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Registration Package | R
SN :

Attached you will find the Bedminster School Registration Package. Please print package
SINGLE-SIDED and return via email to kiohnsen@bedminsterschool.org,

s FAQs

e Registration Form (2 pages) REQUIRED

» Release of Records REQUIRED (Gr. 1 through 8)
o McKinney-Vento Questionnaire Form OPTIONAL

e Universal Child Health Record (2 pages) REQUIRED

o Tealth History (3 pages) REQUIRED

¢ Home Language Survey Form REQUIRED

In addition to the attached package, the following documents are rieeded. You will be
contacted to make an appointment to provide originals-of these documents.

PARENT / GUARDIAN ID:
- Passport - Driver’s License - Military ID

ORIGINAL PROOF OF BIRTH (One of the following options):
- Passport - Birth Certificate

ORIGINAL PROOF(S) OF RESIDENCY (One from each category):

Category A
o Real Estate Tax Bill
o Mortgage
o Lease

Category B
o Utility Bill
o Bank Statement
U.S. BASED PHYSICAL STAMPED BY A U.S. PHYSICIAN

UPDATED IMMUNIZATIONS FROM U.S. PHYSICIAN
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Is Bedminster School a “one school district”?
Yes. We are a pre-K through 8 school district and a sending district to Bernards High School,

Bernardsville, NJ in the Somerset Hills School District.

What are the school’s hours?

School begins at 8:50 a.m. and ends at 3:20 p.m. No student should arrive prior to 8:40 a.m. unless
enrolled in an activity that requires them to be here prior to the start of school, or unless they are enrolled
in the before-care program. No student shall stay on premises after the close of school unless
participating in one of our after-school activities or enrolled in the after-care program.

Do you have a before care and after care program?

At this time, there is no before care. After care is running at the school and is provided by the Somerset
Hills YMCA. Please go on to the website and click on “information” and “child care” to get more
information about the program.

Will my child receive busing?
All students that reside in the Township of Bedminster will receive courtesy busing.

How does busing work with the grade differentials within the school?

Bedminster School prides itself in the management of our age differences. Along those lines, we assign
seats on our buses, whereby the Kindergarteners are close to the front and the older children sit towards
the back. We do not have monitors that ride the bus with the students, but we do have monitors that take
attendance each day for our students in grades K through 4, as well as enforce the seat assignments.

Does my child have to ride the bus?

No. We have options for after-care and parent pick up. You may set up a permanent arrangement for the
year in writing with our reception desk, or occasionally change your child’s destination on a one-time
basis in writing by 2:00 p.m. Please refer to the arrival and dismissal procedures listed on our website
under “Information” and the “Parent Verification Related Documents”.

Does my child have to bring lunch every day?
No, We have a cafeteria with hot lunch and sandwiches that your child may utilize. You may either send
them with money or set up an account for your child that can be reloaded throughout the school year.

Mauy we set up a tour of Bedminster School?

Tours during the year are not available. As a new student or Kindergartener registering during the
summer, you and your child will be able to see the facility at orientation in September just prior fo the
start of the school year.
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u@ BEDMINSTER TOWNSHIP SCHOOL DISTRICT .@
STUDENT Wmm_m.m.mbdoz FORM (Please print & complete ALL sections)

wwu mm ) |prhm NN ml.l.W.u@ l.|l“4|”wwmw.u.crlm.ﬂmllr

Tt e R A e e e e e e e T e e e e e e e e e
Student Name: . Date of Blith: School Year ! Grade:
. Fast Middln East
Cily, State and Country of birth:
u Gity Stete Counlry
Student Bisth Name (jif different fiom current name):
Student Home Phane Number;
Student Physical Address, Clty, State and Zip Code:
Siraet Address City Slale /2ip Coda
Student Malling Address, Cily, State and Zip Gode:
(i ditferent from physicaf address) Address City Sfate/Zip Code
Ethnicity (if multi-racial; pleasa eircle all that apply): Hispanic African Amerigen White Asian
Pagific Isfander / Native Hawaifan American Indian / Native Alaskan
Gender (please circle one): MALE FEMALE Student Birth Gender (if different from current gender): MALE  FEMALE
If country of histh is NOT the United States: Date of Entry into the United States:
) ) Date of First Enfry into U.S. Schoat:
Prilmary language spoken at home; Nafive Language:
Daes student have health insurance? {Please circle one): NO  YES If yes, list insurance provider:

Is student’s umqosumnm..n_nz on. bamas z_._ﬂm..w Duty, in the National Guard or the Reserve Component of the United States military mu-ﬁommo NO YES
AR EN G AR O A e e R i - St N AN P e T T N R D LRI
Circle Resident uumnuzamnma_ma. Mother Father Both
Is custody of this child Jimited by court order or legal agreement? NO YES
IF YES - THE ORIGINAL LEGAL DOCUMENT DECLARING RESIDENTIAL. CUSTODY MUST BE PROVIDED TO THE SCHOOL UPON REGISTRATION

MOTHER INFORMATION: NAME:
Address, Gity, State and Zip Gode:
Streel Addrass City Stale/Zip Coda

Home Phaone; Cell Phone; Work Phorne;,
E-mail address: .
FATHER INFORMATION:- NAME:
Address, City, State and Zip Code:

. Stroct Addrass Cily State /s 2lp Code
Home Phone: Gell Phone: Work Phone:

E-mail address:

(OVER)



IENMERGERCECONT
Confact ¥#{

RELATIONSHIP:

Contact¥2

RELATIONSHIP:

PHONE:; GELL:
GContact %3 NAME:;
PHONE CELL:

WORK:

RELATIONSHIP:

WORIC

Confact#4 NAME: RELATIONSHIP:
PHONE CELL: WORK:

SIBLING INFORMATION: 1) NAME; AGE;
| 2) NAME: AGE:
. 3) NAME: AGE:

4) NAME: . AGE:
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Has your child ever been in a Special Needs Program? NO YES Is your child currently in a Special Needs Program? NO YES
Please circle all types of programs that apply: 504 1ZRS [EP
Is your child receiving Speech Services? NO <mm .

Has your child ever been in or are they currently in 2 Limited English Proficlency/English as a Second Langnage (ESL) Program?

R A e L T i e e R Yo e

PARENT / GUARDIAN SIGNATURE:
DATE: :

i
14
f

REVISED: 1/2021



BEDMINSTER TOWNSHIP PUBLIC SCHOOL DISTRICT
234 Somerville Road

Bedminster, New Jersay 07821
Telephone (308) 234-0768  Fax (308) 234.2318
www.bedminsterschool.org

REQUEST FOR STUDENT RECORDS
NAME & ADDRESS OF PREVIOUS SCHOOL

NAME:

ADDRESS:

FAX #:

STUDENT NAME GRADE BIRTHDATE
(Please Print)

The above named pupil has recently enrolled in our school. Please send all academic, health & CST
records fo:

BEDMINSTER TOWNSHIP SCHOCL

234 SOMERVILLE ROAD

BEDMINSTER, NI 07921

ATTENTION: SCHOOL SECRETARY

Ido hereby anthorize the release of academic/health/CST records regarding the above named pupil to
the Bedminster Township School.

Parent/Guardian Signature : . Date



Bedminster Township School
234 Somerville Road, Bedminster, NJ 07921
908-234-0768

Home Language Survey -

Purpose: The home language survey is used solely to offer appropriate educational
services (U.S. ED EL Toolkit, Chapter 1). This survey is the first of three steps to identify
whether or not a student is eligible to be identified as an English language learner
(ELL). "Home" is defined as a student's current place of residence.

Student Information:
Student Name:
Date of Birth (YYYYMMDD):

Current Address:

Survey Questions:

1.) List all languages used in the student's home.

2.) Was the first language used by the student a language other than English?
No Yes

3.) Does the student speak or understand a language other than English?

No Yes

4.) When interacting with others at home (example: parents, guardians, siblings), does
the student understand or use a language other than English most of the time?

