
DIAA ATHLETIC PHYSICAL AND CONSENT FORMS 

Upon publication of this packet, these forms MUST be utilized when completing required DIAA forms for athletic 
participation. Each year, the DIAA will utilize this cover letter to update providers on any important changes and 
important dates. 

The DIAA Sports Medicine Advisory Committee recommends that the required forms be completed by the student 
athlete's primary care provider (medical home) to ensure continuity of medical care. These fonns must be completed 
after April 1 st each year based on a physical performed by the signing physician within one year of the date of 
signature. 

Important Information: 

• Please refer to COVID information from Center for Disease Control and Prevention (CDC) and Delaware Department of
Public Health (DPH) for the latest health and safety infonnation.

• On the history form (page 3), all questions should be answered based on complete medical history (not just in the last
year).

• The date the forms a re filled out does not have to be the same day that the physical was performed. See above for
timing or physical.

Rev 4/1/2023 



Delaware Interscholastic Athletic Association 

Pre-Participation Physical Evaluation/Consent Form 

The DIAA pre-participation physical evaluation and consent form consists of seven pages. Pages two, tlu·ee, and five require a parent's 
signature, while pages six and seven are references for the parent and student athlete to keep. Page four requires the exam date and 
physician's signature, and page five requires the clearance to participate date and qualified health care professional's signature 
(RN/ ATC). The student must be cleared to participate on or after April 1 based on a physical examination conducted within 12 
months of the signature. The clearance is valid through June 30 of the following school year unless a re-eJCamination is 
required. 

Name of Athlete; ______________________ School: ____________ _ 
Grade: ____ Age: _____ Gender: ___ Date ofBirth: ____ Phone: _____________ _ 
Parent/Guardian Name: (Please Print): ____________________________ _ 

For the physicals of 9th graders or new school enterers, please check here indicating immunization form attached; D

PARENT/GUARDIAN/STUDENT CONSENTS 

____________ has my permission to participate in all interscholastic sports NOT checked below
(Name of Athlete) 

NOTE- If you check any sport below the athlete 'Nill NOT be permitted to participate in that sport. 
__ Baseball __ Basketball (G)(B) __ Cross Country (G) (B) __ Field Hockey _ _  Football 

Golf _Lacrosse (G)(B) _Soccer (G)(B) _Softball _Swimming (G)(B) 

__ Tennis (GJ (BJ __ Traci< (G) (BJ _ _  Volleyball __ Wrestling __ Cheerleading 
Unified Football Unified Basketball Unified Track __ Othe1· _____ _ Other _ _ _ _ __ 

I. My permission extends to all interscholastic activities whether conducted on or off school premises. I have read and discussed
the Parent/Player Concussion Information Document; Sudden Cardiac Arrest Awareness Sheet and! will retain those
pages for my reference. I have also discussed with him/her and we understand that physical injury, including paralysis, coma
or death and exposure to COVJD-19 can occur as a result of participation in interscholastic athletics. I waive any claim for
injury, illness, or damage incurred by said participant while participating in the activities NOT checked above.

ParentSignature:. ___________________ Date: ________ _

Student Signature: Date: ________ _

2. To enable DIAAand its full and associate member schools to determine whether herein named student is eligible to participate
in interscholastic athletics, I hereby consent to the release of any and all portions of school record files, beginning with the
sixth grade, of the herein named student, including but not limited to, birth and age records, name and residence of student's
parent(s), guardian(s) or Relative Care Giver, residence of student, health records, academic work completed, grades received
and attendance records.
ParentSignature:, _____ _____ __ _ ______ Date: _______ _

3. I further consent to DIAA, and its full and associate member schools use of the herein named student's name, likeness, and
athletically related information in reports of interscholastic practices, scrimmages or contests, promotional literature of the
association, and other materials and releases related to interscholastic athletics.
Parent Signature: ___________________ Date: _______ _

4, By this signature,! hereby consent to allow the physician(s) and other health care provider(s) selected by myself or the schools 
to perform a pre-participation examination on my child an d to provide treatment for any injury received while participating 
in or training for athletics for his/her school] further consent to allow said physician(s) or health care provider(s) to share 
appropriate information concerning my child that is relevant to participation, with coaches, medical staff, Delaware 
!nterscholastic Athletic Association, and other school personnel as deemed necessary. Such information may be used for injury
surveillance purposes.
ParentSig nature: ___________________ Date: _______ _ 

5. By this signature, I agree to notify the physician and school ofany health changes during the school year that could
impact participation in interscholastic athletics.

