SAN DIEGD STATE AZTELS
ATHLETIC TRAINING

MEMORANDUM
TO: Athletes Trying Out
"“'74
FROM: Tom Abdenour, DHSc, ATC, CES f/
Head Athletic Trainer
RE: Pre-Participation Exam
DATE: August, 2011

It is required that you have a physical exam on file with the San Diego State Athletic Medical
office as part of your fry out opportunity. You must return these forms to your sport before
your try out date in order to be eligible. This exam must be conducted by a licensed medical
or osteopathic physician and, as per NCAA guidelines, cannot be paid for by SDSU.

The following forms are included for your convenience and must be completed prior to your try
out:

SDSU Athletic Medical Examination

SDSU Pre-participation Physical Examination history
Awareness of Risk

Authorization/Consent to disclose health information

SDSU Intercollegiate athletic accident policy

Student-athlete insurance information and release authorization

In addition, information regarding the sickle cell trait is included. We strongly recommend that
you know your sickle cell trait status prior to trying out for your team.

If you have any questions, please contact me at tabdenour(@shsmail.sdsu.edu

Thank you.

San Diege State University — Depariment of Intercollegiate Athletics 5500 Campanile Drive  San Diego CA 92182-4313
619-594-5551 fax-619-594.7654  GoAztecs.com



San Diege State University
Athletic Medical Examination

Name: Red ID# - -
Sport: Eligibility: Fresh Soph Jr St 5%yr 6%yr

1. Thave not had any illness or injury; or developed any new symptoms since I completed I Hi. > 6°0" male or 5°10” female measure:
. . Symph to floor = arm span
the Health History Formon ___~~~ Signature UB/LB ratio fs ismof <0.89

TL. Health History Form reviewed (Staff initials ) Amspanheight _____ 18 ismot >1.05

EXAM: Ht. inches cm Wt P: BP: / Temp:

BMI = Vision: R 20/ L 20/ Corrected: Y N Pupils: Equal  Unequal
MEDICAL Normal Abnormal Findings

Appearance

Evye/Ears/Nose /Throat

Neuro

Heart Exam performed supine, standing, & with valsalva

Carotid/Femoral Pulses

Lungs

Abdomen

Genitalia (males only)
Skin

Medical exam performed by:
MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elhow/forearm

Wrist/hand

Hip/thigh

Knee

Leg/ankle

Foot

Other O No physical stigmata of Marfan’s

Orthopedic exam performed by:
CLEARANCE:

1 Cleared - Based on my examination of this patient, I detcrmine he/she can fully participate in intercollegiate athletics @ SDSU
[1 Not cleared - pending completion of rehabilitation for:
0 Not cleared - decision deferred pending further work-up or obtaining records for:
[1 Not cleared for:

COMMENTS and RECOMMENDATIONS:

Sickle Cell Trait Stafus:

D] Unknown-Declines testing
0l Known Status

O} Testing Ordered/Pending

Signature of physician Name of physician Date

G:AAthleticMedicine\athletic med utility\Preparticipation Forms\Varsity\Preparticipation exam form 08-12-11.doex



SDSU Preparticipation Physical Evaluation Dats Form Completed: I /
Nare: Sex: Age: Date of Birth:
Varsity Sport: Cafl Phone: Emaik:

Local Address: '
|Red 1D #:

Explain "Yes" answers, more space in box at end.

Circle questions you don't know the answer to.

1. Has a doctor ever denied o rastricled your participation
in sports for any reason? Why,

2 Do you have an ongoing medical condition (like
diabetes or asthma)? List:

3. Ara you currently taking any prescription or
nonprescription (over-lha-counter) medicines or pills?
List:

4. Do you have allergies to medicines, pollens, {oods, or
stinging insects? if so, what?

§. Have you ever passed out or nearly passad out
DURING exercise?

6. Have you ever passed our or nearly passed outAFTER
exercise?

7. Have you ever had discomfort, pain, or pressure in your
chest during exercisa?

8, Does your haan race or skip beats duving exercise?
9. Has-a doctor ever {old you that you have (check all that
applyk:
[ Highblood pressure [ A heart mummur
1. High cholesterol [ A heart infection
10. Has a doctor ever ordered a test for your heart (for
example, ECG, echocardiogram)?
11. Has anyone in your family died for no apparent
reason?
12. Does anycne in your family have a heart problem?
13. Has any family member or relative died of heart
problems or of sudden death before age 507
14. Does anyene In your family have Marfan syndreme?
15. Have you ever spent the night in a hospital?
16. Have you ever had surgery? if so, ob what?

