CHAPELGATE STUDENT-ATHLETE POLICY 2020-2021
As a student athlete, who is an ambassador for God and a representative of Chapelgate Christian Academy, I
agree to adhere to the following guidelines in accordance with the philosophy set forth by Chapelgate Athletics.
1) I understand it is my responsibility to acquire and maintain academic eligibility. I may not use an
athletic event as an excuse for late or missing class work.
2) Participation on a sports team involves commitment. This will be demonstrated by attending practice and
games daily, arriving on time, putting my CCA team before other non CCA teams, arranging my work
schedule around my CCA team commitments, etc… If I am chosen on a team, I understand that a lack of
commitment to my team may result in less playing time and/or dismissal from the team.
3) As a representative of a CCA athletic team, I understand that I may be held accountable to uphold a high
standard of character, work ethic, and commitment to grades and team. Therefore, I plan to:
• exhibit honesty in words and play
• submit to my coaches authority
• follow and obey the transportation requirements set by CCA
• demonstrate good sportsmanship
• show respect to referees, opponents, teammates, coaches
• refrain from any and all forms of initiation/hazing
• be a good steward of uniforms, equipment, and buses
4) I understand that the following things are not permitted:
a. Inappropriate language
d. Insubordination
b. Fighting
e. Gossiping
c. Use of alcohol and/or drugs
5) I understand that it is my responsibility to have arrangement for a ride home at the dismissal time of
practices or games. My lack in abiding by this may result in player consequences as well as possible
forfeiture of my participation on the team.
6) If I have a late practice or game, I understand that I must be in the required studyuntil the practice or game begins.

________________________________________
Student’s Name Printed

hall or off campus

_______________________________________
Student’s Signature

As the parent/guardian of the athlete named above, I confirm that I have read the athletic parent handbook
and agree to uphold its policies and rules.
________________________________________
Printed Parent’s Name

________________________________________
Parent’s Signature

CHAPELGATE ATHLETIC ACCIDENT CARD 2020-2021
Student Name: __________________________________ Grade: _____

Home Phone: _______________

Student Address: __________________________________________________________________________
Mother’s Name: ________________________________

Work Phone: ____________________________

Email Address _________________________________

Cell Phone:

Father’s Name: _________________________________

Work Phone: ____________________________

Email Address _________________________________

Cell Phone: ____________________________

Emergency Contact Name: _______________________

Phone Number: __________________________

____________________________

I give permission for my child to obtain medical treatment if needed. Circle one: YES NO
List known allergies (ie- penicillin, bee stings, etc.): ______________________________________________
List medical conditions & necessary devices (ie- epi-pen, inhaler, diabetic, heart murmur, etc):
_________________________________________________________________________________________
Parent Name: _______________________________

Parent Signature: __________________________

Please fill out both copies
CHAPELGATE ATHLETIC ACCIDENT CARD 2020-2021
Student Name: __________________________________ Grade: _____

Home Phone: _______________

Student Address: __________________________________________________________________________
Mother’s Name: ________________________________

Work Phone: ____________________________

Email Address _________________________________

Cell Phone:

Father’s Name: _________________________________

Work Phone: ____________________________

Email Address _________________________________

Cell Phone: ____________________________

Emergency Contact Name: _______________________

Phone Number: __________________________

____________________________

I give permission for my child to obtain medical treatment if needed. Circle one: YES NO
List known allergies (ie- penicillin, bee stings, etc.): ______________________________________________
List medical conditions & necessary devices (ie- epi-pen, inhaler, diabetic, heart murmur, etc):
_________________________________________________________________________________________
Parent Name: _______________________________

Parent Signature: __________________________

■ PREPARTICIPATION PHYSICAL EVALUATION HISTORY

FORM
Note: Complete and sign this form (with your parents if younger than 18) before your appointment.
Name: ________________________________________________________________ Date of birth: _____________________________
Date of examination: _______________________________ Sport(s): _____________________________________________________
Sex assigned at birth (F, M, or intersex): _________________ How do you identify your gender? (F, M, or other): ___________________
List past and current medical conditions. _____________________________________________________________________________
_______________________________________________________________________________________________________________
Have you ever had surgery? If yes, list all past surgical procedures. _______________________________________________________
_______________________________________________________________________________________________________________
Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
Patient Health Questionnaire Version 4 (PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle
response.)
Not at all
Several days
Over half the days
Nearly every day
Feeling nervous, anxious, or on edge
0
1
2
3
Not being able to stop or control worrying
0
1
2
3
Little interest or pleasure in doing things
0
1
2
3
Feeling down, depressed, or hopeless
0
1
2
3
(A sum of ≥3 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening
purposes.)
GENERAL QUESTIONS
(Explain “Yes” answers at the end of this form.
Circle questions if you don’t know the answer.)

HEART HEALTH QUESTIONS ABOUT YOU (CONTINUED )

Yes

No

Yes

No

Yes

No

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

1. Do you have any concerns that you would like to
discuss with your provider?
2. Has a provider ever denied or restricted your
participation in sports for any reason?

