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CECIL COUNTY PUBLIC SCHOOLS
INTERSCHOLASTIC ATHLETIC PROGRAM
PARTICIPATION INFORMATION
TO THE PARENT OR GUARDIAN:
It is the goal of the Cecil County Public Schools (CCPS) Interscholastic Athletic Program to
provide a safe and supportive environment for all students. We believe athletes need to develop
skills that will teach good sportsmanship, self-discipline, and relationship skills. Toward that end,
coaches, students, and parents should be aware of school, county and state policies and
procedures that support these goals. Students who have elected to participate in the athletic
program will be required to practice and participate in scheduled contests after regular school
hours and possibly on non-school days. CCPS will provide the supervision of practices, games,
and travel.

Eligibility Requirements and Cecil County Public School Policies
The Cecil County Interscholastic Athletics Program is an integral part of the educational
process. The athletic program eligibility rules, required for all students who wish to participate,
support the academic function of the Cecil County Public Schools by encouraging all students
to reach their academic as well as athletic potential.

Academic Eligibility:
All students must comply with the CCPS Board of Education Policies and Regulations listed
online under Board of Education Board Docs (https://www.ccps.org/domain/12). They must also
abide by MPSSAA (https://www.mpssaa.org/) and individual school athletic team rules.

Alcohol and Controlled Dangerous Substances:
Student-athletes are not to use tobacco, alcohol, or other drugs at any time. Any substantiated
use/report of alcohol, tobacco, or drugs in or out of school will be handled in accordance with
county policy.

Uniforms and Equipment:
The athlete and the parent/guardian are financially responsible for any and all athletic equipment
issued to the participant if not returned to the school in good condition.
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Your child would like to play sports!
Now what?
Below are some general guidelines for participation.
The following forms are found in the “Athletic Forms Packet.”
Keep the packet all in one piece. DO NOT SEPARATE!
1.

Medical History Form
This form can be found on page 1 of the Athletic Forms Packet.
This medical history section must be completed and signed by the parent before a
physical is completed.

2.

Athletic Physical Examination Form
This form can be found on page 2 in the Athletic Forms Packet.
This form is to be completed by your physician. Students must have a physical
examination by qualified medical personnel submitted on the CCPS Athletic Physical Form
that is dated after June 1, 2021. This physical exam will be valid from June 2, 2021 to the
end of the school year.
Free physicals will be offered for student-athletes in June 2021. The exact date is
still to be determined. Please check the CCPS Athletics website for location, date(s),
time(s), and how to register at https://www.ccps.org/Page/205. The information will also
be shared on Facebook, Twitter, and via robocalls.

3.

Signature Form Sheets
This form can be found on pages 3-5 in the Athletic Forms Packet.
Information on concussions, concussion testing, health insurance, and sudden cardiac
arrest is provided in this booklet. This section must be signed by the parent confirming
they have received and read the mandatory information, and any other school-related
expectations.
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STUDENT ACCIDENT INSURANCE FOR PURCHASE
A link to register for this insurance option is available at https://www.ccps.org/Page/201.
All students who participate in Interscholastic Athletics must have insurance coverage in effect on the first
day of practice in order to participate in interscholastic athletics either through a family plan or the school
sponsored plan. To avoid any possible confusion over insurance coverage, please be advised that the
Board of Education of Cecil County does not provide accident or health insurance to students enrolled in
our school system. Parents are responsible for seeing that their children are insured for adequate and
necessary coverage. If your student does not have health insurance, reasonably priced policies may be
purchased through an independent carrier provided by the school system.
The Board of Education does sponsor a program for the purchase of student accident insurance. The
program is administered by Bob McCloskey Insurance.
Below is a list of the current rates (21-22) but these rates are regulated by and subject to change
by the insurance company. All questions regarding coverage should be directed to the insurance
company representative at: 800.445.3126.
24 Hour Coverage:
Provides coverage for injuries sustained all year long; 24-hours a day until one year after the date the
school year begins. High school football is NOT included in this option.
Levels of Coverage
24 Hour All Year
24 Hour Summer Only

Rate
$ 82.00
$ 27.00

At School Accident Coverage:
Provides coverage for injuries sustained at school or during sponsored activities until the end of the regular
school term. High school football is NOT included in this option.
Levels of Coverage
At School Coverage