YES
0O

a

OO0 O oo o

oono oo o

NO
O

0

00O 0 oo

aooo oo o

17. Have you ever had an injury, like a sprain, muscle, or
ligament tear, or tendonitis, that caused youto miss a
practice or game? %

0

0

18. Have you had any broken or fractured bones or
dislocated joints?

(]

O

19. Have you had a hone or joint injury that required x-
rays, MR!, CT, surgery, injections, rehabifitation, physical
therapy, & braca, a cast, or crutches?

]

0

if you have answered YES fo any of the ahove questions pleasa complete thy

Musculoskeletal History Seclion, page 3/3. v

- f

20. Have yio‘u ever hq-d 3 Séss fraclure?
21. Have you been fold that you have or have you had an
x-ray for atiantoaxial {neck) inslability?

22. Do you regularly use a braca or an assistive device?
23. Has a doclor ever told you that you have asthina or
have you ever been given an inhaler?

O 000

0O 0O0a0

24, Do you cough, wheeze, or have difficutty breathing during ar

&fter exercise?

25. Is there anyone in your family who has asthma?

28, Do you currenily use an inhaler or take asthma medicine?

27. Were you bom without ar are you missing a kidney, an eye, a

testicle, or any cther organ?

28. Have you had infectious mononucleosis (mono) within the

{ast month?

29, Do you have an rashes, prassure sores ar other skin
prablems?

30. Have you had a herpes skin infection?

31. Have you ever had a head Injury or concussion? if so, when
How many have you had?

was your last one?

Any curent problems?

32. Have you been hit in the head and been confused arlost
yaur memory?

33. Have you ever had a seizure?

34. Do you have headaches with exercise?

35. Have you ever had numbness. tingling, or weakness in your

arms or legs after being hit or falling?

36, Have you ever been unable to mave your arms or legs after

being hit ar falling?
37, When exercising in the hesat, do you have severe muscle
cramps or bacome ili?

38. Has-a doclor {old you that you or samecne in your family has

sickia cell trait or sickle call disaase? )
39. Have you had any problems with your eyes or vision?
40. Do you wear glasses or contact lenses?

41, Do you wesar pratective eyewear, such as goggles or a face

shield?
42. Are you happy with your weight?

43. Are you trying to gain or lose weight?

44, Has anyone recommend you change your weight or eating

habits? .
45, Do yeu limit or carefully contrel what you eat?

46. Do you have any concermns that you would like fo discuss with

a doctor?
47, Do you take any medications for ADHD and/er anabalic
sterolds for any reasan?

[FEMALES ONLY: ]

48. Hava you sver had a menstruz! peried?

49, How old were you when you had your first menstrual perod?

50. How many pericds have you had in the last 12 months?

YES NO
0O o
o N
[ [
R

O 00DoOOonDO NOD DO 0ODOO OO0 Q0
0 UoooopooOD oD OOO0 OO0 O

Piease number and explain *Yes" Answers Hera:

| hereby state that, to the best of my knowledge, my answers to the above questiors are compfete and comect

Print Mame of athlele:

Signalure of athiete:

Signature of Pareni/Guardian:

Date;

Page 173




Muscuioskeletal History Section:
Please list fractures, sprains, strains, dislocations, cartilage injuries, etc.
If you need more room use lines at end of the section.

Type of Injury Date Treatment Fully Resolved

Ankle R O yes Ono
L O yes [no

Foot R fyes [no
L O yes Uno

Knee R O yes Ono
L C yes Ono
Hip/Leg R O yes [Tno
L O yes Ono

Hand R O yeg [Jno
L Oyes COno

Wrist R J yes Ono
L U yes Ono

Elbow R [ yes Ono
L ' 0 yes Ono
Shoulder R O yes no
L (0 yes Cno
Chest/Ribs O yes Ono
Neck (burners, stingers, etc) ‘ { yes [no
Back O yes [no
Head/Face ' 0O ves Clo

Any other significant injury to your body? {please explain)

General Questions:

Have you ever been hospitalized overnight? (please explain)

Have you ever had any surgeries? (please explain)

Do you have ANY medical problems you have not yet listed that require regular treatment or medical attention?