Parent Signature: ___________________ Date: _______ _

Rev 4/1/2023 
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HIS TO RY FORM *Form completed annually along with a Consent & Medical Card. Athlete and parent should fill out the form prior to visit. 

Name ______________________ Ag e: _____ �Dale of Birth _______ Grade _____ _ 

Sex ____ School. ________ Sport(s) _______ _ 

-

List past and currant medical condilions: 

List all currer,I prescriptions, OTC medicines, ano supplements (herbal & nutritional)· 

Over the past 2 wee:is, how often have you been bothered by any of the tallowing (ci rcle) 
0eeling nervous, an�ious, or on edge
)lot being able to stop or control wor,ying 
Little interest or pleasure in doing things 
0eeling down, depressed or hopEless 

Ment.allicalth; A sumo;°">=- ·3 for quesh;Jns 1+:!. er 3+4, 1s 0011s1de.red pc-s1t1ve 

GENERALQUEs;1011s Yes No 
1 •Jo you have any co,cer,s yo.i >,Du� like lo d:scuss

1',lh your provicer? 
2 Has a pcovidsr ever der.i€d or restricted your 

particip,lion ·r• spo•s ·or any reason? 

3 Do yo_i :1;•JC a,,y rnedi:::21 issues or te::enl i'lne.ss? 

HEART HEAL TH QUESTIONS ABOUT YOU: Y�:; No 
4 Ii al/€ ycu e\•e'" passe:i out or near; ca�.sedo11: 

durin-J crar:er exercise; 
( Have you ever harJ 0iscom'or1, pain :.�hlrsss. •)· 

rressurc ir 101..r chosl during ei::e•cise? 

6. Does 1011r he?.f\ ever r:.=.�c. rli.:ltcr ·(I your c�.c5l. or skip beats 
(irre.;ula: bea1s;, durir.g ex.ercise?

I Has a iocto: tolJ you tMt you nave any heart issues? 
8 Ya:;; � dnctc:r ever re:�ueslcc' a test for you: t·eart? For 

exam.ole. e lectrocar(ogram (EKG) o r  echoca,diogram? 

9. Do you gel lighl r,caded o r  foe I sr,orter of breath 
more lhan your friends during exercise>

fO Have yuu ever ha:1 a seizure? 

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY -�€'.": No 
11 Has any family member or rela!va de:I of hea1 prcbF.ms or ha:1 

a·1 urisw,cloo or ur.e,plaine:J sudi!endealh telom a;ie :l5year, 
(including drcwr i.g or unexplair,ed car crasr,!? 

;2 Does ar1yo� in. yo,Jr f.ami yt':ave a ;i�."'1-::tic h!!:ir, pro·ilr..""n �uch :is 

hypertmph c cc1t1iorry::iOt1:t:y t:•ICM]. M3tian syndf{l,"l'Je, 

a�h)'1hriogenc rigntventrcularcardio11yooath,(ARVC!. long DT 
,,ndror,e ;LOTS:•. shortOT syn1ionce(SQTSJ. ecugadas,noro11e. 
or cat,::::t-ol..mincrg:C po�lllJq::h-c �-entrb.J la r lachycaldia (CPVT}? 

t3 Has anyone in yourf;sm,11 nao apOC€m1l(er, o r
i'rplanled defibn11a:cr tetore age 35' 

BONE AND JOINT QUESTIO.�S Yee �"' 