Low Options Rate
$ 26.00

HIGH SCHOOL FOOTBALL ONLY:
Provides coverage for injuries sustained while practicing or participating in Junior Varsity and Varsity
Football. Football insurance must be purchased through the school plan if coverage is not provided through
a family plan. This plan only covers the student for football. The coverage is not intended to replace other
insurance. It should be considered as a supplement to other health and accident insurance coverage.
Football Levels
Coverage
Full
Year Rate

Premium
$ 134.00

Student Cost
$ 67.00

CCPS Contribution
$ 67.00

The Board of Education does not administer the program. If you wish to purchase the insurance
for FOOTBALL, you must fill out the paper copy and take it to your child’s school along with a
check for half the amount of $67.00 (rate may change) made out to Bob McCloskey Insurance.
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CECIL COUNTY PUBLIC SCHOOLS
201 Booth Street
Elkton, MD 21921
Office of Athletics
Athlete/Parent/Guardian Sudden Cardiac Arrest
Symptoms and Warning Signs Information Sheet and Acknowledgement of Receipt
What is sudden cardiac arrest?
Sudden cardiac arrest (SCA) is when the heart stops beating, suddenly and unexpectedly. When this happens, blood
stops flowing to the brain and other vital organs. SCA doesn’t just happen to adults; it takes the lives of students, too.
However, the causes of sudden cardiac arrest in students and adults can be different. A student’s SCA will likely
result from an inherited condition, while an adult’s SCA may be caused by either inherited or lifestyle issues.
SCA is NOT a heart attack. A heart attack may cause SCA, but they are not the same. A heart attack is caused by a
blockage that stops the flow of blood to the heart. SCA is a malfunction in the heart’s electrical system, causing the
heart to suddenly stop beating.
Warning Signs of SCA
• SCA strikes immediately
• SCA should be suspected in any athlete who has
collapsed and is unresponsive
• No response to tapping on shoulders
• Does nothing when asked if he/she is OK
• No pulse

Emergency Response to SCA
• Act immediately; time is most critical to increase
survival rates
• Recognize SCA
• Call 911 immediately and activate EMS
• Administer CPR
• Use Automatic External Defibrillator (AED)

Warning signs of potential heart issues: The following need to be further evaluated by your primary care provider.
 Family history of heart disease/cardiac arrest
 Fainting, a seizure, or convulsions during physical activity
 Fainting or a seizure from emotional excitement, emotional distress, or being startled
 Dizziness or lightheadedness, especially during exertion
 Exercise-induced chest pain
 Palpitations: awareness of the heart beating, especially if associated with other symptoms such as dizziness
 Extreme tiredness or shortness of breath associated with exercise
 History of high blood pressure
These symptoms can be unclear in athletes, since people often confuse these warning signs with physical exhaustion.
SCA can be prevented if the underlying causes can be diagnosed and treated.
What are the risks of practicing or playing after experiencing these symptoms?
There are risks associated with continuing to practice or play after experiencing these symptoms. When the heart
stops, so does the blood that flows to the brain and other vital organs. Death or permanent brain damage can occur
in just a few minutes. Most people who experience SCA die from it.
The act is intended to keep student-athletes safe while practicing or playing. The requirements of the act are:



All student-athletes and their parents or guardians must read and sign this form. It must be returned to the
school before participation in any athletic activity. A new form must be signed and returned each school year.
Schools may also hold informational meetings. The meetings can occur before each athletic season. Meetings
may include student-athletes, parents, coaches and school officials. Schools may also want to include doctors,
nurses and athletic trainers.