No Yes

5.) When interacting with others outside the home (example: friends, caregivers), does
the student understand or use a language other than English most of the time?

No Yes

Parent Signature Date



2 2 A MCKINNEY-‘IENTO QUESTIONNAIRE FORM & 3
- - {OPTIONAL & CONFIDENTIAL! M ﬁ w
eHO

TXoo Bedminster Township School
Student Name: Date of Birth:
School Name; Grade:

Your child may be ellgthle for additional educational services through the McKinney-Vento Homeless
Assistance Act. Eligibility can ba determined by completing thils questionnaire. THE INFORMATION YOU
PROVIDE IS CONFIDENTIAL, If eligible, students are to be Immedlately enralled in actordance with the
McKinney-Vento Assistance Act.

1. Do you/your student live in any of these following situations?
= In emergency or transitional shelter oy program
[1  Sharingthe housing of other persans due to:
[] Loss of housing, economic hardship or a simiiar reason {i.e. evicted)
[ Longterm, coopearative living arrangement
[ Other {please specify):
[ Inavehicle of any kind, park, public space, ahandoned bullding, substandard houslng,
bus or train station or similar setting
[0 Inamotel, hote!, campground or similar setting due to! (select one)
[ Lack of alternative adequate accommodations
{1 Aconvenient living arrangement {i.e. walting for apartment/home to be ready)
(] Other (please specify):
{1 None of the above .

2. What Is your/your student’s living situation? Please check one box.
(] Living with your legal parent guardian
O  uving alone
[J  Living with an adult that Is not a legal parent ar guardian

The undersigned certifles that the Information provided is accurate:

PRINT NAME OF PERSON COMPLETING FORM:

SIGNATURE:

DATE:

ADDRESS OF CURRENT RESIDENCE:

PHONE NUMBER OR MESSAGE NUMBER:




Bedminster Township School

Health History
Child’s Full Name:
(Last) (First) (Middle) (Nickname)
Grade
(Date of Birth) (Country of Birth)

Please complete the following health history. Give dates, if possible.
Has your child ever had the following? If yes, please explain:

1. Accident(s)
2, Allergic Reactions (Include bee stings, food or medications, etc,)

Yes No If yes, explain
Has your child ever needed medication or medical attention in the past for a reaction to a bee
sting or food allergy? Yes No If yes, please provide details:
3. Asthma Attack: Yes No Other Respiratory Infections; Yes No
Explain
4, Bone or Joint Disease or Injury: Yes No If yes, explain
5. Communicable Diseases (Specify):
6. Convulsion or Seizures: Yes No If yes, explain
7. Diabetes:
8. Dental Problems: Yes No Explain
9, Ear Infections: Yes No Ear Tubes: Yes No Date
Does your child have a hearing problem? Yes No
Does your child wear a hearing aide? Yes No
Does your child have a speech/language ptoblem? Yes  No
10, Frequent throat infections: Yes No
11, Frequent headaches: Yes No
12, Kidney or Urinary Tract Problems: Yes No Explain if yes
13. Heart Problems/Murmurs/Rheumatic Fever: Yes No Explain
14. Does your child have any vision problems: Yes No

15. Does your child wear glasses? Yes (when) No




Pg2

16. Does your child have any neuromuscular problems or limitations? Yes No
Explain if yes

17. Does your child have any developmental delays or been diagnosed with any syndromes?
Yes No Explain if yes

18, Has your child ever been hospitalized? Yes No If yes, state when and
reasomn:

19, What medicine, if any, does your child take?

20. Does your child have any present physical limitations that may require program
modifications or restrictions?

2. Please add any other problems or comments you would like to bring to the attention of the
school nurse:

Note: No Medication can be given at school without a completed medication
administrafion form signed by the parent and the prescribing physician. All
medieation must be in the original container with the phaxrmacy label intact.
Medications should be hand delivered to the school murse by the parent or
guardian. Please sce the school nurse or the school website for medication
administration forms.