14 Since you were last cleared lo play sports, hs,e you 
had a new injury lo a bone_ muscle. 1igamen1 a,tendon? 

M·mcAL O UES'TIONS 
15 Have you been diagnosed with COVID-19? 
16 Do you coug h ,  wMeze, or Mve difficulty 

breathing during or after exercise? 
17 Are you mi ssing a kidney, an eye, a teslicfe (males), 

your spleen, or any other organ? 
18. Do you have groin or, testicle pain or a painful bulge or

hernia in lhe groin a rea? 
19 Do \'OU have any recurring skin ras.1es or mst,es that cc,r.e 

a 1d g::-o inclujin9 herpes orme1hicilliri-res'.stant 
Stapnyiococcvs aoreus (MRSA)? 

.£.. 

Have you ever had surgery? II yes list all past surgical procedures 

List all or your allerg,es {medicines, po llens food, stinging insacts, etc.): 

Not at all Severa I days Over half the days Nearly every day 
--

1
---

2 
__ O 

---

1 __ 2 

__ O 
---

l ___ 2 
0 1 2 

20. Ha•ie you r.od • concussion or head 
inj•Jry lhal caused confusior,, a prolonged 
hea:acho. or memory proble:r.? 

21 t l8ve you ever had numa.1ess, ::ngling, weakness in your arms 
er leg or been una,le 10 move yc-ur arms or l€gs afler being hit 
or(alling? 

22 Ha-.,€ you ever becorr.e ill during exercisinq i.1 lhe hea:? 
23 Do you or someore in your fa ,Ti:\' t,ave sickle cell trai: or 

disease? 
24 Ha•,·e yoL, ever h�;. or do you ·1avc pro:::lem5 •1/lh you: eyes or 

visior? 
2::i Do yoL wor:y mucn a.bovt yol1.' wc:[itil? 
26 /I.re yo•J trying o•has an yoce recommended you gain or lose 

'NB'ght? 
27 Are yo•.I on a spo:ial ciet or do you ave id certa;n 1ypes ol loons 

o· rood groups? 
28. Have yo� ever nc<I an eating <lismje"

EMALESONLY 
29, Have you ev¥ had il mer-slrual perio�? 
30 How old were you when yoJ had your tirst menstrua 

period? 
31 WMn was your ,rost recen l �enstrual perbd? 

�rlilWmany,per<ids r.ave you had in lhE last 12 
rronlhs? 

Answer "Yes" if ii ever occurred. Explain "yes" answers here: 

3 
3 
3 

3 

Yes 

SCHOOL QC iAl.fFI r-:D IIF.A I.TIICA �� PROFESSIOi\A L (QHP) 
(RN/ATC) 

No 

lf··ves Is ,·111swered to any ol"tllc aliovc, or "3+ 1·or men Lal heallh ques11ons. 
smcc <lie at l1lclc wa� lasl cleared for athletic rar1Lc1patI011, a rel'erral �nd 
clearance hy the athle(e's pr 11nary �arc pru"rdcr arc rcq11ired 

I hereby state that, to the best ot·rny knowledge, my answers to the above quesLions are comrlete and correct 

Signat11r� or Athlete _________________ Dale ___ _ Signature Parenl./(iuardian ________________ Date 
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SCHOOL ATHLETE MEDICAL CARD 
(Parent/Guardian. Please complete Sec/ions 1, 2 & J. Please print.) 

:;ecuon 1: t.ontact /t'ersonat JnJorrnatwn 

Name: Sport(s): 

Age: Birthdate: School: Grade: 

Guardian Name: 

Address: 

Phone: (H) (\\'): (C): (P) 

Other Authorized Person To Contact In Case Of Emergency: 

Name: Phone(s): 

Name: Phone(s): 

Preference Of Physician (And Pennission To Contact If Needed): 

Name: Phone: 

Hospital Preference; Insurance: 

Policy#: Group: Phone: 

Section 2: Medical Information 
Medical Illnesses: 
Last Tetanus (Mo/Yr): Allergies: Braces/Splints: 
Medications: 

(Any medication(s) that may need to be taken during competition require a physician's note.) 