Have you seen a doctor in the last year?
Are you currently experiencing any symptoms or in any way feel not well?

I hereby certify that I have completed this questionnaire completely and correctly to the best of my
ahility and knowledge. 1 certify that there are no illnesses or injuries, current or previous, that I have
incurred, other than those I have listed on the preceding pages.

Print Name of athlete: Date: / /

Signature of athlete:




Please check a response for each of the following: L..

Always Uspally Often Sometimes Rarely Never Secore

1. Am terrified about being overweight o 0 0 0 O 0 -
2. Avoid eating when I am hungry o 0] o G O ) -
3, Find myself preoccupied with food 0 o] u] a) o) 0
4. Have gone on 2ating binges where [ feel that I may O o0 8] O O 6] :
not be ablz to stop
5, Cut my food into small pieces o o Q Q ) 6] _
6. Aware of the calorie content of foods that I at O 0 Q o ) Q
7. Particularly avoid foods with a high carbohydrate O 0 O O ] o] T
content (i.¢. bread, rice. potatoes. etc.) T
8. Feel thar others would prefer if T ate moie G O O O O 0
9. Vouuit after I have gaten 0] o O O 0 0 o
10. Feel extremely guilty after eating O 0 O O 0 O
11, Am preoccupied with a desire to be thinner o o 0 o 0] 0 :
12. Think about burning up calories when I exercise o o o Q o] Q
{3, Other people think that T am too thin Q O 0 o 0 0 :
14. Am preoccupied with the thought of having fatonmy O Q 0 O 0 0O .
body
15, Take longer than others to eat my meals O O ) o O 0
16. Avoid foods with sugar in them O o O O O O :
17. Eat diet foods O O O O O o
18. Feel that food controls my life 0 O O 0] O 0 T
19. Display self-control around food O 0 0] O 0 O :
20, Feal that others pressure me 1o 2at O 0 a O O O _
21. Give too much time and thought o food o 0 O O O 0 -
22, Feel uncomfortable after eating sweets 0 0 0 o O 0] ___
23, Engage in dieting behavior o 0 o O O O -
24, Like my stomach to be empty ) 0 O o o) o :
25, Enjoy trying new rich foods o 0 O o) o O L
Q O O O o O o

26, Have the impulse to vomit after meals

1. Have you gone on eating binges where you fee! that you may not be able to stop? (Eating much more
than most people would eat under the same circumstances?)

No Yes How many times in the last 6 months?
1. Have you ever made yourself sick (vomited) to control your weight or shape?
No Yes How many times in the last 6 months?
2. Have you ever used laxatives, diet pills or diuretics (water pills) to control your weight or shape?
No Yes How many times in the last 6 months?
3. Have you ever been treated for an eating disorder?
No Yes How many times in the last 6 months?
4. Have you recently thought of or attempted suicide?
No Yes When?
Have you ever been diagnosed a3 having an eating disorder (anorexia, bulimia, or both)?
No Yes
Please list your:
highest weight , lowest weight , goal weight
Print Name of athlete: Date: f /
Signature of athlete:

Page 2/3



SAN DIEGD STATE AZTELS
ATHLETIC TRAINING

AWARENESS OF RISK STATEMENT

In an effort to recognize the responsibility for sports safety of
administrators, coaches, physicians, athletic trainers and student athletes, I,
the undersigned, am aware that there is a certain risk of injury involved in
my participation in Intercollegiate Athletics at San Diego State University. I
understand that this includes the risk of spinal cord and brain injury that may
result in paralysis and the possibility of permanent injury. I accept the
responsibility for reporting my injuries and illnesses to San Diego State
University’s medical staff, including signs and symptoms of concussions.

I have been informed that the San Diego State University

Intercollegiate Athletics insurance has provisions which require that I report
current and previous injuries to the athletic trainer immediately.