Parent’s Signature Date

Mother’s Full Name Employer

Home Address Work Address

Home Phone Work Phone

Cell Phone '

Pather’s Full Name Employer

Home Address Work Address

Home Phone Work Phone

Cell Phone
Home Situation:
Parents reside together Single parent home
Parents separated Father remarried
Parents divoreed Mother remarried
Guardian cares for child QOther

If parents are divorced or separated, who has legal (official) custody?

**Legal custody papers should be supplied to the Main Office and stored in child’s Permanent
Record Folder.



Child’s Narne:

Name and age of sibling(s):

Last school attended address:

Describe child’s last school experience: -

Was child absent frequently? If so, explain

Personality and Emotional Development
Please check all that apply to your child:

Happy Moody Withdrawn
Sad Easily upset Overactive
Friendly Quiet

Problems when separated from family? Yes No Explain:

Loss of family member? Yes No Explain:

Social Interactions

(Please check where appropriate)

Peers Adults
Good Good
Fair Fair
Poor Poor

Traumatic events? If so, please explain: Yes No explain;

Please list any concerns, questions or problems that the school personnel should know about

Please sign below if you would like this page shaved with your child’s teacher (if needed),

Parent’s Signature




¥ PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

{Noke: This farm Is {o be filted out by the pallentand parent prior io seelng ihie physician. The physician shoid keep » copy of thls form In the chart)
Dats of Bxam

