LINFIELD COLLEGE

Department of Health, Human Performance, and Athletics

May 20, 2008
Dear Student-Athlete,

Welcome back to the Linfield Callege Intercdlegate Athletics program! We are looking forwardto seeing you again
whenyou arrive on campus for the 2008-2009 acadmic yea.

The team physiciars and athletic training staff will be availabeto provide quality medcal care for you during the
continuance of your athletic careerat Linfield College. Your heath careis our primary concern

The NCAA requiresthat all studert-athleteshave a preparticipation medcal evaluation whenthey erter aninstitutionOs
intercdlegate athletics program. A physical examination is only requiredthe yea you enter the intercdlegate program at
Linfield Cdlege. We will provide a free amual heakh appraisal the subsequent yearsthat you participate.

Sincethisis not your first yea in the athletics program at Linfield College, you will be givena heakh appraisal. You do
not need to get a physical examination from your physician. However, if amedcal condition is deteciedduring the
aporaisal, you will be referedto a physicianfor further evaluation. The medcal evaluation by a physicianwill be your
finarcial regponsibility.

In addition to the preparticipation physical examination, you must have med cal insurance that providesa minimum of
$15,000 coverage for athletic injuries There are numerous insurance policiesavailabde. However, it is extremely
importart that you evaluate your insurance policy carefully to determine if it providesthe type of coverage that you will
need We sugged that you have the mast comprehensive coverage possibleif you are participating in a high-risk sport,
such asfootball, basketball, and soccer.

It is extremely importart that your insuranceinformation on pages8 and 9 are complete. You will not be allowed to
parti cipate until all sections of the Insurance I nformation Form and Emergency | nformation are completed,
including a copy of your medical insurancecard.

Most student-athleteswill needto return their physical evaluation packets by August 1, 2008. Y our coachwill letyou
know if you are requiredto mail your form OR bring it with you whenyou cometo campus in the fall.

Be sure to bring the following completedinformaton with you:
I Gereral Information

I Emergercy Contact Informaton
I Immunizaton Recad

I Medcal History Quedionnaire
I Annual Heakh Appraisal
I Heatkh Information Relea® Authorization
I Assumption of Risk

I Insurance Information Form

I Emergercy Informaton

On behalf of the ertire sports medcine team at Linfield College, | wish you a heakhy and enjoyale athletic career. Pleag
contactmeif you have any quegions or concerrs.

Sincerey,

TaraM. Lepp, ATC
Head Certified Athletic Trainer

900 SE Baker, McMinnville, Oregon 97128-6894 * Telephone 503-883-2417 * Fax503-883-2453



Linfield College Campuslnformtion
Department of Health, Human Performance and Athletics Unit Box No.:
McMinnville, Oregon 97128-6894 Sclool Phone:
Phone: 503-883-2421 Dorm/Sclool address:
Fax: 503-883-2453 Sport(s):
Date:
Clas(circle): F SoJ S

INTERCOLLEGIATE ATHLETICSPHYSICAL EVALUATION 20082009
GENERAL INFORMATION: (Please Print)

NAME AGE: DATE OF BIRTH:

last first middle month day yr
SOCIAL SECURITY #: SEX: STUDENT ID #

CONTACT PERSON IN CASE OF EMERGENCY:

NAME; RELATIONSHIP;

ADDRESS;

HOME PHONE:( ) WORK PHONE:( ) FAX: ()
PARENT/or GUARDIAN NAMES (If different than above: PHONE: (__)

(If paents are separated or divorced, please provide information for both)

CardiacHistory Yes | No Comments

Have you ever hadprior occurrence of cheg pain or discomfort
during physical exercise?

Have you ever beendizzy during or after exercise?

Have you ever passed out during or after exercise?

Have you ever experiencedexcesive, unexplained shortness of
breah or fatigue with exercise?

Have you ever had racing of your heartor skippedheartbeas?

Do you have aprior history of heartmurmur or increagdblood
pressure?

Have you ever had ched pain during or after exercise?

Do you have afamily history of premature death in a close relative
youngerthanage 50?

Do you have afamily history of cardovascular disea® in aclose
relative younger thanage 50?

Doesanyone in your family suffer from any of the following:
Hypertrophic cardiomyopathy, dilated cardiomyopathy, long QT
syndrome, or MarfanOsyndrome?

Hasa physicianever deried or regrictedyour participation in sports
for any heartproblent?

If you receve a musculo-skeletal injury that requiressurgery, would you prefer to be treaed by our team orthopedc
surgeons or your own surgean?