Student-Athlete Signature

Date

San Diego State University  Depariment diSiftdizsiiegiate Athletics 5500 Campanile Drive  San Diego CA 92182-4313
619-594-8551 - fax-619-094-7654  GoAztecs.com
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SDSU Athletic Medicine

Student Athlete Authorization/Consent for Disclosure of Health
Information Regarding Athletic Related Injuries and llinesses.

Background: .
This consent form is designed to inform you of the public naturé of your athletic injuries
and illnesses and obtain your consent to our release of certain personal health

information.

Participating in varsity intercollegiate sports by its nature puts an athlete in the public
eye. Both television and print media will be following and reporting on the team and
sometimes on individual athletes. They are often interested in ilinesses or injuries that
will result in missed game time or limit performance.

As a varsity athlete you enter into an agreement with the Athletic Department with
unique rights and respons}biiities as described in the Student Athlete Handbook. Sharing
medical ipformation about your injuries or illnesses with coaches and other Athletic
Departmént administrators is helpful (such as when a coach is planning a roster for an
upcoming competition) and sometimes necessary (such as when applying for a “medical
redshirt”). Personal health information must be sent to the Mountain West Conference

when applying for a medical redshirt.

Often other athletes are within hearing distance while you are being treated in the training
room or on the field for your athletic injuries and illnesses.

Lastly, concerned parents often request information about your care for athletic injuries
and illnesses.

Definitions:

Athletic injuries and illnesses: This may refer to any injury or iliness that impacts your
ability to play and/or perform for San Diego State University's varsity intercollegiate
sports. Medical information that will not be released includes information about
psychological/psychiatric illness, substance abuse, eating disorders, obesity, sexually
transmitted disease, neuropsychiatric testing, or learning disabilities. If a professional
team requests information about your azhletic injuries and illnesses we will release such
information to the team ONLY if you give us specific written consent.

Athletic Medicine Staff: This refers to all persons working under the direction of the
Medical Director of Athletic Medicine and/or the Head Athletic Trainer and includes but
is not limited to all team physicians, resident physicians, medical students, staff certified
athletic trainers, graduate assistant athletic trainers, student athletic trainers, registered
dietician, and administrative assistant for medical billing. )

{1 hvmente e et - menssl ovel Setmgs Teinporars Intesiet Fales Cenpent Outloeak TRTOEDVR med e athletie -

oanaeil e e o,



Student Athlete Authorization/Consent for Disclosure of Health
Information Regarding Athletic Related Injuries and llinesses.

Consent:

I , acknowledge that I have read and understand the

>

Name of Student Athiete

Background and Definitions above and that I have been given a copy of, read and
understand a separate document “SDSU Athletic Medicine — Notice of Privacy Practices”

I , hereby authorize San Diego State University
Name of Student Athlete

and its athletic medicine staff (physicians, athletic trainers and health care personnel)
to disclose when requested or necessary my protected health information and any
related information regarding my athletic injuries and illnesses to the following

groups/persons:

List A: Groups/Persons

SDSU Athletic Department Administrators including but not limited to coaches,
compliance officer, and Director of Media Relations

Media outlets and their employees or agents (such as newspapers and television)
Teammates and other varsity athletes

Parents or guardians

Mountain West Conference and its employees or agents

NCAA Injury Surveillance System (ISS)

I understand that the information released may have different purposes and is
dependant on to whom the information is released. These purposes may include but
are not limited to:

List B: Purposes

Athletic Department operations

Answering media questions

Explaining the typical course of an injury or illness to another athlete
Informing concerned parents or guardians

Asking the MWC to grant a medical redshirt (hardship) or exemption
Allowing the NCAA to track injury statistics

I understand that my injury/illness information is protected by federal regulations
under either the Health Information Portability and Accountability Act (HIPAA) or the
Family Educational Rights and Privacy Act of 1974 (the Buckley Amendment) and may
not be disclosed without either my authorization under HIPAA or my consent under the
Buckley Amendment. T understand that my signing of this authorization/consent is
voluntary and that my institution will not condition any health care treatment or payment,
enrollment in a health plan or receipt of any benefits (if applicable) on whether I provide

Med rec athletic inj-ill consent.doc - September 1, 2003 Revised May 2004 2



Student Athlete Authorization/Consent for Disclosure of Health
Information Regarding Athletic Related Injuries and llinesses.

the consent or authorization requested for this disclosure. I also understand that I am not
required to sign this authorization/consent in order to be eligible for participation in
NCAA or conference athletics.

