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February 2011 
Dear Parents: 
 
Enclosed you will find new Health Forms for the 2011/2012 school year.  All forms need to be completed and 
returned to the School Nurse for the next school year.  


 
IMPORTANT: The Missouri State High School Activities Association (MSHSAA) states that all 
physicals for the 2011-2012 academic year must be performed after February 1, 2011 in order to be 
considered valid.  
 
ALL 7th and 8th grade students and any 9th-12th grade student not participating in a fall sport: 
FORMS ARE DUE NO LATER THAN THE FIRST DAY OF BOOK SALES. Your child will not be able 
to receive their schedule and thus purchase their books without a completed health form.  
 
ALL 9th-12th grade students participating in a fall sport: 
FORMS NEED TO BE RETURNED BY AUGUST 8, 2011- the first possible day for fall sports practice. 
Your child will not be able to participate in school sports until this form is completed.  
 
Please refer to the following checklist to make sure your forms are complete before returning them: 
 


 All CONTACT INFORMATION is correct and complete 


 You have notified the EMERGENCY CONTACTS and they are aware you have listed them to be contacted  
       in case of an emergency 


 HEALTH INSURANCE information is complete with a policy number 


 The STUDENT has SIGNED the Student Agreement Regarding Conditions for Participation 


 Parent/Guardian has reviewed the TRANSPORTATION AUTHORIZATION section and has checked  
        accordingly 


 PARENT/GUARDIAN has SIGNED the Parent Permission and Authorization for Treatment 


 Parent/Guardian has completed the MEDICAL HISTORY section to the best of their knowledge  


 PARENT/GUARDIAN has SIGNED the consent for OTC MEDICATION ADMINISTRATION by the School 
        Nurse 


 The PHYSICAL EXAM section is completed and SIGNED AND DATED BY A PHYSICIAN 


 Current IMMUNIZATION RECORDS are completed in the section or a copy has been attached. 
 
ACCORDING TO THE STUDENT-PARENT HANDBOOK, STUDENTS MAY NOT ATTEND CLASSES 
WITHOUT A NEW COMPLETED PHYSICAL AND AN UPDATED IMMUNIZATION RECORD ON FILE. 
 
If your child requires any additional health needs at school or if you have any questions about the medical form, 
please contact Casie Tomlinson, School Nurse. Remember that health information is kept confidential to the 
best of our ability as professionals.  
 
Sincerely, 
Casie Tomlinson, RN 
School Nurse 
314-993-4045 ext 209 
ctomlin@jburroughs.org 








2011/2012           


 
 


Date: __________________ 
 
Name: _______________________________________________________________________________ 
   Last    First    Middle 
 
Birthdate: ________________________ Age: _________ Sex: _______________ Grade: ____________ 
 
Parent or Legal Guardian: _______________________________________________________________ 
 
Address: _____________________________________________________________________________ 
       Street 
_____________________________________________________________________________________ 
   City/State      Zip 
 
Phone: _______________________/___________________________/___________________________ 
               Home          Parent’s Work                                 Parent’s Cell 
 
Emergency Contact Information  (MUST LIST AT LEAST ONE EMERGENCY CONTACT) 
 
Family Doctor: ________________________________________________________________________ 
 
City/State: _________________________________ Phone: ____________________________________ 
 
Emergency Contact 1 
 
Name: __________________________________________ Relationship: _________________________ 
 
Phone: _________________________/___________________________/_________________________ 
  Home     Cell    Work 
 
Emergency Contact 2 
 
Name: __________________________________________ Relationship: _________________________ 
 
Phone: _________________________/___________________________/_________________________ 
  Home     Cell    Work 
 
Family Health Insurance Information 
 
Carrier ____________________________________ Policy # __________________________________ 
 
Group # ____________________________ Preferred Hospital _________________________________ 
 
 
 







 
Student Agreement Regarding Conditions for Participation: 
 
This application to represent my school in interscholastic athletics is made with the understanding that I have studied 
and understand the eligibility standards that I must meet to represent my school and that I have not violated any of 
them. I certify that I have read and understand the John Burroughs School Athletic Department’s policies as 
outlined in the Student-Parent Handbook. I also understand that if I do not meet the citizenship standards set by the 
school or if I am ejected from an interscholastic contest because of an unsportsmanlike act, it could result in my not 
being allowed to participate in the next contest or suspension from the team either temporarily or permanently.  
I have completed and/or verified that part of this certificate, which requires me to list all previous injuries or 
additional conditions that are known to me which may affect my performance and I certify that it is correct.  
 
