Please {ill out, sign, and date by vour Parent(s)/Guardian(s) and return As Soon As Possible.

WHS Band Parent/Guardian Transportation Permission Form

‘We, as parents/guardians have given owr permission for our son/daughter to make any trips
necessary for participation in the activities of the Waltrip High School Band program. We understand that
our child will be traveling by means of Houston ISD transportation or other HISD approved transportation.
Our child has assured us that he/she will conduct herself/himself in such a way as to give credit to our
school and community. We know each trip is an approved school trip and we understand that school rule of
conduct and dress code will apply throughout each trip. We are aware that the district policy on dress is
required for every trip. It is understood that precautions will be taken in the best interest of the student’s
safety and well-being. We agree that the faculty members, sponsors, and other adult chaperones that are
going will not be held responsible for any accident or misfortune, which might occur in connection with
any trip.

The faculty member or sponsor has my consent to give permission to any emergency medical
treatment needs for my child. You may be assured that my child is being allowed to take each trip with our
full consent.

Date

Parent/Guardian Signature x

As a Band Student, I have read this and will abide by these requirements.
Band Student Signature x

Student Medical Information Form

(Please Print)

Home Phone Number

Emergency Name and Number

What Allergies or Medications?

Student’s Physician and Number

Hospitalization and Accident Insurance Policy (Please give the name of the companies and

policy numbers)

Company Policy Numbex

Telephone

Name of Insured

Tusured’s SS#




__HOUSTON INDEPENDENT SCHOOL DISTRICT

STUDENT MEDIA CONSENT AND RELEASE FORM

This release allows the Houston Independent School District (HISD) to print, photograph, and record my child
for use in efforts to promote HISD's activities and achievements. The consent includes aflowing my child46 be
included and/or featured in materials to train teachers and/or increase public awareness of HISD schdols
through digital and print media including: newspaper, radio, TV, websites, blogs, and social media channels
(Facebook, Twitter, YouTube, etc.), DVDs, displays, and brochures. This release includes the use of my child's
work, name, image, and/or voice.

Qi attest that | am the parent or guardian of ' and | GIVE HISD and its employees and
representatives permission to print, photograph, and record my child for use in electronic, digital, and
printed media.

1 [ attest that | am the parent or guardian of and | DO NOT GIVE HISD and its
employees and representatives permission to print, photograph, and record my child for use in audio, .
video, film or any other electronic, digital, or printed media.

| agree to release the Houston Independent School District, its past, present and future trustees, officers,

employees, representatives, and agents, from any and all liability, claims, demands, and causes of action
arising out of the use of this material. i )

| certify that | have read this document and fully understand its terms and conditions. | also understand that |
may withdraw consent at any time by sending a written request to the principal of my child’s school.

PLEASE PRINT
Name of child Grade
Address

City, State, Zip_

Name of parent or guardian

School

Signature of parent or guardian

Date Phone Number

HISD Media Relations | July 2018



s PREPARTICIPATION PHYSICAY, LVALUATION -~ MEDICAL HISTORY w

This MEDICAL HISTORY FORM must be completed ananally by parent (or guardian) and student in order for the student ta participate in activities. These
gquestions are designed to detormine if the student has developed any conditfon which would make it hazardous to participate {n an event.

Student's Name: (print) Sex Age Date of Binth
Address Phone
Gnde ) School

Pessonal Physician Phone

In caxe of omergency, contact:
Name . Relationship __~ Phone(H) (W)
Explain “Yes™ answers in the box below*®, Circle questions you don’t know the answert to,

oo Os

Yes No
1. Haveyouhad a medical illness o injury since your 1ast check 13,  Have youcver gotten uncxpectedly short of breath with Es
1p o physical? exercise?
L Have you been hospitalized overaight in the past year? Do you have asthma? E[
Have you ever had surgery? Do you have scasonal allergies that require medical treatment? 7]
3. Bave you ever had prior testing for the heart ordeied by a 4. Do youuse any special protective or corrective equipment or []
physican? devices that aren't usually used for your activity or position

Have you ever passed out during or after exercisc?
Have you ever had chest pain during or after exercise?

(for example, knee brace, special neck roll, foot orthotics,
retainer on your teeth, hearing aid)?

i

Do you get tired more quickly than your friends do during 15.  Have you ever had a sprain, strain, or swelling after injury? O
exercise? Havs you broken or fractured any bones or dislocated any D
Have you everhad racing of your heart or skipped heartbeats? joints?

Have you had high blood pressure or high chalesterol? Have you had any other problems with pain or swelling in E]

|

Bave you ever ez told you have a heart murmus?
Has any family member or relative died of heart problems or of
sudden nnexpected death before age 507

mustles, tendons, bones, of joints?
If yes, check appropriate box aud explain below:

0O OooOo oo oono o
o o o e o

mimim

Fizs amy Fzmily member been diagnosed with enlarged heart, 1 Head D Elbow [ Hip

{dilet=d cardiomycpathy), hypertrophic cardiomyopathy, fong 1 Neck [ Forearm 1 thigh

QT syndrare or other jon chanaclpathy (Brugada syndrome, G Back ] Wrist D Knee

£15), Marfan's syndrome, or sbnommal beart rhythm? [] Chest [ | Hand 1 shin/Calf

Hzveyouhada scvcm viral infection (for example, D D Shoulder [] Fingcr ]:] Ankle

myocasditis r mononucleosis) within the fast month? UpperAm L] Foot

Has 2 physician ever denied or restricted your participation in O O 16. Do you want to weigh more or less than you do now? 1

activities for any heart probleras? ; 17. Do you feel stressed out? D
o, Haveyoneverhada head injury or concussion? ] 18.  Haveyou ever been diaghosed with or treated for sickle cell O

Have yau ever been knocked ont, become unconscious, or lost . . ——

D trait or sickle cell diszase?

your Iemory? Fenales Only

H yes, how many times? 19. When was your first menstrual period?