I also understand that the media outlets, Mountain West Conference, parents and
guardians, and other varsity athletes are not covered by the Buckley Amendment or
HIPAA and that this policy does not apply to their use or disclosure of my athletic injury
and illness information,

This authorization/consent expires 380 days from the date of my signature below,
but I have the right to revoke it in writing at any time by sending written notification to
the director of athletic medicine at SDSU. Tunderstand that a revocation is not effective
to the extent action has already been taken in reliance on this authorization/consent.

Printed Name of Student Athlete Signature- - Date

Med rec athletic inj-ill consent.doc - September 1, 2003 Revised May 2004



San Diego State University
INTERCOLLEGIATE ATHLETIC ACCIDENT POLICY

SDSU, like most NCAA Athletic Departments, provides an athletic insurance policy for its
student-athletes (SDSU intercollegiate athletic accident policy). The SDSU athletic accident
insurance policy will only cover medical costs related to injuries that occur while
participating in a supervised practice or competition for SDSU. This is not a comprehensive
insurance policy. For example, if the athlete requires surgery for an appendicitis or
hospitalization for a kidney infection these expenses would not be covered. Likewise, expenses
will not be covered if an athlete fractures a bone while engaged in an activity outside of a formal
university practice or competition. It is highly recommended that every student-athlete at
SDSU have personal medical insurance to cover these expenses.

The SDSU athletic accident insurance policy is designed to act as a secondary insurance policy.
If a student-athlete is covered by a personal, family, or private insurance policy it will be
used first. Medical expenses will not be paid under the secondary insurance policy carried
by SDSU until any existing personal medical insurance policy is exhausted.

In order to qualify for coverage under the SDSU athletic accident insurance policy the
student-athlete must have their medical care coordinated and aunthorized by the Athletic
Medicine staff (Certified Athletic Trainers or Team Physicians) . The Athletic Medicine staff
must coordinate all necessary care for athletically related injuries. Any medical claims or
expenses for the student-athlete, resulting from an accidental injury during a supervised
scheduled university athletic activity, practice or competition, will be filed first with the student-
athiete’s personal insurance company (their primary insurance). After the claim has been filed
and paid by the student-athlete’s primary insurance, you should receive an “Explanation of
Benefits” (EOB) statement from your insurance. This EOB will list any expenses that were not
covered or paid. This information should be immediately forwarded to the Athletic Medicine
Department at SDSU. Forwarding us the EOB is the easiest way to inform us. Co-pay payments
may be required by the outside provider at the time the services are rendered. The student-athlete
should submit these co-pay receipts to SDSU Athletic Medicine Department for reimbursement.
Please submit EOB statements and co-pay receipts to: Pat Dulin, Insurance Coordinator SDSU
Athletics Department 5500 Campanile Drive, San Diego, CA 92182-4313. The Athletic
Department will cover the remaining balance of the injury claims so there should be no out-of-
pocket expenses for the student-athlete if the injury occurred during a supervised scheduled
university athletic activity, practice or competition at SDSU.

If the student-athlete does not have any primary insurance, we will ask the outside medical
provider to bill SDSU athletics directly. Payments will be made according to the schedule
of benefits of the SDSU intercollegiate athletic accident policy. There should be no out-of-
pocket expense for the student-athlete if the injury occurred during a snpervised scheduled
university athletic activity practice or competition at SDSU.

The SDSU in’i:ercollegiate athletic accident policy will only cover expenses incurred during
the 2 years (104 weeks) following the date of injury. The limit of insurance coverage is
$75,000.00 per injury. Expenses beyond $75,000 will be submitted to the NCAA Catastrophic

Injury policy for review.

Page 1 of 2
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Student-Athlete & Parent Statement of ﬁnderstanding

By my signature below I acknowledge that I have read the information listed above and understand
and attest to the statements that follow:

1. The Athletic Medicine Staff will coordinate all necessary care for athletic related injuties.
The Athietic Department will not bear financial responsibility for medical bills that are not
authorized by the Athletic Medicine staff’ ‘ ’

2. Failure to report injuries to university athletic medical personnel, obtain authorization for
outside medical care, or to meet scheduled medical appointments may void university
responsibility for medical expenses resulting from athletic injuries. ' R -

3. Tunderstand that the SDSU intercollegiate athletic accident insurance policy will only cover
cxpenses incurred during the 2-years (104 weeks) following the injury date and up to
$75,000, whichever comes first.