STUDENT 
SIGNATURE__________________________________________________DATE:_______________ 
 
Parent Permission and Authorization for Treatment: 
I/We hereby give our consent for the above student to represent his/her school in interscholastic athletics. If we 
cannot be reached and in the event of an emergency during school athletic activities, we also give our consent for the 
school to obtain through a physician or hospital of its choice, such medical care as is reasonably necessary for the 
welfare of the student. 
We further state that we have completed that part of this certificate, which requires us to list all previous injuries, or 
additional conditions that are known to us which may affect this athlete’s performance or treatment and we certify 
that it is correct. 
We confirm that this application for the above student to represent his/her school in interscholastic athletics is made 
with the understanding that we have studied and understand the eligibility standards that our son/daughter must meet 
to represent his/her school and that he/she has not violated any of them. We certify that we have read and 
understand the John Burroughs School Athletic Department’s policies as outlined in the Student-Parent Handbook. 
We also understand that if our son/daughter does not meet the citizenship standards set by the school or if he/she is 
ejected from an interscholastic contest because of an unsportsmanlike act, it could result in him/her not being 
allowed to participate in the next contest or suspension from the team either temporarily or permanently.  
The MSHSAA By-Laws provide that a student shall not be permitted to practice or compete for a school until it has 
verification that he/she has basic health/accident insurance coverage.  Our son/daughter is covered by basic 
health/accident insurance for the current school year, which is noted on the first page. 
We also give our consent for him/her to accompany the team on trips and will not hold the school responsible in 
case of accident or injury whether it be enroute to or from another school or during practice or an interscholastic 
contest, and we hereby agree to hold the school, its employees, agents, representatives, coaches, and volunteers 
harmless from any and all liability, actions, causes of actions, debts, claims, or demands of every kind and nature 
whatsoever which may arise by or in connection with participation by my child/ward in any activities related to the 
interscholastic program of his/her school. 
 


Travel Authorization 
 


PARENT/GUARDIAN:  
PLEASE INDICATE WITH A CHECK MARK IF YOU DO NOT GIVE YOUR CHILD 
DRIVING PRIVILEGES TO AWAY ATHLETIC EVENTS. 
 
______ I DO NOT give permission for my child to drive himself/herself to Burroughs athletic events for the entire
 school year.   
 
______ I DO NOT give permission for my child to drive other team members to Burroughs athletic events as   
              passengers for the entire school year. 
 
______ I DO NOT give permission for my child to be a passenger in a car driven by a team member to Burroughs  
              athletic events for the entire school year.  
 
 
 
PARENT/ GUARDIAN  
SIGNATURE:   __________________________________________________ DATE: _____________________  








 
 
ATHLETICS 
 
FALL SPORTS STARTING DATES 2011 - 2012 
 
As published, classes begin on Monday, August 29.  In order for a student to 
participate in the required number of practice days prior to the first sport contest, as 
mandated by Missouri State High School Activities Association the starting dates for 
fall sports for grades 9 through 12 as follows: 
 
   MONDAY AUGUST 8  Boys Soccer 
     Girls Volleyball 
     Football 
     Boys Swim 
      
   WEDNESDAY AUGUST 10 Boys & Girls Cross Country 
 
   THURSDAY AUGUST 11 Field Hockey 
      
   MONDAY AUGUST 15  Girls Golf 
     Girls Tennis 
 
(Summer mailings and the JBS website will give practice times.  These dates are 
subject to change.) 
 
MOST SPORTS WILL HAVE SATURDAY PRACTICES 
 
If you plan to try out for one of these teams and will not be present on the starting 
date, please call the Athletic Department at 993-4045 extension 301 and leave a 
message. 
 
MEDICAL EXAMINATIONS 
   Students are required to return completed physical forms to John Burroughs School 
   before the Missouri State High School Activities Association mandated date of  
   August 8, 2011 for fall sport’s first possible practice.  Without exception, athletes will  
   not be permitted to participate without the enclosed completed forms.   
 
MSHSAA RULES, STUDENT-PARENT HANDBOOK & ATHLETIC  
   POLICIES 
   An explanation of MSHSAA rules, a Student-Parent Handbook published by the  
   school, and Athletic Department policies are available for anyone by request to the  
   Athletic Director.  At the beginning of each sport season, coaches will review   
   pertinent rules and regulations.  For further information regarding MSHSAA, refer to 
   www.mshsaa.org, or call 573-875-4880. 








 
 


Health History Assessment 
 


  Yes No 
1 Have you ever had a serious medical problem requiring surgery, hospitalization or prolonged 


treatment by a doctor? 
If yes, please explain: ____________________________________________________________ 


  


2 Have you ever had a serious allergic reaction to anything? (please list below) 
Food__________________________________________ Insects_________________________ 
Medication____________________________________________ Epi-Pen Required__________ 


  


3 Have you ever had seasonal allergy problems?   
4 Do you have any form of asthma that requires medication or inhalers?    
5 Do you have the sickle cell trait?   
6 Do you have a heart murmur, irregular heart beat or at any other cardiac concern? 