LINFIELD HEAD TEAM PHY SICIANS: Y OUR ORTHOPEDIC SURGEON:
PETER VAN PATTEN, MD NAME:
OFFICE: 503-472-8162 FAX: 503-474-9430 OFFICE: ( )

FAX: [ )




IMMUNIZATIONS RECORDS UPDATE:

Please list any immunizations or boogersyou havehad since entering Linfield College

MEDICAL HISTORY QUESTIONNAIRE
PLEASE CHECK YES OR NO, THEN ADD COMMENT IN SPACE PROVIDED ASTO DATES, LEFT, RIGHT,
EXTENT OF CONDITION, SURGERY, ETC.

General Medical Y N Comments

Have you had amedical illness or injury since your last check
up or sports physcal?

Do you have an ongong or chronic illness?

Have you ever been ho9italized overnight?

Have you ever had surgery?

Areyou currently taking any prescription or nonprescription
(over-the-counter) medicationsor usng an inhder? please list

Do you have any alergies (pollen, medicine food insects,
etc.)?

Do you have any seasond allergies that require medical
treatment?

Do you have asthma?

Do you cough,wheeze, or have trouble breathing during or after
activity?

Have you ever had arash or hives develop duringor after
exercise?

Have you had a severe viral infection (myocarditis,
mononudteoss, etc.) within thelast month?

Do you have any current skin problems (itching, psoriasis,
rashes, acne warts, fungus or blisters)?

Have you ever been diagnosed with an ulcer or other digestive
problems?

Have you ever become ill from exercising in the heat?

Have you ever taken any supplements or vitaminsto hdp you
gan or loee weightor improveyour peformance?

Do you want to weigh more or less than you do now?

Do youlose weight regularly to meet weight requirements for
your sport?

Do youfeel stressed out?




Musculo-Skeletal Injury History Y N Comments

Have you ever had aninjury that requiredyou to go to an
emegency room or see a doctor?

Have you ever had aninjury that requiredyou to stayin the
hospital? requiredx-rays? cawsedyou to miss 3 days of practice
or acompetition? required anoperation?

Have you ever had a headinjury or concussion?

Have you ever beenknocked out, becane unconscious or lost
your memory?

Have you ever had a seizure?

Do you have frequert or severeheadaches?

Have you ever had numbness or tingling in your arms, hands,
legs, or feet?

Have you ever had a stinger, burner, or pinchednerve?

Neck injuries?

Shoulderinjuries?(aurgery, dislocaion, separaion, fracture,
tendinitis, bursitis)

Kneeinjuries?(aurgery, locking, giving way, tendinitis)

Hip injuries?(bursitis, snapping hip)

Quadriceps or hamstring strains?

Ankleinjuries?(surgery, sprains, fracture)

Lower leginjuries?(shin splints, MTSS)

Foot-archtoe injuries?

Arm-wrist-hand-finger injuries?

Backinjuries?

Ched-ribinjuries?

Hernia?

Brokennose or frequernt nose bleeds?

Ear, eye or facial injuries?

Have you hadany problemswith your eyesor vision? Do you
wear glasses contacts, or protecive eye wea?

Do you use ary special protective or correctve equipmert or
devicesthat arenOBusually usedfor your sport or position (knee
brace neck roll, foot orthotics, retainer or mouth piece?

FemalesOnly Y N Comments

How old were you whenyou had your first menstrual period?

Whenwasyour most recert merstrual period?

How much time do you usually have from the start of one period
to the start of another?

How marny periods have you hadin the lag year?

What wasthe longed time betweenperiods in the lag year?

Whenwasyour lag pelvic exam?

Have you ever beendiagnosed with aremia?

To thebest of my knowledge the aforementionad illnesses and injuries are the only typetha have occurred.

Athlete@ signaure: Date:




LINFIELD COLLEGE ATHLETICSANNUAL HEALTH APPRAISAL

Name SSH. Date:
CampugDorm address:
Campusphone Sport(s): Year (circle): So J Sr

Has your persond medical insurance coverage changed fromlast year? Y/N
Has your emergency information or your permanent residence changed fromlast year? Y/N

Have you had any illnessesin thelast year? Y/N Comment:

Have you been howitalized in thelast year? Y/N Comment:

Have you had any injuriesin thelast year? Y/N
Please explain bdow induding dae, treatment, surgery, current problems, etc.

Head Neck Back
Shoulder Elbow Wrist/Hand/Finger
Hip Knee Ankle/Foot

To thebest of my knowledge the aforementioned illnesses and injuries are theonly ones tha have occurred in
thelast year.