4. If a student-athlete is covered by a personal, family, or private insurance policy it will be
used first. Medical expenses will not be paid under the secondary insurance policy carried
by SDSU until any existing personal medical insurance policy is exhausted.

3. Tunderstand that if I do not have personal medical insurance SDSU will ask outside
providers to bill SDSU intercollegiate athietic accident insurance policy directly.

6. Ifthese policies are followed there will not be any out-of-pocket expenses for the student-
athlete or their family for injuries occurring during SDSU supervised practices and
competitions. . ; '

7. The SDSU athletic accident insurance policy will only cover medical costs related to
injuries that occur while participating in a supervised practice or competition for SDSU.
This is not a comprehensive insurance policy.

8. [Itis highly recommended that every student-athlete at SDSU have personal medical
insurance to cover these expenses:

Student-Athlete:
Printed Name:

Signature:
Date:

Parent/Guardian:
Printed Name-

Parents of student-athletes under the age of 18 - please sign below.

T hereby grant permission to the Physicians in the Athletic Medicine Department and Student Health
Services at SDSU and those professional personnel designated by them to treat my son/daughter in
the event of any injury or iliness. Tn the event of a serious injury and if unable to contact me, this
consent is to include any and all emergency procedures deemed necessary by the attending
physician. '

Parent/Guardian Signature:
Date:

Page 2 of 2
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San Diego State Uniyersity
Athletic Training Department
Insurance Information Form

3

#*4** ATHLETE’S INFORMATION+**##%

NAME (Last) (First) (MD) SPORT

SOC SEC # REDID#____ CELL PHONE DOB

EMAIL ADDRESS

PERMANENT ADDRESS (Street) (City) (State) (Zip Code)

LOCAL ADDRESS (Street) (City) (State) (Zip Code)
#a i PARENT/GUARDIAN INFORMATIOQN###+*

NAME (Last) (First) (MI) PHONE

EMPLOYER DOB, SS#

EMPLOYER ADDRESS (Street) (City) (State)(Zip Code)

Attach copy of insurance card #x%xk INSURANCE INFORMATION*###% Aitach copy of insurance card

PRIMARY Insurance Company DENTAL Insurance Company

Policy Holder Name, DOB and SS# Policy Holder Name, DOB and SS#

Group Number Policy Number Group Number Policy Number

Phone fax Phone fax

Billing Address (Street, City, State, Zip Code) Billing Address (Street, City, State, Zip Code)

HMO (Y orN) PPO (Y or N} Military (Y or N) HMO (Y or N} PPO (Y or N) Military (Y or N)

Insurance covers prescriptions (Y or N) Insurance covers prescriptions (Y or W)

Primary Care Physician’s Name (if applicable) Phone

#2422 NOTE TO PARENT/GUARDIAN AND ATHLETE*****

1 understand this insurance information must be COMPLETELY and ACCURATELY provided and on file with the Athletic Training Department
before my son/daughter will be allowed to participate in athletics. I further understand that any medical expenses resulting from an ACCIDENTAL
INJURY while participating in a scheduled university athletic activity will not be paid under the accident insurance policy carried by SDSU until any
existing policy 1 have covering these expenses is exhausted. IfTdo not have insurance, payments will be made according to the schedule of benefits
of the SDSU intercollegiate athletic accident policy. Iunderstand the limits of insurance coverage under SDSU’s insurance policy will be for 104
weeks or $75,000.00 per injury, whichever comes first. I further understand that failure to report injuries to university athletic medical personnel or
to meet scheduled medical appointments may void university responsibility for medical expenses resulting from athletic injuries.

I also undersiand that this accident insurance policy does net cover medical illnesses unrelated to sports. For example, if the athlete
requires surgery for an appendicitis or hospitalization for a kidney infection these expenses would not be covered. Furthermore,
expenses will not be covered if an athlete fractures a bone while engaged in an activity outside of a formal university practice or
competition. It is highly recommended that every student-athlete at SDSU have personal medical ihsurance to cover these expenses.