10. Have you ever had a seizure?
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY

3. Do you have any ongoing medical issues or
recent illness?
HEART HEALTH QUESTIONS ABOUT YOU
4. Have you ever passed out or nearly passed out
during or after exercise?
5. Have you ever had discomfort, pain, tightness, or
pressure in your chest during exercise?
6. Does your heart ever race, flutter in your chest,
or skip beats (irregular beats) during exercise?
7. Has a doctor ever told you that you have any
heart problems?
8. Has a doctor ever requested a test for your
heart? For example, electrocardiography (ECG)
or echocardiography.

Yes

No

11. Has any family member or relative died of heart problems
or had an unexpected or unexplained sudden death
before age 35 years (including drowning or unexplained
car crash)?
12. Does anyone in your family have a genetic heart problem
such as hypertrophic cardiomyopathy (HCM), Marfan
syndrome, arrhythmogenic right ventricular
cardiomyopathy (ARVC), long QT syndrome (LQTS), short
QT syndrome (SQTS), Brugada syndrome, or
catecholaminergic polymorphic ventricular tachycardia
(CPVT)?

13. Has anyone in your family had a pacemaker or an
implanted defibrillator before age 35?

BONE AND JOINT QUESTIONS

Yes

No

14. Have you ever had a stress fracture or an
injury to a bone, muscle, ligament, joint,
or tendon that caused you to miss a
practice or game?

16. Do you cough, wheeze, or have difficulty
breathing during or after exercise?
17. Are you missing a kidney, an eye, a
testicle (males), your spleen, or any
other organ?
18. Do you have groin or testicle pain or a
painful bulge or hernia in the groin
area?
19. Do you have any recurring skin rashes or
rashes that come and go, including
herpes or methicillin-resistant
Staphylococcus aureus (MRSA)?

Yes

No

Yes

No

25. Do you worry about your weight?
26. Are you trying to or has anyone recommended that you
gain or lose weight?

15. Do you have a bone, muscle, ligament, or
joint injury that bothers you?
MEDICAL QUESTIONS

MEDICAL QUESTIONS (CONTINUED )

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

No

28. Have you ever had an eating disorder?
FEMALES ONLY
29. Have you ever had a menstrual period?
30. How old were you when you had your first menstrual
period?
31. When was your most recent menstrual period?
32. How many periods have you had in the past 12 months?

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

Explain “Yes” answers here.

______________________________________________________
21. Have you ever had numbness, had
tingling, had weakness in your arms or
legs, or been unable to move your arms
or legs after being hit or falling?
22. Have you ever become ill while exercising
in the heat?

______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________

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

______________________________________________________

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

______________________________________________________

______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Signature of athlete:

______________________________________________________________________________________________________
Signature of parent or guardian: __________________________________________________________________________________________
Date: ________________________________________________________

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American
Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with
acknowledgment.

Chapelgate Christian Academy
Pre-Participation Physical Evaluation
For School Year 2020-2021
EXAM DATE MUST BE AFTER July 1, 2020
Name: ____________________________________ Circle one: Male Female Birth Date: _________________ Grade: ________
Address: ________________________________________________

Home Phone: ______________________________________

Sport(s):_________________________________________________________________________________ In Case of Emergency,
Contact:
Name: _________________________________________

Relationship: ________________ Phone: _____________________

Name: _________________________________________

Relationship: ________________ Phone: _____________________

Insurance Company: __________________________________ Policy# :_____________________ Group #: ___________________
Name of Insured: _____________________________________________________________________________________________

■ PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM
Name: _________________________________________________________________ Date of birth: ____________________________

PHYSICIAN REMINDERS
1.
Consider additional questions on more-sensitive issues.
•
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?
•
Have you ever tried cigarettes, e-cigarettes, chewing tobacco, snuff, or dip?
•
During the past 30 days, did you use chewing tobacco, snuff, or dip?
•
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?
•
Do you wear a seat belt, use a helmet, and use condoms?
2.
Consider reviewing questions on cardiovascular symptoms (Q4–Q13 of History Form).
a Consider electrocardiography (ECG), echocardiography, referral to a cardiologist for abnormal cardiac history or examination findings, or a combination of
those.
Name of health care professional (print or type): ___________________________________________________ Date: ___________________ Address:

________________________________________________________________________ Phone: ___________________________ Signature of
health care professional: _____________________________________________________________________ , MD, DO, NP, or PA
EXAMINATION
Height:
BP: / ( / ) Pulse:

Weight:
Vision: R 20/

MEDICAL
Appearance
• Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum,
arachnodactyly, hyperlaxity, myopia, mitral valve prolapse [MVP], and aortic
insufficiency)
Eyes, ears, nose, and throat
•
Pupils equal
•
Hearing
Lymph nodes
Hearta