Removal from play/return to play
A youth athlete who has been removed from play may not return to play until the youth athlete has obtained written
clearance from a licensed health care provider.
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INTERSCHOLASTIC ACTIVITIES
SPORTSMANSHIP, ETHICS AND INTEGRITY
Expectations of COACHES, DIRECTORS AND SPONSORS
 Always set a good example for participants and fans to follow, exemplifying the highest
moral and ethical behavior.
 Instruct participants in proper sportsmanship responsibilities and demand that they make
sportsmanship and ethics the No. 1 priority.
 Respect judgment of contest officials, abide by rules of the event, and display no
behavior that could incite fans.
 Treat opposing coaches, directors, participants, and fans with respect. Shake hands with
officials and opposing coach in public.
 Develop and enforce penalties for participants who do not abide by sportsmanship
standards.
Expectations of STUDENT PARTICIPANTS
 Live up to high standard of sportsmanship established by coach or director.
 Treat teammates with respect.
 Treat opponents with respect by shaking hands prior to and after contests.
 Respect judgment of contest officials, abide by rules of the contest, and display no
behavior that could incite fans.
 Cooperate with officials, coaches or directors, and fellow participants to conduct a fair
contest.
 Accept seriously the responsibility and privilege of representing school and community;
display positive public action at all times.
Expectations of PARENTS, STUDENTS and OTHER FANS or AUDIENCE MEMBERS
 Be an exemplary role model by positively supporting teams in every manner possible,
including content of cheers.
 Respect fans, coaches, directors, and participants. BE A FAN … NOT A FANATIC.
 Encourage surrounding people to display only sportsmanlike conduct.
 Respect decisions made by contest officials.
 Realize that a ticket is a privilege to observe a contest and support high school activities.
UNACCEPTABLE BEHAVIOR
 Targeting of individual opposing players, coaches, fans, or officials
 Negative and derogatory chants, yelling, songs and/or gestures.
 Communication and interaction between spectators and event participants
 Signs, unless approved by school administration for special events
 Noisemakers are prohibited for all indoor events
 Noisemakers for outdoor events must be approved by school administration
 Charging the court upon completion of the event
Failure to comply with the above expectations may be required to meet with an administrator.

Finish First with Sportsmanship
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Cecil County Public Schools

Interscholastic Athletics
This packet is used for ALL MIDDLE & HIGH SCHOOL sports.
Name (Last):

(First):

Grade:

School:

Date Completed:

Packet Contents:

Page #

Medical History Form (to be completed by parent BEFORE physical and given to physician) -------------------- 1
Athletic Physical Examination Form - to be completed by physician
- Parents must sign this form AFTER the doctor completes the physical exam ---------------------------------- 2
Parent’s Permission for Care and Insurance Signature Form -------------------------------------------------------------- 3
Concussion & Sudden Cardiac Arrest Information / Health Insurance Verification ----------------------------------- 4
YMCA Guest Waiver Form (for MS Volleyball & HS Swimming ONLY) ------------------------------------------------- 5
Off Season Conditioning Permission/Waiver Form ---------------------------------------------------------------------------- 6
COVID-19 Awareness Acknowledgement Statements ----------------------------------------------------------------------- 7

Separate Items:
Emergency Card (inserted in package or handed to you for completion by parent) ---------------------------- Insert

Keep this packet together and return it all to the coach when complete.
Be sure you have SIGNED next to any place in the booklet that has this symbol.
Parent’s signature must be on ALL forms prior to participation.
If you have any questions, please contact your child's school.

RETURN THIS
ATHLETIC FORMS PACKET
TO YOUR SCHOOL
Revised April 21, 2021 (white copies)

Cecil County Public Schools Interscholastic Athletics
MEDICAL HISTORY FORM (PARENT’S SECTION) (Grades 6-12)
Name:
Sex: M / F

DOB:
Age:

Grade:

School:

Child’s Physician:

Phone:

DIRECTIONS: Please check box for "Yes" or "No" and explain "Yes" answers in the space below.
1.

6.

Have you ever had a medical illness or injury since your
last check up or sports physical?
Are you currently taking a prescription or non-prescription
(over-the counter) medications?
Have you ever been hospitalized overnight?
Do you have any allergies (for example, to pollen,
medicine, food, or stinging insects)?
Have you ever passed out or been dizzy during or after
exercise?
Have you ever had chest pain during or after exercise?

7.

Have you ever become ill from exercising in the heat?

8.

Have you ever had racing of your heart or skipped
heartbeats?

9.

Have you had high blood pressure or high cholesterol?

10.

15.

Have you ever been knocked out, become unconscious, or
lost your memory?
Has any family member or relative died of heart problems
or of sudden death before age 50?
Have you had a severe viral infection (for example:
myocarditis or mononucleosis) within the last month?
Has a physician ever denied or restricted your participation
in sports for any heart problems?
Do you have any current skin problems (for example,
itching, rashes, acne, warts, fungus, or blisters)?
Have you ever had a head injury or concussion?

16.

Have you ever had a stinger, burner, or pinched nerve?

17.
18.
19.

Have you ever had a seizure?
Do you have frequent or severe headaches?
Do you have sickle cell trait?