Athlete@ signaure: Date:

Height: Weight: Blood Pressure: Pulse:

1. Needsfollow upwith ATC:

2. Needsto bereferredto:  Student Health Center Team Phydcian
Othe

3. Iscleared to paticipae: Y/N

Evaluaionsand recommendaions

ATC signaure: Date:




LINFIELD COLLEGE SPORTSMEDICINE DEPARTMENT
Health Information Releae Authorization

| understand that the ____Linfield College Treatment Center staff
(Referred to below as Q. CTC staffQ may need to use and disclose health infor mation about me.

| understand that my health information may include information both created and received by the practice, may be in the form of
written or electronic records or spoken words, and may include information about my health history, health status, symptoms,
examinations, test results, diagnoses, treatments, procedures, prescriptions, and similar types of health-related information.

| understand and agree that the LCTC staff may use and disclose my health information in order to:

e Makedecisions about and plan for my care and treatment;

* Refer to, consult with, coordinate among, and manage along with other health care providers for my care and
treatment;

e Determine my eligibility for health plan or insurance coverage, and submit hills, claims and other related
information to insurance companies or others who may be responsible to pay for some or al of my health care; and

»  Perform various office, administrative and business functions that support my physician@® efforts to provide me
with, arrange and be reimbursed for quality, cost-effective health care.

| also understand that | have the right to receive and review awritten description of how the L CTC staff will handle health information
about me. Thiswritten description is known as a Notice of Privacy Practices and describes the uses and disclosures of health
information made and the information practices followed by the employees, staff and other office personnel of the LCTC, and my
rights regarding my health information.

| understand that the Notice of Privacy Practices may be revised from time to time, and that | am entitled to receive a copy of any
revised Notice of Privacy Practices. | also understand that a copy of the most current version of the LCTCG@ Notice of Privacy
Practices in effect will be available in the reception area.

| understand that | have the right to ask that some or all of my health information not be used or disclosed in the manner described in
the Notice of Privacy Practices, and | understand that the LCTC staff is not required by law to agree to such requests.

| understand that the terms of this authorization will expire on June 1, 2009.

By signing below, | agreethat | havereviewed and under stand the information above and that | have received a copy of the
Notice of Privacy Practices.

By: Date:
(Patient)

OR

By: Date:
(Patient representative)
Description of Representative(® Authority:




LINFIELD COLLEGE SPORTSMEDICINE DEPARTMENT
Acknowledgment & Assumption of Risk

l, herely acknowledge, affirm, and repre<ert the following:

A.FUTURE COMPLAINTS:

| acknowledge and agree that all future injuries, medical/dental/mental problems, ailments, complaints, re-injuries, and aggravations of
old injuries must be immediately reported to amember of Linfield College® sports medicine team, no matter how minor or
insignificant | may deem them to be. [initial]

B. MEDICATIONS:
| understand that The Linfield College Athletic Training program does not provide pharmaceuticals, including over-the-counter
medications (i.e. Tylenol, Advil, Aleve). | will purchase any medications that | may require. [initial]

C. EQUIPMENT:

If | need to use any Linfield College Athletic Training equipment (i.e. braces, sleeves, crutches), | will be required to check the
equipment out/in at the Treatment Center. | understand that if | do not return the equipment when | am finished using it, my student
account will be charged for itsreplacement. | also understand that the equipment must be returned in good condition and all
CHARGES ARE FINAL. Itismy responsibility to make sure that the item has been checked in properly and that | receive a copy of
the EQUIPMENT CHECK-OUT FORM Qas proof of return. [initial]

D. ACKNOWLEDGMENT & ASUMPTION OF RISK

| am aware that playing, practicing, training, and/or other involvement in any sport can be a dangerous activity involving MANY
RISKS OF INJURY, including, but not limited to the potential for catastrophic injury. | understand that the dangers and risks of
playing, practicing, or training in any athletic activity include, but are not limited to, death, serious neck and spinal injuries which may
result in complete or partial paralysis or brain damage, seriousinjury to virtually all bones, joints, ligaments, muscles, tendons, and
other aspects of the muscular-skeletal system, and serious injury or impairment to other aspects of my body, general health and well-
being. Because of the aforementioned dangers of participating in any athletic activity, | recognize the importance of following all
instructions of the coaching staff, strength and conditioning staff, and/or Sports Medicine Department. Furthermore, | understand that
the possibility of injury, including catastrophic injury, does exist even though proper rules and techniques are followed to the fullest. |
also understand that there are risks involved with traveling in connection with intercollegiate athletics.