Previous Head/Neck/Back li"\iury: 

Heat Disorder, Or Sickle Cell Trait; 

Previous Significant Injuries: 

Any Other Important Medical Information: 

Section 3: Consentfor Athletic Conditioning, Training, and Health Care Procedures 
I hereby �ive consent for my child to participate in the school's athletic conditioning and training program and to receive any necessary 
healthcare treatment, including first aid, diagnostic procedures, and medical treatment, that may be provided by the trealing physicians, 
nurses, athletic trainers, or other healthcare providers employed directly or through a contract by the school, or the opposing team's school. 
The healthcare providers have my permission lo release my child's medical infomiation to other healthcare practitioners and school 
officials. In the event I cnnnot be reached in nn emergency, I give permission for my child to be transported to receive necessary treatment. 
I understand that Delaware Interscholastic Athletic Association or its associate� may request infonnation regarding the athlete's health 
status, and l hereby give my permission for the release of this information as long as the infonnation does not personally i<lentify my child. 
Pa rent/Guardian Signature: Date: 

Athlete's Signature: Date: 

Section 4: Verification of Clearance for Participation 
Comments: 

QuflliCicd Health Care Profcssional's (QIIP) Signature al'tcr reviewing PPE: 

Date: 

F11r Scluwl omce Us� 011/r 1his card is valid f,-ot» April I. W ________ through .hme JO, 211 ____ _ 

{RN/ATC} 

Nale: If any changes occ,w, a new card should be compleied by the parent/guardian The original card should be kepi on.file in !he school nurse, atl,/e/ic 

director's or athletic Jrainer's office. A copy sho1dd be kepi in rhe sports' orhleric kir. This card comains personal medical injormation and should be rrea/ed as 

confidential by !he school, its employees, agenls, and contractors. 

NameofSchool:_ N11me of School QHP: ______________ _

Rev 41112023 
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Delaware Interscholastic Athletic Association 

Parent/ Player Concussion Information Document 

A concussion is a brain injury and all brain injuries are serious. They are caused by a bump, blow, or jolt to the head, or by a 
blow to another part of the body with the force transmitted to the head. They can range from mild to severe and can disrupt 
the way the brain normally works. Even though most concussions are mild, all concussjons arc potentjaHy serjous

and may result iu comolicatjons iodudjng prolonged brain damage and death if not recognized and managed 
properjy, In other words, even a "ding" or a bump on the head can be serious. You can't see a concussion and most 
sports concussions occur without loss of consciousness. Signs and symptoms of concussion may show up right after the 
injury or can take hours or days to fully appear. If your child reports any symptoms of concussion, or if you notice the 
symptoms or signs of concussion yourself, seek medical attention right away. 

Symptoms may include one or more of the following: 

Headaches Pressure in head Nausea or vomiting 
Neck pain Balance problems Dizziness 
Disturbed vision Light/noise sensitivity Sluggish 
Feeling foggy Drowsiness Changes in sleep 
Amnesia "Don't feel right" Low energy 
Sadness Nervousness Irritability 
Confusion Repeating questions Concentration problems 

Signs observed by teammates, parents and 

coaches may include: 

Appears dazed 
Confused about assignment 
Unsure of game/score etc. 
Responds slowly 
Seizures 
Loss of consciousness 

Vacant facial expression 
Forgets plays 
Clumsy 
Personality changes 
Behavior changes 
Unc oordinated 

Can't recall events before or after hit 

What can happen ifmychHd keeps on ulayjngwjtha concussion or returns to soon? 
Athletes with the signs and symptoms of concussion should be removed from play immediately. Continuing to play with the 
signs and symptoms of a concussion leaves the young athlete especially vulnerable to greater injury. There is an 
increased risk of significant damage from a concussion for a period of time after that concussion occurs, particularly if the 
athlete suffers another concussion before completely recovering from the first one (second impact syndrome). This can 
lead to prolonged recovery, or even to severe brain swelling with devastating and even fatal consequences. It is well known 
that adolescent or teenage athletes will often under report symptoms of injuries, and concussions are no different. As a result, 
education of administrators, coaches, parents and students is the key for the student-athlete's safety. 