2.
3.
4.
5.

11.
12.
13.
14.

YE
S

NO

20. Have you ever had numbness or tingling in your arms,
hands, legs, or feet?
21. Do you cough, wheeze, or have trouble breathing during
or after activity?
22. Do you have asthma?
23. Do you have seasonal allergies that require medical
treatment?
24. Do you have diabetes? Use insulin?

YE
S

NO

25. Do you lose weight regularly to meet weight requirements
for your sport?
26. Do you use any special protective or corrective equipment
or devices that aren't usually used for your sport or position
(for example: knee brace, special neck roll, foot orthotics,
retainer on your teeth, hearing aid)?
27. Have you ever had any problems with your eyes or vision?
Wear glasses or contacts?
28. Have you ever been told you have a heart murmur?
29. Have you ever had a sprain, strain, or swelling after injury?
30. Have you broken or fractured any bones or dislocated any
joints?
31. Have you had any other problems with pain or swelling in
muscles, tendons, bones, or joints? If "Yes", circle
appropriate area and explain below:
Head
Elbow
Hip
Forearm
Thigh
Back
Chest
Hand
Shin/Calf
Shoulder
Finger
Ankle
32.
Do you have any communicable diseases?
33.
Do you have Marfan’s Syndrome?
34.
Are you easily fatigued?

Neck
Wrist
Upper Arm

Foot
Knee

Explain "Yes" answers on an additional sheet.
By signing below,
 I understand and agree that student athletes are not to use tobacco, alcohol, or other drugs at any time. (Reference: Interscholastic Regulations, Policies,
and Procedures Handbook) Any substantiated reported use of alcohol, tobacco, or other drugs in school will be handled in accordance to county policy.
 I understand that my student athlete's participation in the FREE pre-participation physical examination (PPE) does not establish a patient-physician
relationship. The PPE is solely for safe athletic participation and does not replace an annual well-child exam.
 I authorize the medical providers and staff from Union Hospital of Cecil County, Inc., ATI Physical Therapy, and the community-based private practices,
participating in the Cecil County Sports Physicals, to render a physical examination, and/or assist in rendering a physical examination, on my student
athlete.
 I also hereby state that to the best of my knowledge, my answers to the above questions are complete and correct. I give my consent for the above named
student to engage in interscholastic sports activities as a representative of their school except those activities crossed out by the examining physician on
the reverse side of this form.

Read above paragraph before signing consent form. SIGN PRIOR TO OBTAINING PHYSICAL and be sure to give
this to the doctor performing the physical evaluation.
Signature of Student Athlete
Date Signed:

Signature of Parent/Guardian
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BLOOD
PRESSURE

Cecil County Public Schools
ATHLETICS PHYSICAL EXAMINATION FORM
Patient’s Name:
Vision: R 20/

DOB:
L 20/

MEDICAL
Appearance
Eyes/Ears/Nose/Throat
Lymph Nodes
Heart
Pulses
Lungs
Abdomen
MUSCULOSKELETAL
Neck
Back
Shoulder/Arm
Elbow/Forearm
Wrist/ Hand
Hip/Thigh
Knee
Leg/Ankle
Foot

Corrected?

Height:

Yes No

Weight:

Pupils: Equal

Unequal

NORMAL

ABNORMAL FINDINGS

INITIALS

NORMAL

ABNORMAL FINDINGS

INITIALS

Beighton-Horan Laxity Screen Score:

(Out of 9)

CLEARANCE:
I have on this date, personally examined this pupil, reviewed the history and other data
recorded on both sides of this form. I find this student physically able to compete in the interscholastic
sports listed below which are NOT crossed out.
Basketball

Cheerleading

Field Hockey

Football

Golf

Lacrosse

Soccer

Baseball

Softball

Tennis

Track & Field

Volleyball

Wrestling

Cross Country

Bocce

Bowling

Flag Football

Marching Band

This student is physically able to work in the "Construction Field" at the School of Technology
NOT Cleared

Reason/ Recommendations:

Name of physician and Office (print/type):
Address:

Office Phone:

Signature of Attending Physician:

Date Signed:

TO BE SIGNED BY PARENT AFTER THE PHYSICAL IS COMPLETED.
I HAVE ON THIS DATE REVIEWED THE INFORMATION RECORDED ON BOTH SIDES OF THIS FORM.
Date Signed:

Signature of Parent/Guardian:
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YES

NO

CARE AUTHORIZATION
I give my consent for the Certified Athletic Trainer (ATC), within the scope of their training and certification, to render
immediate care to my child in the event of a medical emergency and to evaluate and treat non-emergency sport-related
injuries and health problems (at practices, contests, and in the athletic training room).
They may dispense equipment and supplies (e.g., crutches, braces, compression wraps, etc.) as may be required for
the prevention or treatment of sport-related injuries and communicate to my child and my child’s coach(es) such medical
information as pertains to my child’s readiness to participate safely in athletics. They may share medical information
with only other health care providers (e.g. my pediatrician or family physician, specialists, physical therapists, other
athletic trainers, etc.) as appropriate.
The foregoing consents will remain valid unless, and until, written notification to the contrary is made by me. I may
revoke them at any time.

Parent/Guardian

Signature:
Date:

HEALTH INSURANCE INFORMATION
MY SIGNATURE VERIFIES THAT MY SON/DAUGHTER IS COVERED BY
EITHER PRIVATE HEALTH INSURANCE OR SCHOOL PURCHASED INSURANCE.
Insurance Company: __________________________________________________________________________________
Further, in the event of an accidental injury sustained by my daughter/son while in the Interscholastic Athletic Program, I/we
shall save harmless the Board of Education, the school and its staff from any liability. Also, I/we will inform the school in
writing if my/our insurance is changed or terminated.

Parent/Guardian

Signature:
Date:
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CONCUSSION & SUDDEN CARDIAC ARREST INFORMATION
State law requires that all parents and athletes be made aware of the dangers a concussion may have on an athlete.
Cecil County Public Schools is providing concussion information sheets for both parents/guardians and athletes
to review before participation may occur. This information is also available on the CCPS website.
MY SIGNATURE BELOW VERIFIES THAT:
I

the parent/guardian of
(Parent/Guardian Printed)

(Name of Student-Athlete Printed)

Acknowledge that I have received and read the information provided about concussions:
 the definition of a concussion
 the signs and symptoms of a concussion to observe for or that may be reported by my athlete
 how to help my athlete prevent a concussion
 what to do if I think my athlete has a concussion, specifically, to seek medical attention right
away, keep my athlete out of play, tell the coach about a recent concussion, and/or report
symptoms to the school nurse
Acknowledge that I have received and read the information provided about Sudden Cardiac Arrest:
 description
 warning signs
 removal/return-to-play

BY SIGNING BELOW…

PARENT PERMISSION TO PARTICIPATE

I GIVE MY SON/DAUGHTER PERMISSION TO PARTICIPATE. I have read all of the statements in this packet
and have received the Student and Parent Concussion Information Sheets, the Sudden Cardiac Arrest
Parent Information Sheet, and any school-related expectations. I hereby give my written consent.

Student Athlete

Signature:
Date:

Parent/Guardian

Signature:
Date:
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THIS FORM IS ONLY FOR MIDDLE SCHOOL VOLLEYBALL & HIGH SCHOOL SWIMMING
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CECIL COUNTY PUBLIC SCHOOLS
High School Off-Season Conditioning Program
Parent Consent & Release Form
I authorize my child’s participation in Off-Season Conditioning at
_________________________ High School, under the direction of
(Coach/Teacher) ______________________________________________________________.
I understand there is an inherent risk in using the weight room and performing physical conditioning
activities and the range of injury can be minor to severe. It is further understood that in case of injury, the
school is responsible only for first aid treatment. I give permission to CCPS Staff to seek medical attention
if such a time warrants. To my knowledge, my child has not been treated for any pre-existing medical
condition that could be aggravated by participating in this Off-Season Conditioning Program.
I, hereby, for myself, my heirs, executors and administrators, waive and release any and all rights and claims
for damages I, or my child may have against Cecil County Public Schools (CCPS) and its representatives,
successors, and assigns for any and all injuries suffered by myself or my child at the activities for which I
am requesting.
Parent or legal guardian must sign for any child under 18 entering a program. I give permission for myself
and/or my child to be photographed while participating or attending a CCPS activity. I understand that
photos may be used in future printed or online publicity.
By completing the information below, I confirm that I have read the above requirements about the OffSeason Conditioning Program. I understand and agree to their terms and will help my son/daughter to carry
out his/her responsibilities as a CCPS student-athlete.