If yes, please explain? ___________________________________________________________ 
  


7 Have you ever been dizzy or passed out during exercise or at any other time?   
8 Has any family member ever had a heart attack or died suddenly before age 50?   
9 Do you ever have chest pain or tire more easily than others while exercising, or any other time?   


10 Have you ever suffered any heat related problems such as heat cramps, heat exhaustion or heat 
stroke? 


  


11 Have you ever had a significant injury such as a sprain, fracture or dislocation to a bone or joint? 
If yes, please explain? ___________________________________________________________ 


  


12 Have you ever had a concussion or been knocked unconscious? 
If yes, when and how many times? _________________________________________________ 


  


13 Have you ever had a seizure? 
If yes, please explain? ___________________________________________________________ 


  


14 Is there any other medical or family history that might be important? 
If yes, please explain? ___________________________________________________________ 


  


15 Have you ever been taken out of or kept from participating in a sports activity or practice for an 
injury or physical reason? 
If yes, please explain? ___________________________________________________________ 


  


16 Do you have damage or absence of one of any paired organs (i.e. kidney, testicle, eye, etc)? 
If yes, please explain? ___________________________________________________________ 


  


17 Do you have any skin problems? If yes, list __________________________________________   
18 In the last year how much weight have you gained or lost? ________________________   
19 FEMALES ONLY In the last year have you gone for three months or more without a period?   


 


Medication Authorization 
Does your student currently take any prescription or non-prescription medication on a regular basis?    Yes   No 
 
If yes, please list all medications: _____________________________________________________________________ 
 
________________________________________________________________________________________________ 
 


Does your student require any medication to be given during school hours on a daily basis?    Yes    No 
 


OTC MEDICATION DISTRIBUTION AT SCHOOL 
 
OTC MEDICATIONS MAY be given by the School Nurse at her discretion when the student requests. All 
medications will be given as directed by the manufacturer and ONLY WITH PARENT CONSENT: 


Acetaminophen Ibuprofen Benadryl Midol Antacid Tablets Nasal Decongestant Cold Relief 
PARENT: 
I give permission for my child to receive medication or treatment in school: 
PARENT SIGNATURE: _________________________________________ DATE: ___________________ 








Physical Exam - TO BE COMPLETED BY EXAMINER 
 


Hearing  Normal  Abnormal   If abnormal, please explain _______________________________________________ 


Vision   Right Eye __________ Left Eye _________  Wears Glasses  Wears Contacts 
 
Height: _____________ Weight: _______________ BP: ________________ Pulse: __________________ 
 


 Normal Abnormal/Comments 
General Appearance   
Nutrition/ Body Mass Index   
Skin   
Head   
Eyes   
Ears   
Nose, Throat and Teeth   
Lymph Nodes/Thyroid   
Lungs   
Heart   
Abdomen   
Genitalia  Tanner: I.  II.  III.  IV.  V 
Musculoskeletal  Scoliosis:  Negative       Positive 
Neurological   


Physical Education/Sports Consideration 


Physically qualified for sports or full physical education OR only as checked below: 
___ Contact collision (football, soccer, wrestling, basketball, field hockey, lacrosse, water polo, ice hockey) 
___ Limited contact (baseball, cheerleading, volleyball, track and field) 
___ Non-contact strenuous (running, tennis, dancing, golf, jumping rope, swimming, walking, weight lifting) 


Known or suspected disability: _________________________________________________________ 


Restrictions/Recommendations: _________________________________________________________ 


Referral for further evaluation: _________________________________________________________ 
 


Physician/Provider’s Signature: ________________________________________ Date of Exam: ______________ 
Physician/Provider’s Name (print): __________________________________________ Phone: ____________________          


 
Immunization Record 


 
DPT POLIO MMR HEP B VARICELLA 


1 1 1 1 1 
2 2 2 2 2 
3 3  3 CHICKEN POX 
4  TDAP PPD/TB Date of Disease 
5  1 1 1 
 
*PPD/TB Test is REQUIRED BY JOHN BURROUGHS SCHOOL for 8th graders for service projects throughout 
the year.  MUST BE COMPLETED AFTER MAY 1ST, 2011. 
*TDAP is now required for students enrolled in grades eight and nine who have completed the recommended 
childhood DTap/DTP vaccination series.  For grades, 10-12, a Tdap or TD booster is required ten years after the 
last dose of DTaP, DTP or DT. 


 