Name Date of birth
8oy Age Grade Schoal Sporfs)
Hedicinas and Allergies: Please fist all of the preseription and over-the-counler medioines ang supplemenits Merbal and nutitanal) that you ars currently laking
2 wn'e L[ H " My oln T
Doyouhaveanyallergles? [ Yos £ No I yes, please identify specHic allergy balow,
0 Medicines D Rollens O Fond I3 Stinging Insecis
Explaln "Yes" answers belew, Circts quastions you don’t know the snswers to,
GEHERAL QUESTIONS : HBCER. MEDICAL QUESTIONS . ‘ Yes | He
1, Hasa doclor ever danted o taxkizted your particinatian In spocis ot 25, Do you cough, wheeze, or have dificully breathing during of
myreason? alfer exerclse?
2 Doyou have anyongolng medical conditions? I sa, pleasa Ientily 27, Have you evar ussd an frfalar o7 ikan aslhma eedicine?
telow: 3 Astima O Anemfa L3 Dlabeles O3 Iofections 28, Is Uierm anyonn In vour Banlly whohasasthmaz~ °
| Oter 29, Wera you bam without or aca you missing & Kidrey, an eye,  lestitie
3, Hava you ever spend the nighlin the hospikal? {males), your spieen, or any olhar ergan?
4. Have ypu everhad surgery? 30, Do you have groln paln o a palnfol bulge o¢ hemls I the greln area?
HEART HEALYH QUESTIONS ABOLT YOU' ’ Yexs | Mo 31, Have you had Infoctious monoaucieosts {mono) within the last month?
5. Have you evee passed out or nearly passsd ol DURIKG o 32 Do you hava any rashes, prassure sares, or other skin problems?
- "FH TER W“"h?w T ! 3%, Hava you had & herpes o FARA 54 Infection?
. Haveyol ever comior, paln, Hghtness, or pressure b your
:. :my:u; h»nwg;acc ou::dp h;at.: (lncg:llrn bu:)}:lm‘ﬁmm! ) pmﬁ:fd teadache, of memory nroblems? o
, Hasa dozier evertold you that you hava any haart problems? H sq,
checkall Btapgly 3B, Do you havs a histary of sefzure disordar?
D Highblodpresure D3 Aheasmumur 37, Doyou have heataches wih exercise?
O Bigh cholesterdl 0 Ahear Infection 38, Kave you sver had numbnzse, Yngling, o vicakness In yaur ama o
D Kawasak dleessa Othzr legsaftet belng bit or {aling?
9, Has 2 doctor ever wdered  Lest Toc your Neart? (Rex txmple, ECBIEKG, | 33, Havo you ever besn Lnabla {o move yaurarms or [egs after being hit
echocardlogram) yourheant e ' erfall?:s?
10, Doyou getlightheaded or feel more shorl of breath than expecicd 40, Have You ever beconte Il while exercising ln tha heat?
durinp exercise? 41. Do you get frequent muscle cramps whan axerclsiag?
11, Have you evef has snunexplained sebaure? 42 Dayou of omiecilt [ your famlly have slckdn e balt of disessa?
12 go %'nw gel rrtmr; Hired or chart of hraath mote quiekiythan your fdends | - 4%, Have you had any problains with your cyes o viskn?
uring axerclsy
, Have you had any ey knjodes?
HEART HEALTH QUESTIONS AHOUT YOUR FAMILY ~ Ye5 | No | :; Dawzuwur g]'::: or”m:d ensas?
13, Has 2ny famlly membaro relalive ¢t of heard problens or bad 20 :
unemecled on?v unerplalied sudden death beroup:gn £0 fnctudng A6, Doyou wear prolectiva ayewia, Such 25 00001ss or 8 1ace shisls?
drowning, unexplalned car aceldent, or tidden Infant death sundrome)? 47, T you worry aboct your welght?
14, Doss anyons In your famiy have byparrophlc cardlompopathy, Madan 48, Mo you trving to oc has anyons recommended thatyou pala o
ayngmme, arhythmogsnia ﬂufﬂai'em.n:;e:r.ﬂar:;amrﬂmyapaﬂufll1 01:!% iQT , loge welght?
syndrame, short OT sydroma, Brugada syndrome, of cates] nergle 3
pulymamﬁln e b PEg A3 :lre you on a spectal dlel o do you avold cedaln typas of foods?
15, Dotes anyone Inyour fazmiy have 3 heart problsm, pacemaker, ot £0, Habe yo ever hat an et dorderd
Wgfactad danblatec? ' ' 51, Doyou have any concams that you wolnd llka 1o distucs with a doctar?
6. Hasanyane In yourfomiy had Laexpiincd faniing, nax piaines PEMMESONY e -~ o © -% 7
stizutes, ornear drownlng? 62. Have you ever had 2 menstrual pedod?
RUNE AND JOINT QUESTIONS <.~ ., ¢ ° . .o, ' Yes | Ko~ |53, Howold were you whian you had vour flrst menstiual padod?
17, Have you ever had an injory to.a bonb, muscde, Gigameat, or {endon 54, Howmang perfods bave you had In the last 12 moaths?
that caused vou tos mis a prattice ora gams? Explaln “yes® answers hera
18, Have you sver had any beoken or fractured bones or dislocaled Jolnls?
18, Haveyou evar had an Injuiy tiat fequired X-rays, MR], 0T scan,
Infectons, Ererapy, a brack, s cast, or cndches?
20, Ravayo aver had & stress fracture?
25, Haveyor ever baen told thal you have or have you had an x-rsy forneck
Yastabisily or stiantondal ingtabllite? Dawn syndrome of dwarfem) . .
22, Doyou reguiadty use a brace, orthollcs, or ather asslstivs devige?
23. Do you have & boas, musd, o jolnt Jojury (it bothert yau? :
24, Do any of your Jolnls become palnfl, swollen, feel warm, ot look reg?
25, Do yoit have any history of Juvenlls arikuitis or cannectivs tissut dissase?

| hareby stato that, to the bast of my knowledge, my answers 1o the above questions are complete and correst
Signature of a¥laie Slgoatre of phreat/ouirdan Dalz

Q2019 Amarlean Acadery of Famiky Fhysictans, Ameifean Avademy of Padiatics, American Coliags of Spats Medfing, Amarss Medica) Seciely for Sporis Mediehie, Anerican Orthopaedc
Soclaly ferSpods Medicine, and American Osteopathio Acaeiny of Spocts Medicing. Petmisslon Is granted b raprint for noncommercla), eduzalional purposes with acknaieledgmant

e
New Jersey Dopwriment of Education 2074; Pursuant 1o P.L2013, e.71
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM .

Date of Exam

Nams : ' Date of bitth

Sex Age Grade School Spori(s)

1. Typsofdissbiity . . ,, N L

T T

2, Dieoldisally | X o

3. Clasycation (if avallable)

4. Cayso of disabtty (ollh, diseass, sceldantAravma, othes)

5. Listthe sports you aro Interested In playlng

B ) ' . Yes Mo

8. Doyou regulary 9se a brace, assistive device, or prosthetic?

7. Doyovuss any speclal brace or asslstive device for sporls?

8. Doyouhave wny rashes, SIESEUIS $01e8, & any olher ekin problema?

4, Doyou fiave 3 heailng losa? Do yoU v4e & heaing ald?

14, Devouhave avisval lnpalimeal?

11, Doyauseany spechal devicas for bowa! o bladder funcion?

12. Do yourhava hurning or scomfort when eiinating?

13, Have yoo had avlonomls dpsrellexla?

4. Hava you evar baen dlagnosed with a heat-related Grypedhiurmfa) or eald-refaled typothermia) lliness?

15. Do you have rusels spasticy?

16, Doyou have frequent selzuras thal cannot be sontrolied by medication?

Explatn ¥yes™ answess here \

Please Indfealeoif vou have aver had any af the JaTlowing.

. s Lo . A Lt 3o s Yeg' . | Mo

Aoty

Heray evaluation (o atiantondal Tnstabilky

Blstocated [oints {more than oaz)

Easy bleeding

Enlasged solzen

, Hapatits

Osteoneniz or ocieoporosis

Difficutiy controiling bawe!

Difficolty contioling bladder

Rumbaess 2 fingling I anmis or hands

Ruribress oringling In legs oc faet

Weakness 1In amms or hands

Waakness In legs of feat

Recard change in coordinalion

Recanl changs in sbllity fowlk

Spia bifida

Lalay aXergy

Explaln“yes answers here

.

T hereby slato that, to the bast of my knawledge, my anawors b the above questions are complels and torcot.

Szt of athiaie e of purmVndin Date,

2010 Amerlcah Atademy of Famlly Physiclans, Amedean Acadamy of Pedlaliles, Amerizan Collegs of Spode Medicins, Amarican Medical Soriety for Sporis Me American Drihopaediy
Sockety for Sports M:dic!nje', mﬁaﬁ'ﬁ Oslenoaiidn Acadary of Sports Hadiehe. Patniizsion :gnmgn'mcpdntrarnoncammm!a; tavclug’wpv%?u %Mmt

New Jersey Daparimant of Eduealion 2074] Pursuint o AL2013, 0.77



& PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Nam Data of bitth

PHYSICIAK REMINDERS
4. Constder aclditfonal quasiions on more sensiive Issiex
* Do you fea! siresspd anl or under a 2ot of prassure?
* Doyou ever feel sad, hispeiess, depressed, orsnxlous?
* Do you{es! saloat your home or residence?
* Have you evay Iried clgareties, chewlng tebaceo, snuff, ar dip?
* During {he past3a days, did you use chawlng tobaceo, snuth, ardip?
* Do you drink aleehol of fiss any other drugs?

* Have yoy ever takin anabalie slerolds or ussd any ofirer performance suppiement? . , S R
*"itve yolt over laken any supslements to help you galn ap lose welghtor improvs yaur porfomancey * v
* Do you wear a se3f beil, vea a helmat, and use condoms? .
2, Gonelder reviewing auestions on cardlovascufay symptoms (questions 5~14), .

EXARINATIOH v . - L

Height . Welght [ Male D Female

Bp / [ S N Vislon R 20/ _ L2 Comsltd DY D H

MEDICAL ' ' v * HORMAL ABRORMAL FINOIHGS

Appsarance
* Marfan stigmata wghomllula Wgh-acched palaty, pectuy sycavatiim, amchinedachly,
amn span > halght, Byperdatty, myopla, MVE, ao0ilc insufficlensy) !