‘When was your last concussion? ‘When was your most recent menstrual period?

How severe was each one? (Explain below) How much time do you nsually have from the start of one period to the start of

Have you ever had a setaure? another?

Do you have frequent or severe headaches?

How raany periods have you had in the last year? .
Have you ever had numbness or tingling in your arms, hands,

‘What was the longest time between perdods in the last year?

legs or feet? i . Males Only
Haveyou cvahad a r.w.vgcr, bumer, or pinched nerve? 20, Do you have two testicles?
5. Arcyounissing any Pflrcd organs? 2L Dp you have any testicular swelling or masses?
5. i’: you und ;dphi:,” s care? L. iotig [An cletfrocardiogram (ECG) is not required.  have read and understand the
7. Ase you gucently fding any prescription or non-prescription information about cardiac screening on the UIL Sudden Cardiac Axxest
{over-the-countes) medication or pills or using an ihaler? Awareness Form., By checking this box, I choose to obtain an ECG for my
8. Do you bave zny allesgies (for example, to pollen, medicine, ;

student for additional cardiaé screening. T understand it is the responsibility of
my family to schedule and pay for such ECG.
EXPLAIN ‘YES' ANSWERS IN THE BOX BELOW (autach another shest if necessary):

food, or stinging insects)?

9, Have you ever been dizzy during or after exercise?

10, Do yoir have any curyent skin problemi (for example, ilching,
rashes, pene, warts, fungus, or blisters)?

11, Have you over become )l from excrcising in the heat?

12, Have you had any problems with yous gyes or vision?

o S i O o
I 0

It is understood that even though protective equipment Is womn by athletes, Whenever needed, tha possibility of an accident still remains, Neither the University Interscholastic Leagne
noe the school assumes any responsibility In case ko sccident ocours,

If, in the judgment of any representative of the school, the above student should need lmmedinte enre and {reatment as a result of any Injucy or sickness, I do hereby request, avthorizs, and
consent (o such care and trealment as may be given suld studenl by any physiciag, athletls (miner, nyrse or school representative. 1 do hereby agree to indemnify and save hammless the
school and any schoo] or hospjtal representaifve from any clalm by any person on account of auclh cara and freatment of said student,

11, between this date and the beginning of participation, any iliness or injury theuld aceur that may Hmit tils student’s participation, I agree to notify the school authorities of such illness or
Injury.

1 lierehy state that, Lo the best of my knowledge, my answers to {ie ahove questlons ars complete and corvect. Failure fo provide fruthful responses could
suliject the student In question to penallles determined hy the Uil .

Student Bignature: Parent/Guasdian Signaiuro! Date:

Any Yesanwpwer to quesilons 1,2, 3,4, 5, or 6 requives furiher medlexl evaluailon wileh may include a physles! examination. Wrltten clearance from a physletan, physfefan

assistant, ehfropractar, oy nurse practtioner Is requived before any. partielpatlon In UIL practicey, gamex or matches, THIS FORM MUST BE ON FILE PRIOR TO

PARTICIPATION IN ANY I'RACTICE, SCRIMMAGE, PERFORMANCE OR CONTEST BEFORE, DURING OR AFTER SCHOOL.
ForSchool Uss Quly:

This Medical Histary Vorm waa reviewed by:  Printed Name Date Signature




PREPARTICITATION PHYSICAL EVALUATION — PHYSICAL EXAMINATION

Student's Name Sex Age Date of Birth

Height Weight % Body fat (optional) Pulse BP__/ C_ 1 [ )
brachial blood pressure while sitting

Vision: R 20/ L2/ Comrected: [1Y [N Pupils: [1 Equal [ Unequal

As a minimum requirement, this Physical Examination Form must be completed prior to junior high participation and again
prior fo first and third years of high school participation. It must be completed if there are yes answers to specific questions on
the student's MEDICAL HISTORY FORM on the reverse side. * Local district policy may require an annual physical exam.

NORMAL ABNORMAL FINDINGS INITIALS*

MEDICAL

Appearance L
Eycsl’Ears/Noscl’l‘hroat

Lymph. Nodes
Heart-Auscultation of the heart in
thc supine positioi. i
HcartAuscultauon of the hcartm A
the standing position. . - ,
Heart-Lower cxtrcmxty pulscs - RS
Pulses
Lurgs = NI
Abdormen, ‘ :
Gcmtaha (malcs on]y)

Skin .

Marfan 5 stxgmata (arachnedactyly,
pcctus excavatum, joint
hypcrmobmty, scoliosis)
MUSCULGSKELETAL

Neek N
SESuer At
Elbow/Foicarm . :
Wrist/ffand
Hip/Thigh, .
Kiee

Foot

*station-based examination only

CLEARANCE

1 Cleared

[0 Cleared afier completing evaluation/rehabilitation for:

[1 Notcleared for: Reason:

Recommendations:

The following information must bé filled in and signed by either a Physician, a Physitian Assistant licensed by a State Board of
Physician Assistant Examiners, a Registered Nurse recognized as an Advanced Practice Nurse by the Board of Nurse Examiners,
or a Doctor of Chiropractie. Examination forms signed by any other health care practitioner, will not be accepted,

Name (print/type) Date of Examination:
Address:

Phone Number:

Signature:

Must be completed before a student participates in any practice, before, during or after school, (both in-season and out-of-season) or performance/
games/matches.