Parent/Guardian Signature: Date

Athlete Signature: Date

I hereby grant permission to the Physicians in the Athletic Medicine Department and Student Health Services at SDSU and those professional
persormel designated by them to treat my son/daughter in the event of any injury of illness. In the event of a sericus injury and if unable to contact
me, this consent is to include any and all emergency procedures deemed necessary by the attending physician. Athlete may sign if 18 years of age or
older.

Parent/Guardian Signature _ Date

Ga\AthleticMedicine\athletic med utility\Summer Packef\linsurance info form cp 2-8-11.dec




AZTEC ATHLETIC MEDICINE
HEALTH INSURANCE RELEASE AUTHORIZATION

TO: HEALTH INSURANCE CARRIER
ADDRESS
CITY STATE
ALY PHONE: FAX:

I EEARBY AUTHORIZE AND REQUEST YOU TO RELEASE INFORMATION REGARDING MY
HEALTH INSURANCE INFORMATION AS LISTED BELOW TO:

Aztec Athletic Medicine
San Diego State University
San Diego, CA 92182-4314
Telephone (619) 594-5551 Fax (619) 594-7654

THIS RELEASE COVERS ALL HEALTH INSURANCE INFORMATION INCLUDING BUT NOT
LIMITED TO:

PRIMARY CARE PROVIDER; ELIGIBILITY & BENEFITS; DEDUCTIBLE LEVEL AND AMOUNT
MET, COPAYS; EXPLANATION OF BENEFITS (EOB)

THIS AUTHORIZATION WILL REMAIN VALID UNTIL REVOKED BY ME IN WRITING. A COPY OF THIS DOCUMENT
SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.

1. POLICY HOLDER NAME . R
X

SIGNATURE OF POLICY HOLDER DATE
2. PATIENT NAME Ss# - -
X

SIGNATURE OF PATIENT DATE

San Diego State Universily ~Depariment of Intercollegiate Athletics 5500 Campanile Drive  San Diego, CA 92182
Main 619-594-5551 Tax 619-594-7634 GoAztecs,com



Sickle Cell Trait and the Student-Athlete

SDSU Athletic Medicine recommends that all athletes be screened for Sickle Cell
Trait. The test is paid for by Athletic Medicine.

What is Sickle Cell Trait?

Sickle Cell trait in itself is not a disease. It is an inherited condition where a person has one
normal gene for hemoglobin (which carries oxygen in the blood) and one abnormal gene for
hemoglobin. This is NOT the same as sickle cell anemia disease, which is when the individual
has two abnormal hemoglobin genes. It has persisted because it confers some protection against
malaria.

Who is Affected?

The carrier rate is as high as 30% in Nigeria, 25% in eastern Saudi Arabia. and 30% in parts of
Greece. These affected populations have migrated over time, and consequently the gene can now
be found in other countries, such as the U.S. As reported by the NCAA, 8-10% of the U.S. black
population has sickle cell trait It is also found in non-black athletes, but at a much lower
frequency (0.8%). Sickle cell trait is present at all levels of athletic competition, and is NOT
considered a barrier to athletic performance.

Why Get Tested?
Sickle cell trait is someone who carries only one abnormal gene, and therefore has no symptoms.

It can put an athlete at a higher risk of heat illness. It is important for individuals with sickle cell
trait to be aware they have it for when they decide to become a parent. If both parents of a child
have sickle cell trait there is a 25% chance their child could have sickle cell disease _a serious

disease.
It is believed that sickle cell trait is linked to other medical problems associated with strenuous

exertion:

Exercise-induced rhabdomyolysis: a type of heat illness that is characterized by
disintegration of muscle tissue. To date, no direct causal evidence has been found, and the
relationship is unclear,

Exercisc-associated sudden death (Sickling Collapse): studies done in the military suest
there is an increased risk in those with siclle cell.

What if the Test is Positive?
Athletes with sickle cell trait are not restricted from playing any sport. Serious medical problems

associated with sickle cell trait are rare. I the test is positive, it is recommended that the athlete
become educated on how to train safely for strenuous exercise and avoid high risk situations. It is
also reconunended they undergo penetics counseling before they consider having children.