L 20/ Corrected: □ Y
NORMAL

□N
ABNORMAL FINDINGS

•
Murmurs (auscultation standing, auscultation supine, and ± Valsalva
maneuver)
Lungs
Abdomen
Skin
• Herpes simplex virus (HSV), lesions suggestive of methicillin-resistant
Staphylococcus aureus (MRSA), or tinea corporis
Neurological
MUSCULOSKELETAL

NORMAL

ABNORMAL FINDINGS

Neck
Back
Shoulder and arm
Elbow and forearm
Wrist, hand, and fingers
Hip and thigh
Knee
Leg and ankle
Foot and toes
Functional
•Double-leg squat test, single-leg squat test, and box drop or step drop test
of Family
Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic Society for Sports
Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

© 2019
American
Academy

■ PREPARTICIPATION PHYSICAL EVALUATION

MEDICAL ELIGIBILITY FORM
Name: _______________________________________________________ Date of birth: _________________________
□ Medically eligible for all sports without restriction
□ Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

__________________________________________________________________________________________________
__________________________________________________________________________________________________
□ Medically eligible for certain sports

__________________________________________________________________________________________________
__________________________________________________________________________________________________
□ Not medically eligible pending further evaluation
□ Not medically eligible for any sports
Recommendations: ___________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of the physical
examination findings are on record in my office and can be made available 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 medical eligibility until the problem is resolved and the
potential consequences are completely explained to the athlete (and parents or guardians).
Name of health care professional (print or type): __________________________________________ Date: ____________________________
Address: _________________________________________________________________________ Phone: ___________________________
Signature of health care professional: _____________________________________________________________________, MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION
Allergies: ____________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________ Medications:
________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ Other
information: ____________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________ Emergency
contacts: ___________________________________________________________________________________

__________________________________________________________________________________________________

PRE-PARTICIPATION COVID-19
Supplemental Questions for Student’s Physical
This form should be completed by the student’s physician at the time of a physical.
Student History
1. Has your child or adolescent been diagnosed with COVID-19?
Yes

No

2. Was your child or adolescent hospitalized as a result for complications of COVID-19?
Yes

No

3. Has your Child been diagnosed with Multi-inflammatory Syndrome in Children?
Yes

No

4. Has your child or adolescent had direct known exposure to someone diagnosed with COVID-19?
Yes

No

Please address any "yes" answers to the above questions here:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

COVID-19 Awareness
Parent/Student-Athlete Participation Acknowledgement Statements
I ______________________________, the parent/guardian of ______________________,
acknowledge that I have received information on all of the following:
•
What you should know about COVID-19 to protect yourself and others
•
Share facts about COVID-19
•
Multisystem Inflammatory Syndrome in Children (MIS-C)
•
COVID-19 Frequently Asked Questions from the Maryland State Health Department.
https://coronavirus.maryland.gov/#FAQ
I ______________________________, the parent/guardian of ______________________, will
follow the requirements for in-person attendance at any extracurricular athletic and activity
event.
•
I will not send my child to extracurricular athletic and activities if they are exhibiting any
signs/symptoms of COVID 19 or have been exposed to someone with COVID 19 (or presumed to
have COVID 19) in the past 14 days.
•
I will review symptoms with my child and monitor my child’s symptoms every day that my
child attends in-person activities/events.
•
If my child becomes ill during any in-person activity/event, I will ensure they are picked up
promptly. I will follow-up with an authorized health care provider/health department and
comply with recommended quarantine or isolation as directed. If my child is ill, I understand that
a release to return to in-person activity from an authorized health care
provider will be required.
Signs and Symptoms of COVID-19:
•
•
•
•
•

Fever (100.4°F or greater) or chills
Cough
Shortness of breath or difficulty
breathing
Fatigue
Muscle or body aches

•
•
•
•
•
•

Headache
New loss of taste or smell
Diarrhea
Sore throat
Congestion or runny nose
Nausea or vomiting

Students must be free of fever without the use of fever reducing medications.

Parent/Guardian______________________ Parent/Guardian_______________________
Print Name
Signature and Date
Student Athlete_______________________ Student Athlete___________________________
Print Name
Signature and Date

CHAPELGATE CHRISTIAN ACADEMY Sudden
Cardiac Arrest Information
Sudden cardiac arrest (SCA) is when the heart suddenly stops beating, resulting in no blood flow to the brain and other vital organs.
Approximately 300,000 out-of-hospital cardiac arrests occur each year in the United States.
SCA happens without warning and requires emergency treatment. A person having SCA needs to be treated with a defibrillator right
away. This device sends an electric shock to the heart. The electric shock can restore a normal rhythm to a heart that’s stopped
beating. To work well, defibrillation must be done within minutes of SCA. Rapidly implementing the “chain of survival” model can
help increase the chances of survival from sudden cardiac arrest. With every minute that passes, the chances of surviving SCA drop
rapidly.
The steps in the chain include activation of emergency medical services by calling 9-1-1 if someone has signs or symptoms of SCA,
starting cardiopulmonary resuscitation (CPR), using an automated external defibrillator (AED), and acquiring appropriate care.
SCA should be suspected in any athlete who has collapsed and is unresponsive.

(6/2019)

