ORANGE COUNTY, FLORIDA

(Please Print)
Athlete’s Legal Name:      School:      Grade:  

Athlete’s Date of Birth:    Date of Last Tetanus Shot: 

My child is allergic to the following medications:    

My child has the following allergies:    
Please identify any serious injuries or illnesses your child has had: 

 *Emergency Contact | Full Name:   Relationship to Child:   Phone: 

Full Name:   Relationship to Child: Phone: 
** State Photo Identification must be made available upon request when picking up child**

You understand that the insurance offered by the School Board of Orange County, Florida (Orange County Public Schools) is a secondary policy and will 
pay only after the primary insurance pays. You also understand that your child is covered by the School Board of Orange County, Florida (Orange County 
Public Schools) Sport Insurance ONLY during FHSAA specified season(s).
PLEASE SELECT ONE:  My child/ward does NOT have insurance I do carry insurance for my child/ward

Medical Information| Primary Care Physician:  Address: Phone: 

    Primary Insurance Provider Name:   Policy Number: 

Primary Insurance Provider Address:       City:    State:    Phone: 

You understand if a parent/guardian or student falsifies any signature or information on the emergency medical treatment card, the student will be 
declared ineligible to participate in any interscholastic activity under the School Board of Orange County, Florida for one full calendar year from disclosure 
date. You further give permission for appropriate school staff and their designees to render medical treatment or authorize medical treatment by a 
hospital and/or doctor and agree to hold the School Board of Orange County, Florida and its employees harmless in the administration of such assistance.

I hereby acknowledge and certify that I have read the emergency medical document, that I understand and agree with its terms; Florida Statutes 
(92.525) “Under penalties of perjury, I declare that I have read the foregoing and that the facts stated in it are true.” I agree to be bound by its 
terms and I have reviewed and explained the notice with my child.

   Signature of Parent/Legal Guardian    Name of Parent/Legal Guardian (Printed)    Date Signed

   Physical Street Address:      City:  , FL          Zip: 

Contact Phone Number: Work Phone: Other: 