In consideration of Linfield College permitting me to participate in intercollegiate athletics and to engage in al activities and travel
related to my sport, | hereby voluntarily assume all risks associated with participation and agree to hold harmless, indemnify, and
irrevocably and unconditionally release Linfield College, and their offices, agents, and employees from an and al liability, any
medical expenses not covered by the College® Intercollegiate AthleticsOmedical insurance coverage, and any and all claims, causes of
action or demand of any kind and nature whatsoever which may arise by or in connection with my participation in any activities
related to intercollegiate athletics.

| release, waive, discharge and covenant not to sue Linfield College, its officers, agents and employees al of which are hereinafter
referred to as Qeleasees,Ofrom any and all liability to me, my heirs, or next of kin for any and all claims, demands, losses or damages
on account of injury, including death or damage to property, caused or alleged to be caused in whole or in part by the negligence of
the rel easees or otherwise.

| have read and understand the content of the waiver and release and sign voluntarily.

The terms hereof shall serve as release and assumption of risk for my heirs, estate, executor, administrator, assignees, and al members
of my family. [initial]

E. AUTHORIZATION:
| fully understand that this authorization shall be effective and valid for one year (52 weeks) after the termination of my playing and/or

academic career at Linfield College. [initial]
Signature Date
Parent/Guardian Signature (if under 18 years old) Date



2008-2009 Linfield College Athletic Training I nsurance Il nformation Form H

GENERAL INFORMATION (Please print)

Name: Age: Sport(s):
Lad First M.I.

Date of Birth (mo/day/yr): Sccial Secuity Number:

Please check here if you will purchase the school & insurance. (If yes, complete question 6)
If you will be covered by your own or your parents’ health insurance, continue with #1 below.

1.

Insurance Comparny:

Address: Phone Number: 1-800-
Principal Member: Date of Birth:
Employer: Scc. Sec. Number:
Pdicy Number: Group Number:

2. What type of insurance plan do you have?
HMO (complete questions 3 and 6)
PPO or Point of service plan (complete questions 4, 5, and 6)
Other: please specify (complete questions 4, 5, and 6)

3. If an HMO plan, please provide the name, address, and phone humber of your primary care physician:

Name:

Address: Phone number:

4. If aPPO plan, Point of service plan or other, are the following Linfield team physicians preferred providers (i.e., qualify for
maximum reimbursement) within your insurance plan? (Information can be obtained by calling insurance provider’s customer
service number or visiting insurance provider’s web site)

Dr. Peter Van Patten (Orthopedics) Dr. Mike Jaczko (Family/General Practice)
Dr. Robyn Dreibelbis (Family/General Practice) Dr. Scott Schieber (Family/General Practice)

5. If none of the above are approved providers, please supply a name and phone number of an approved physician in the greater
McMinnville areayou wish to see in the event of an athletic injury:
Name:

Address: Phone number:

6. Other (Secondary) Insurance (if applicable)

Insurance Comparny:

Address: Phone Number: 1-800-
Principle Member: Scc. Sec. Number:
Pdicy Number: Group Number:

| affirm that the above coverageis currertly in effect and will continue to be in effectthrough the end of the academic
year.If my insurance status should change for any reaon, | will notify the calegeimmedately.

My signature below verifiesthat my health insurance policy providesa minimum of $15,000 coverage for athletic
injuries

Signature of studert or parert Date



EMERGENCY INFORMATION 2008-2009

Athlete Name Sport(s)
Lad First MI
SS# Birthdate
Cdlege Address Callege Phone ( )

Allergesto medcatons (list)

Previous surgeries

Emergency Contact PeronOName

Work Phone ( ) HomePhone ( )

INSURANCE INFORMATI ON

Medical Insurance Co.

Address

Primary or Secandary? (please circle one) Phone # (__)

Pdicy # Group #

Principal Member Birthdate

Employer SS#

Work Phone ( ) Cell Phone ( )
Address

City State Zip Code

E-mail

IMPORTANT NOTICE: Plea® attacha copy of your insurance card (front and back), along with prescription card if
separake.

MEDICAL CONSENT FORM

CONSENT TO ADMINISTER MEDICAL TREATMENT

I, the undersigned, herely authorize Linfield Callege Sports Medicine Staff to actfor meaccording to their best judgmert
for administering first aid and for secuing professional medcal service which they deemnecessary.

(Full nameof athlete) aparticipart on the

athletic team(s).

Date

Signature of Parert or Guardianof Athlete (if minor)
And/Or

Signature of Legally Independert Athlete