Free Physicals will be offered in June each year.
See athletics website for details. https://www.ccps.org/Page/205
Please check the CCPS Athletics website for date, times, and how to register.
The information will also be shared on Facebook, Twitter, and via robocalls.

Student Athlete Name: _____________________________________________________________
Grade Level: _____________ School:
Parent/Guardian Printed:
Signature:

Date: __________
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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

And that we will follow the requirements for in-person attendance at any extracurricular athletic activity
or event.






I will not send my child to extracurricular athletic events and activities if they are exhibiting any
signs or 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 for symptoms daily.
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 and comply with recommended
quarantine or isolation as directed. We understand that a release to return to in-person activity will
be required from an authorized health care provider.
In an effort to protect the well-being of your child and ensure their safe return to play, I will notify school
officials if they test positive to COVID-19 between the date of their pre-participation required physical
and the start date of the first official practice. This will allow the athletic trainer, in conjunction with the
school athletic department, to develop a conditioning plan best suited for their safe and effective return to
play.

Signs and Symptoms of COVID-19:
Fever (100.4°F or greater) or chills
Shortness of breath or difficulty breathing
Muscle or body aches
New loss of taste or smell
Congestion or runny nose
Nausea or vomiting

Student Athlete

Headache
Fatigue
Diarrhea
Sore throat
Cough

Signature:
Date:

Parent/Guardian Signature:
Date:
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Return To Play Clearance Form
COVID-19 Infection Medical Clearance
Name of Student-Athlete: ______________________________________________ School:_____________________
Participating Sport(s):_____________________________________________________________________________

☐ Since my child’s last physical, dated on or after June 1, 2021,
my child has NOT been diagnosed or tested positive for COVID-19
Parent Signature:___________________________________________________

Date:_____________________

IF YOUR CHILD HAS TESTED POSITIVE FOR COVID-19 COMPLETE THE FOLLOWING.
This form must be signed by one of the following examining Licensed Health Care Providers (LHCP) before the
student-athlete is allowed to resume full participation in athletics: Licensed Physician (MD/DO), Licensed
Physician Assistant (PA), Licensed Nurse Practitioner (NP). This form must be signed by the student-athlete’s
parent/legal custodian giving their consent before their child resumes full participation in athletics.
Date COVID-19 Infection Diagnosed:

___________________________________________

If symptomatic, date symptoms resolved:

___________________________________________

COVID Case:

☐ Asymptomatic (no symptoms) or mild symptoms (fever, myalgia, chills, and lethargy < 4 days)
☐ Moderate symptoms (fever, myalgia, chills or lethargy lasting >=4 days or hospitalized but not in ICU)
☐ Severe symptoms (hospitalized in ICU and/or MIS-C)
Some students, particularly those with moderate to severe illness, may require a graduated return-to-play (RTP) protocol
once the student has been cleared by a LHCP (cardiologist for moderate to severe COVID-19 symptoms). The American
Academy of Pediatrics COVID-19 Interim Guidance: Return to Sport provides a recommendation for RTP (page 2) if
necessary.
As the examining LHCP, I attest that the above-named student-athlete is now reporting to be completely free of all signs and
symptoms of COVID-19, at least 10 days since symptoms first appeared and is either cleared for resumption of activity or
recommended for cardiology referral.

☐ Cleared for return to athletics.
☐ Cleared for return to athletics after completion of a graduated return to play due to the severity of symptoms and/or
hospitalization associated with the student’s positive COVID-19 diagnosis.

☐ Not Cleared: Cardiology consultation before clearance.
Signature Below of Licensed Physician, Licensed Physician Assistant, Licensed Nurse Practitioner (Please Circle) :

__________________________________________________________________

Date:_____________________

Please Print Name: ___________________________________________________ Phone Number: ___________________________
Please Print Office Address: ___________________________________________________________________________________________________
Parent/Legal Custodian Consent for Their Child to Resume Full Participation in Athletics AFTER COVID DIAGNOSIS
Parent/Legal Custodian Consent for Their Child to Resume Full Participation in Athletics I am aware that _______________ (school name) requests the consent of a
child’s parent or legal custodian prior to them resuming full participation in athletics after having been diagnosed with a COVID-19 infection. I am giving my consent
for my child to resume full participation in athletics. By signing below, I hereby give my consent for my child to resume full participation in athletics. I understand if
my child develops symptoms such as chest pain, shortness of breath, excessive fatigue, feeling lightheaded, or palpitations (racing heart), that my athlete should stop
exercising immediately and consultation with LHCP will be necessary.