Eyesioarsinosethroat
* Puplls equal
»_Hraring
Lymzh sodes
Hearlt

+ Munmurs {avssultaton standing, suping, +/- Valsalva)
o _Locatton of polnt of maximal mpulse (PMY
Pulses

s Simultansaus femorl and radlal pulses

Lungs
Abdomen

Gantisurlnary (males

SKn

 « HSW lestons suagestva of MASA. tinea comaris
Heurologles

MUSCULOSKELETAL A - . v . . i O B : . .
Hegk
Back .
Shouldes/am
ElbowXorearm

Witskhaad Kingers

HiaAhigh

inte

Lephanke

Foottoes

Functional

+ Duck-walk, singlaleg hop

Wongee B0T, schocardiogram, and refacral 1o cardialogy for abadrmal eardies bkioey ov stam,
Wanstder GUF sxtmil 5 privete sxitiod, Having bied party present D taterwmasdsd,
Conidyr cogniten evaliatian oe basehing relwepiyehlstrls teting Ils Bistory el sigrdficant coneyission,

O Cleared for all sporls without resiriction
0 Claared for allsports without restriction with recommendations foc furthes evaluation or treatment for

1 Hetceared
Q Pending further svluation

0 For any sports
B For cartaln sports
Reason
Recommendations

Thave 2xcaminzd the absve-nanied sludent and complated the pieparlicpation physical avaluation, The athiele doss nol presant apparen! clinical contralndlealians 1o practien and
paticipate in $he sparifs) 32 pudiined 2have, A dopy of the phy<Teal eaem ¥x on record ' my office and can bs mxdpavallable o the sehool at the cequesl ol the pavenit. If candltlons
arlseatiorihe athjele has been eleared Jor parllcipalion, a phystefan may reselnd the claarance unill ke problem bs resclvad and the paleatial corsequences are camplulely exglaines
lo Ihwathiats (and parenizfguardfuns),

Nama of physician, zdvanced praclice nurse (AFN), physiclan assistam (PA) {arinttypd) Dale

Adrets Phoss
Slghature of physiclan, APN, PA

D2010 Amernican Avademy of Family Physicians, Ametican Academy of Fechalrics, American Golizpe of Sports Medichne, Ametican Medical Soclely for Sparie Medieing, Anerizan Oihapandic
Soglaly for Sparis Mediclna, and American Dsteopathlc Actdamy of Sporis Mgiein, Permission Is granied fo roprint lor noncommercial educational purposes with acknowlzdgment »
W

56 2020
New Jersey Depariment of Edtcation 2014; Pursvant fo PL20TS, .71 .



PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM :

Nama SekOM OF Ao Dateofbith
T3 Cleared for all aports without restriction .
3 Cleared for all spotls without restiiction with recommendations far further evalation ar traztmant for .

e .

0 Not cleared ] .

.0,y 1 Pendlng further evaluation
O Foranysporls
B Forcertain sports

Reason

)
¥,
ate

Resommendafions L

EMERGENCY INFORMATION
Alerglas

Other Information

| have examined the above-named sfudent and completed the prepariicipation physical evatuation, The athlete does not present apparent
elinival contralndlcations fo practice and participate In the sport(s) as ouilined above. A copy of the physleal exam is on recvrd in my oifice

and can be made avallabie o the school at the requast of the parents, If conditions arise aftar the athlete has heen cleared for participation,

the physiclan may rescind ihe clearance until the problem is resolved and the potentlal conseguences are comipletely explainedto tha athlete
(and parants/guardians}, ’ .

Nalma of phg;sieian, advanted practica nurse (APN), physldan asslstant (FA) ‘ Dats
Address ' Phone

Signatura of physician, APN, PA
Completed Cardlas Assessment Prafessional Development Maditle

Date, Signature,

@2010 AmericanAcadzmy of Family Physicians, Amsrican Azatiamy of Pediatrics, American Collsoe of Sports Mediche, Amarican Mecical Soclely for Sparls Medizins, Amecan Orihopaeds -
Soclsly for Sports Medlcine, andAmarican Oslaopathle Azademy of Spsris Madtins, Permissions grantzd o reprint for nencommersial, oducational purpases with scknowiedgmint
New Jersey Departmeni of Education 2014 Pusant {o PA.2013, .71

-