if you thinls your chHd has suffered a concussjon 
Any athlete even suspected of suffering a concussion should be removed from the game or practice immediately. No athlete 
may return to activity after an apparent head injury or concussion, regardless of how mild it seems or how quickly symptoms 
clear, without medical clearance. Close observation of the athlete should continue for several hours. You should also inform 
your child's coach if you think that your child may have a concussion. Remember, it is better to miss one game than miss the 
whole season. And when in doubt, the athlete sits out. 

For current and up-to-date information from the CDC on concussions, you can go to: 

http: /l1,\.'\Vw.n!c.�ov /he.idsun/ynu th sports /ind ex. html 

For a current update of DIAA policies and procedures on concussions, you can go to: 
h ttps: /led ucation.delaware.gov /diaa /health and safety/concussions s1 nd sud

den canljac arrest/ 

For a free online training video on concussions, you can go to: 

h ttps; //n fhslea rn.com /course s?se,1 rchText=Co n cussi on 

All parents and players must sign the signature portion of the PPE indicating they have read and 

understand the above. 

Ada ted from the KHSAA, CDC and 3'1l International Conference on Concussion in S ort. 4/2011 
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SUDDEN CARDIAC ARREST AWARENESS SHEET 

What is Sudden Cardiac Arrest? 
► An electrical malfunction (short-circuit) causes the bottom chambers of the heart (ventricles) to beat

dangerously fast (ventricular tachycardia or fibrillation) and disrupts the pumping ability of the heart.
► Occurs suddenly and often without warning.
► The heart cannot pump blood to the brain, lungs and other organs of the body.
► The person loses consciousness (passes out) and has no pulse.
► Death occurs within minutes if not treated.

What causes Sudden Cardiac Arrest? 
► Conditions present at birth (inherited and non-inherited heart abnormalities)
► A blow to the chest (Commotio Cordis)
► An infection/inflammation of the heart, usually caused by a virus. (Myocarditis)
► Recreational/Performance-Enhancing drug use.
► Other cardiac &medical conditions/Unknown causes. (Obesity/Idiopathic)

What arc the symptoms/warning signs of Sudden Cardiac Arrest? 
► Fainting/blackouts ( especially during exercise J
► Dizziness
► Unusual fatigue/weakness
► Chest pain
► Shortness of breath
► Nausea/vomiting
► Palpitations (heart is beating unusually fast or skipping beats)
► Family history of sudden cardiac arrest at age< 50

ANY of these symptoms/warning signs may necessitate further evaluation from your physician before
returning to practice or a game.

\\'hat are \\:l)S to screen l'or Suddcn Cardiac Arrest'! 
► The American Heart Association recommends a pre-participation history and physical including 12

important cardiac elements.
► The DIAA Pre-Participation Physical Evaluation - Medical History form includes ALL 12 of these

important cardiac elements and is mandatory annually. Please answer the heart history questions on
the student health history section of the DIAA PPE carefully.

► Additional screening using an electrocardiogram and/ or an echocardiogram is readily available to all athletes,
but is not mandatory.

Where can one find additional information'! 
► Contact your primary care physician
► American Heart Association (www.heart.org)
► August Heart (www.augustheart.org)
► Championship Hearts Foundation (www.chan1t1he,ffts.o1l:)
► Cody Stephens Foundation {www.rncly:,lephensl'oundalion.Dt·g!)
► Parent Heart Watch ("'-"\A'w.parenthec1rtwatch.rnm)
► NFHS Learn Center - Sudden Cardiac Arrest Video ( www .n n1sl eo11·11.cn111)

All parents and players must sign the signature portion of the PPE indicating they have read and

understand the above. 
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