Parent Signature:___________________________________________________

Date:_____________________

PLEASE RETURN COMPLETED FORM TO YOUR SCHOOL

Graduated Return-to-Play Protocol After COVID-19 Infection
In participants who have had moderate or severe symptoms of COVID-19 or their provider has any concerns for
rapid return to play (RTP), the athlete should complete the progression below without development of chest
pain, chest tightness, palpitations, lightheadedness, pre-syncope, or syncope. If these symptoms develop, the
participant should be referred back to the evaluating provider who signed the form.
● Stage 1: (2 Days Minimum) Light Activity (Walking, Jogging, Stationary Bike) for 15 minutes or less at
intensity no greater than 70% of maximum heart rate. NO resistance training.
● Stage 2: (1 Day Minimum) Add simple movement activities (EG. running drills) for 30 minutes or less
at intensity no greater than 80% of maximum heart rate.
● Stage 3: (1 Day Minimum) Progress to more complex training for 45 minutes or less at intensity no
greater than 80% maximum heart rate. May add light resistance training.
● Stage 4: (2 Days Minimum) Normal Training Activity for 60 minutes or less at intensity no greater than
80% maximum heart rate.
● Stage 5: Return to full activity.
If required by health care provider, the participant has completed the 5 stage RTP progression under the
supervision of a responsible adult:__________________________________________________________.
RTP Procedure adapted from Elliott N, et al. Infographic.
British Journal of Sports Medicine, 2020

CECIL COUNTY PUBLIC SCHOOLS
ATHLETIC EMERGENCY MEDICAL TREATMENT CARD (Rev. March 2016)
Athlete:

DOB:

Home Address:

Parent/Guardian Contact Information (If multiple households, please include all information.)
Name:

Relationship to student:

Phone(s) Cell/Work/Home:
Name:

Relationship to student:

Phone(s) Cell/Work/Home:

Emergency name and phone if Parent/Guardian cannot be reached:
Name:

Relationship to student:

Phone(s) Cell/Work/Home:

Insurance/Doctor Information:
Doctor's Name/ Practice:
Dentist’s Name/ Practice:
Health Insurance Company:

Group/Policy #:

COMPLETE REVERSE SIDE AND SIGN

CECIL COUNTY PUBLIC SCHOOLS
ATHLETIC EMERGENCY MEDICAL TREATMENT CARD (Rev. March 2016)
Athlete:

DOB:

Home Address:

Parent/Guardian Contact Information (If multiple households, please include all information.)
Name:

Relationship to student:

Phone(s) Cell/Work/Home:
Name:

Relationship to student:

Phone(s) Cell/Work/Home:

Emergency name and phone if Parent/Guardian cannot be reached:
Name:

Relationship to student:

Phone(s) Cell/Work/Home:

Insurance/Doctor Information:
Doctor's Name/ Practice:
Dentist’s Name/ Practice:
Health Insurance Company:

Group/Policy #:

COMPLETE REVERSE SIDE AND SIGN

Allergies (include allergies to bee stings):

List of current medications:

Date of Last Tetanus Shot:
List significant medical history below. Include specific medical conditions and treatments, surgery, fractures, etc.

Has student ever experienced a traumatic head injury (a blow to the head)?

 Yes

 No

 Yes

 No

 Yes

 No

If yes, when? Dates (month/year):
Has student ever received medical attention for a head injury?
If yes, when? Dates (month/year):
Was student ever diagnosed with a concussion?
If yes, when? please describe the circumstances:

Parent/Guardian Signature:

Date:

Student-Athlete Signature:

Date:

Allergies (include allergies to bee stings):

List of current medications:

Date of Last Tetanus Shot:
List significant medical history below. Include specific medical conditions and treatments, surgery, fractures, etc.

Has student ever experienced a traumatic head injury (a blow to the head)?

 Yes

 No

 Yes

 No

 Yes

 No

If yes, when? Dates (month/year):
Has student ever received medical attention for a head injury?
If yes, when? Dates (month/year):
Was student ever diagnosed with a concussion?
If yes, when? please describe the circumstances:

Parent/Guardian Signature:

Date:

Student-Athlete Signature:

Date:

