16

Student-Athlete Emergency Contact/Insurance Information Form Please print clearly. 
[bookmark: Sport][bookmark: Check26][bookmark: Check27][bookmark: Text113]School Year: 2014-2015 Sport Sport Freshman |_| Sophomore |_| Today's Date:8/11/2014 

	
[bookmark: LastName][bookmark: _GoBack][bookmark: FirstName][bookmark: MiddleInitial][bookmark: HNumber][bookmark: SocialNumber]Name: Last   First  M.I.  H #: H Number   Social Security #: 000-00-000
[bookmark: DOB][bookmark: Gender][bookmark: email]DOB:MM/DD/YY    Gender:    e-mail: Email@my.hancockcollege.edu
[bookmark: HomePhone][bookmark: CellPhone]Home Phone: Home Phone #  Cell Phone: Cell Phone #

[bookmark: CurrentAddress][bookmark: Text67]Current Address: Current Address     Permanent Address:      
[bookmark: City][bookmark: State][bookmark: ZIP][bookmark: Text68][bookmark: Text69][bookmark: Text70]City: City State: State Zip: ZIP           City:      State:     Zip:       
(If Current and Permanent address are the same, write “same address”)





Emergency Contact Information
[bookmark: Text71][bookmark: Text72][bookmark: Text73]Emergency Contact (name):      Relationship:      Phone:      
[bookmark: Check33][bookmark: Check34]Are you currently being monitored by a doctor for a medical conditions or illness?  |_|Yes |_| No
[bookmark: Text74]If so, please explain:      


	
[bookmark: Text81][bookmark: Text82]Mother’s Name:      	 Father’s Name:      
[bookmark: Text83][bookmark: Text84]Address:       Address:      
[bookmark: Text85][bookmark: Text86][bookmark: Text87][bookmark: Text88][bookmark: Text89][bookmark: Text90]City:      State     ZIP     	 City:      State:       Zip:      
[bookmark: Text91][bookmark: Text92]Home Phone:       	 Home Phone:      
[bookmark: Text93][bookmark: Text94]Cell Phone:       Cell Phone:      
If parents address is same, write “Same as above or Same address”




	
[bookmark: Text95]Primary Insurance Company:      
[bookmark: Text96][bookmark: Check35][bookmark: Check36]Policy #:        Group #:         |_|HMO or |_| PPO
[bookmark: Text101][bookmark: Text102]Policy Holder’s Name:         Insurance Phone #:      
[bookmark: Text103][bookmark: Text104][bookmark: Text106][bookmark: Text107]Insurance Address:       (City)       (State)   (Zip)     

[bookmark: Text108]Secondary Insurance Company (if applicable)      
[bookmark: Text109][bookmark: Text110][bookmark: Check37][bookmark: Check38]Policy #:     Group #:            |_|HMO or |_| PPO
[bookmark: Text111][bookmark: Text112]Policy Holder’s Name:        Insurance Phone #:      

Student and Athlete Insurance Network (SAIN) – Anthem Blue Cross

Accident/Injury benefits for athletes are provided on an “excess” basis. This means ATHLETE’S OWN GROUP INSURANCE OR THAT OF THE ATHLETE’S SPOUSE AND/OR PARENTS MUST BE BILLED FIRST. Benefits are available from our program only when the Athlete’s coverage is exhausted or does not apply. The following information is essential to assure that expenses are adequately and completely covered by proper insurance. Inadequate or incomplete answers will delay payment of medical bills and may jeopardize the athlete’s credit rating. No medical expenses will be paid out of institutional funds without a signed, accurate questionnaire on file. It is the athlete’s sole responsibility to keep the information contained in this document current.  This insurance is a Secondary Policy.



*** Please attach copies of insurance cards, front and back ***
I hereby certify that the foregoing answers are true, complete, and correct to the best of my knowledge. I also hereby authorize any Insurance Company, Organization, Employer, Hospital, Physician, Surgeon, Pharmacy or other health care provider to release any information with respect to injury, treatment, or insurance.  

[bookmark: Text114]Athlete or Parent (if minor) Signature: _____________________________________ Date: 8/11/2014
If you are NOT currently covered by any health, medical or hospital insurance policy, please also sign and date above.















ATHLETIC PRE-PARTICIPATION SCREENING/EVALUATION
This MEDICAL HISTORY FORM must be completed annually by participants in sport (or parent/guardian if under 18 yrs) 

[bookmark: Text65][bookmark: Text66]Personal Doctor:       Phone      
Sport: Sport

Yes No	All “Yes” answers must be explained next to question.
[bookmark: Check28][bookmark: Check29][bookmark: Text79]|_|     |_|	Have you had a medical illness or injury since your last physical?  Explain:       
[bookmark: Dropdown1]|_|     |_|	Have you ever had any surgery?  Explain: 
[bookmark: Dropdown2][bookmark: Text80]|_|     |_|   Are you currently taking any prescription medication or using an inhaler? Which:       
[bookmark: Dropdown3]|_|     |_|   	Do you have any allergies (i.e.; pollen, medicine, food, or stinging insects)?   Explain:       
|_|     |_|   	Have you ever been dizzy or fainted due to exercise?  Explain:      
|_|     |_|   	Have you ever had chest pain during or after exercise?  Explain:       
|_|     |_|   	Have you ever been diagnosed with any type of heart problem? Explain:  ____________________________________
|_|     |_|   	Do you have high blood pressure or high cholesterol? 
|_|     |_|   	Has a family member died of cardio vascular disease unexpected before age 50?  Who:       
|_|     |_|   	Has a doctor ever denied/restricted your participation in sports for any heart problems   Why:  		     
|_|     |_|   	Have you had a severe viral infection (for example, myocarditis or mononucleosis) within the last month?
|_|     |_|   	Do you have any current skin problems (for example, itching, rashes, acne, warts, fungus, or blisters)? 	
|_|     |_|   	Have you ever been knocked out, become unconscious, or had amnesia due to a concussion/head injury? 		
[bookmark: Dropdown4][bookmark: Dropdown5]|_|     |_|   	Have you ever had concussion?  How many? When was the last concussion? 	      Hospitalized? 
|_|     |_|   	Have you ever had a Seizure or have Epilepsy?   When/how often?      
|_|     |_|   	Have you ever had numbness/tingling in your arms, hands, legs, or feet due to injury?   When:  	     
|_|     |_|   	Have you ever became ill from exercising in the heat?  How often:       
|_|     |_|   	Have you ever gotten unexpectedly shortness of breath while exercising? 
|_|     |_|   	Do you cough, wheeze, or have trouble breathing during or after activity? 
|_|     |_|   	Do you have asthma and do you use and Inhaler? 
|_|     |_|   	Have you had any problems with your eyes or vision? 
|_|     |_|   	Are you missing any paired organs (For example kidneys’ or lungs)?  Describe missing organ:       
|_|     |_|   	Do you use any special protective/corrective equipment that aren't usually used for your sport or position?
(i.e., braces, special neck roll, foot orthotics, retainer on your teeth, hearing aid)?  Explain:       
|_|     |_|   	Have you broken or fractured any bones or dislocated any joints?  Explain:      
|_|     |_|   Have you had any other type of muscle, tendon, bone, or joint problems? (If yes, check below.)
[bookmark: Check30]|_| Head    |_| Elbow  |_| Hip   |_| Neck   |_| Forearm    |_| Thigh   |_| Back   |_| Wrist   |_|   Knee        |_| Upper Arm  |_| Foot   |_| Chest     |_| Hand    |_|  Shin/Calf    |_| Shoulder   |_| Finger  |_|  Ankle 
|_|     |_|   	Are you under a doctor’s care for any medical problems occurring now?  Explain:  __________________________

Females Only
[bookmark: Check31][bookmark: Check32] Are your menstrual cycle’s |_| regular |_| irregular? 
[bookmark: Text78]What was the longest time between cycles in the last year?      
I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Athlete Signature: __________________________Parent/Guardian Signature: __________________(If under 18)





SPORTS MEDICINE -- PRE-PARTICIPATION SCREENING

Please only fill in SHADED AREA ONLY; Name, Sex, Age, and Date of Birth, Social Security Number, and Sport.

	Name: 
Last  First
	Gender: Select One 
	Age:
	Date of Birth:
MM/DD/YY
	Social Security #: 
000-00-000
	Sport:
Sport

	Height

	Weight
	Pulse
	Blood Pressure
	Vision Corrected:
     Y       N
	Vision:
R 20/___ L 20/____




Orthopedic Screening must completed by Physician and or team Physical Therapist

	Musculoskeletal EVALUATION
	NORMAL
	ABNORMAL FINDINGS

	Neck
	
	

	Back
	
	

	Shoulder/Arm
	
	

	Elbow/Forearm
	
	

	Wrist/Hand
	
	

	Hip/thigh
	
	

	Knee
	
	

	Leg/Ankle
	
	

	Foot
	
	



ORTHOPEDIC CLEARANCE
□ Cleared       	 □ Cleared after completing evaluation/rehabilitation for: _________________________
□ Not cleared for: ____________________   Recommendations:________________________________
Orthopedic Evaluator Signature:_______________________________ Date of Exam: ____________ 

This Section must be completed and signed by a PHYSICIAN ONLY .

	GENERAL MEDICAL
	NORMAL
	ABNORMAL FINDINGS

	Eyes/Ears/ Nose/Throat
	
	

	Lymph Nodes
	
	

	Heart
	
	

	Pulses
	
	

	Lungs
	
	

	Abdomen
	
	

	Dental
	
	



CLEARANCE
□ Cleared       	 □ Cleared after completing evaluation/rehabilitation for: ____________
□ Not cleared for: __________	Recommendations:__________________________________________
Team Physician Signature:_______________________________ Date of Exam:________

Must be completed before a student participates in any practice and/or competition for AHC.











Voluntary Activities Participation Form


ACKNOWLEDGE AND ASSUMPTION OF POTENTIAL RISK

First Last  wishes to participate in the Allan Hancock Community College 
            (PRINTED NAME)
District sponsored activities of Sport
							
I understand and acknowledge that these activities, by their very nature, pose the potential risk of serious injury/illness to the individual who participate in such activities.

I understand and acknowledge that some of the injuries/illness which may result from participating in these activities, but are not limited to the following:

1.  Sprains/strains					6.  Concussions/mTBI
2.  Fractured bones					7.  Loss of eyesight
3.  Unconsciousness					8.  Communicable diseases
4.  Head and/or back injuries				9.  Paralysis
5.  Loss of limb/s and/or organs			10. Death

I understand and acknowledge that participating in these activities is completely voluntary and such is not required by the district.  I further understand and acknowledge that the District is no way responsible, nor does the District assure liability for any injuries or losses resulting from transportation, and any person driving a personal vehicle is not an agent of the District.

I understand and acknowledge that in order to participate in these activities.  I agree to assume liability and responsibility for any and all potential risks which may be associated with participation in such activities.

I understand, acknowledge and agree that the District, its employees, officers, agent, or volunteers, shall not be liable for any injury/illness suffered by me which is incident to and/or associated with preparing for and/or participating in the activity.

I acknowledge that I have carefully read this VOLUNATRY ACTIVITIES PARTICIPATION FORM and that I understand and agree to its terms.

[bookmark: Date]___________________________________			                    8/11/2014
	      (STUDENT’S SIGNATURE)						DATE 

___________________________________			________________________
	(PARENT’S SIGNATURE (IF MINOR)						DATE   
A signed VOLUNTARY ACTIVITES PARTICIPATION FORM must be on file with the district before a student will be allowed to participate in the above extra-curricular activities.














AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR

(I), (We), the undersigned, parent(s)/guardian of First Last, a minor, do hereby authorize District as agent(s) for the undersigned to consent to any x-ray examination, anesthetic, MRI, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to rendered under the general or special supervision of an physician and surgeon licensed under the provisions of the Medical Practice Act on the medical staff of any accredited hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her best judgment may deem advisable.

This authorization shall remain effective until ________________, unless soon revoked in writing delivered to said agent(s).


Parent/Guardian:  ___________________________

[bookmark: Text75]Date:  8/11/2014




































[image: RIGHT BULLDOG COLOR logo (2)]
Allan Hancock College
Student-Athlete Concussion Statement

☐ I understand that it is my responsibility to report all injuries and illnesses to my athletic trainer and/or team physician.
 
☐ I have read and understand the NCAA Concussion Fact Sheet. 

After reading the NCAA Concussion Fact Sheet, I am aware of the following information: 

________ A concussion is a brain injury, which I am responsible for reporting to my 
Initial            team physician or athletic trainer. 

________ A concussion can affect my ability to perform everyday activities, and affect 
Initial       reaction time, balance, sleep, and classroom performance. 

________You cannot see a concussion, but you might notice some of the symptoms 
Initial          right away. Other symptoms can show up hours or days after the injury. 

________ If I suspect a teammate has a concussion, I am responsible for reporting the 
Initial        injury to my team physician or athletic trainer. 

________ I will not return to play in a game or practice if I have received a blow to 
Initial       the head or body that results in concussion-related symptoms. 

________ Following concussion, the brain needs time to heal. You are much more likely 
Initial       to have a repeat concussion if you return to play before your symptoms                                                                           
              resolve.

________ In rare cases, repeat concussions can cause permanent brain damage, and 
Initial       even death. 

________________________           First  Last			                        8/11/2014
Signature of Student-Athlete            Printed name of Student Athlete                           Date 

________________________        ________________________________          _____________
Signature of Parent/Guardian             Printed name of Parent/Guardian                           Date







	[image: Logo COA Black]
	STUDENT ELIGIBILITY REPORT
	FORM 1
SIDE 1

	Complete (type or print) and send this form to your conference commissioner prior to your first contest:

	Allan Hancock College
	
	
	
	Sport
	[bookmark: Check1][bookmark: Check2]Is this your 1st |_| or 2nd |_|
season in this sport?

	Your Present College
	
	Your Present Conference
	
	Sport This Season
	

	Last, First, M.I.
	
	|_| Male
	
	000-00-000
	
	[bookmark: Text6]8/11/2014

	Last Name, First, MI
	
	|_| Female
	
	Student ID#
	
	Today’s Date

	Current Address  City State ZIP
	
	Cell Phone #
	
	MM/DD/YY

	Present Address, Street, City, State, Zip Code
	
	Telephone #
	
	Date of Birth

	
	
	[bookmark: Text11]     

	High School Last Attended, City, State, Zip Code
	
	Last Date Attended

	Accurately account for all your time between high school graduation and the present. Beginning with the year you left high school, list employment dates, periods of unemployment, armed forces service, and all education institutions in which you have registered, including your present college. Do include summer schools. Do not include summer jobs. 

	From
	To
	Colleges Attended or Jobs Held, City, State

	Mo
	Yr
	Mo
	Yr
	

	[bookmark: Text12]     
	[bookmark: Text13]     
	[bookmark: Text14]     
	[bookmark: Text15]     
	[bookmark: Text16]     

	[bookmark: Text17]     
	[bookmark: Text18]     
	[bookmark: Text19]     
	[bookmark: Text20]     
	[bookmark: Text21]     

	[bookmark: Text22]     
	[bookmark: Text23]     
	[bookmark: Text24]     
	[bookmark: Text25]     
	[bookmark: Text26]     

	[bookmark: Text27]     
	[bookmark: Text28]     
	[bookmark: Text29]     
	[bookmark: Text30]     
	[bookmark: Text31]     

	[bookmark: Text32]     
	[bookmark: Text33]     
	[bookmark: Text34]     
	[bookmark: Text35]     
	[bookmark: Text36]     

	[bookmark: Text37]     
	[bookmark: Text38]     
	[bookmark: Text39]     
	[bookmark: Text40]     
	[bookmark: Text41]     

	Including this college and this season, list all of the colleges and sports in which you have practiced, scrimmaged, or competed, including club sports, JV, and varsity contests since high school: (If you only practiced or scrimmaged in a sport, please state.)

	Sport
	College
	Varsity, JR Varsity, Club
	Semester
	Yr

	[bookmark: Text42]     
	[bookmark: Text46]     
	[bookmark: Text50]     
	[bookmark: Text54]     
	[bookmark: Text58]     

	[bookmark: Text43]     
	[bookmark: Text47]     
	[bookmark: Text51]     
	[bookmark: Text55]     
	[bookmark: Text59]     

	[bookmark: Text44]     
	[bookmark: Text48]     
	[bookmark: Text52]     
	[bookmark: Text56]     
	[bookmark: Text60]     

	[bookmark: Text45]     
	[bookmark: Text49]     
	[bookmark: Text53]     
	[bookmark: Text57]     
	[bookmark: Text61]     

	For College Office Use Only:

	
	Yes
	No
	N/A
	The signature below verifies this student’s eligibility to participate at this college:

	First Competition in any sport
	|_|
	|_|
	|_|
	
	
	

	Enrolled in 12 units (see Bylaw 1.3)
	|_|
	|_|
	|_|
	
	
	

	
	
	
	
	Coach’s Signature
	
	Date

	Transcripts received
	|_|
	|_|
	|_|
	
	
	

	Passed 24/36 semester/quarter units (See Bylaw 1.6)
	|_|
	|_|
	|_|
	
	
	

	Has a 2.0 GPA from first participation
	|_|
	|_|
	|_|
	Athletic Director’s Signature
	
	Date

	Satisfies the transfer rule
	|_|
	|_|
	|_|
	
	
	

	
	
	
	
	
	
	

	Recruitment Area High School
(Athletic Director check only one below):
	Registrar or Administrative
Representative’s Signature
	
	Date

	|_|In-District H.S.
	|_|Recruitment Area H.S.
	|_|In-State H.S.
	|_|Out-of-State H.S.
	
	
	

	Tracer Sent: Date
	[bookmark: Text62]     
	Tracer Returned: Date
	[bookmark: Text63]     
	
	(7/1/14)




	[image: Logo COA Black]
	STUDENT ELIGIBILITY REPORT
	FORM 1
SIDE 2

	Student Athlete: Please read the following sections and statements prior to signing this form. If you have questions, please ask the individual administering the form:
1.	I understand that in order to be eligible (Bylaw 1), a student athlete must be continuously and actively enrolled and attending class in a minimum of 12-credit units at his/her community college during the season of sport, notwithstanding other articles/bylaws of the CCCAA Constitution and Bylaws. Such eligibility shall be required for non-conference, conference and postconference participation.
*	Of the 12 units, at least 9 shall be attempted in courses counting toward the associate degree, remediation, transfer, and/or certification as defined by the college catalog, and are consistent with the student athlete’s education plan. The college shall certify that the student athlete has on file an individual education plan. (See CCCAA Constitution & Bylaws, Bylaw 1.3.7.)
2.	I understand that Bylaw 1.5 requires that actual competition in a scheduled game, meet, or match (except scrimmages) in any institution above the high school level during a sports season shall be recorded as one season’s competition in that sport.
3.	Bylaw 1.6 requires that in order to be eligible for the second season of sport, the student athlete must complete and pass 24-semester/36-quarter units between seasons of competition. These units must be completed prior to the beginning of the semester or quarter of the second season of sport. Units completed and passed during the first season of sport shall be included in the calculation of the 24-semester/36-quarter unit requirement. Units from a course repeated to raise a grade of “D” or better shall not be counted to satisfy this second-season-of-sport unit eligibility rule. All units shall be completed and passed at a regionallly accredited postsecondary institution.
*	Of the 24-semester/36-quarter units to be completed, 18-semester/27-quarter units shall be in course work counting toward the associate degree, remediation, transfer, and/or certification as defined by the college catalog, and are consistent with the student athlete’s education plan. (See Bylaw 1.6.1.E)
4.	I have not attended class(es) at another California community college this semester/quarter. I have not participated or competed at another college during this season of sports. I have not attended an intercollegiate athletic class.
5.	I understand that once I have participated/competed in a CCCAA-sanctioned sport, I must maintain a minimum 2.0 GPA in my course work to continue to be eligible for any sport.
6.	I have never been paid for athletic competition, and I am an amateur in this sport.
7.	I understand that I may not receive financial assistance or other special privileges for my participation in athletics.
8.	I authorize college authorities to release information about my athletic and academic records, as well as my height, weight, and year in college, for the sole purpose of determining athletic eligibility.
9.	I understand that I may not compete or practice with any other community college. As a member of a team sport, I may not compete/practice with any outside team in that sport during the season of that sport.
10.	I understand that to be eligible to transfer and compete at an NCAA college I may need to register with the NCAA Initial Eligibility Center and meet specific transfer requirements.
11.	My initials authorize the use and publication of my likeness by the CCCAA and its member institutions:			
12.	STATE DECORUM POLICY—I understand the following offenses will result in the stated discipline:
A.	My first offense (ejection) in a contest will result in a suspension from the following game.
B.	My second offense (ejection) will result in a suspension from all remaining contests including postconference competition.
C.	Physically assaulting or attempting to physically assault an official shall result in immediate ejection and the individual shall be disqualified from participation in California community college athletic activities for a period of sixty (60) months.
D.	Participant(s) entering the field of play from the bench in reaction to a confrontation shall be ejected and disciplined as in A or B.
E.	The use or possession of any form of tobacco, alcohol, and/or other controlled substances during a California community college-sponsored activity shall be ejected and handled as in A or B.
13.	I understand that there are special rules for student athletes. I understand and will abide by the above statements and all rules of athletic eligibility. My signature below certifies that the information I have given on each side of this form is true. Information falsely given or concealed by me will cause my college’s forfeitures of all games, meets, and/or matches in which I may compete, and that I may be designated ineligible for further competition. If I do not agree with any item above, my explanation is attached to this form.

	
	
	
	[bookmark: Text77]8/11/2014

	
	Student Athlete’s Signature
	
	Date


(7/1/14)

	[image: CCCAAlogo (BW-jpg-168kb)]
	CCCAA STUDENT-ATHLETE TRANSFER FORM
	FORM 2

	
	To
	
	Return To

	Name
	     
	Name
	     

	Title
	     
	Title
	     

	Institution
	     
	Institution
	     

	Email
	     
	Email
	     

	Fax
	     
	Fax
	     

	
	
	
	

	The California Community College Athletic Association (CCCAA), member Conferences and institutions review the eligibility record of all students who transfer to member institutions from other colleges and universities. We are asking for your cooperation in securing the following information for a student indicating previous attendance at your institution.

	

	Name of Student-Athlete: (First Name, Middle Initial, Last Name):
	
	Date of Birth: (mm/dd/yy):

	[bookmark: Text105]  First   M.I.    Last
	
	MM/DD/YY

	Was the student enrolled and attending class? 	Yes |_|  No |_|   If yes, dates
	
	From
	     
	To
	     

	Was the student enrolled in and attending
an intercollegiate athletics class? 	Yes |_|  No |_|   If yes, dates
	
	From
	     
	To
	     

	Did the student transfer to your institution?  	Yes |_|  No |_|   Unknown |_|
	
	

	If yes, please list the student’s previous institution(s) below
	
	

	     

	Did the student participate in intercollegiate athletics practice at your institution?	Yes |_|	No |_| 

	Did the student enroll and participate in an intercollegiate athletics class at your institution?	Yes |_|	No |_| 

	Did the student compete in intercollegiate athletics at your institution?	Yes |_|	No |_| 

	If yes, please indicate the sport and year(s) of participation (including non-championship season scrimmages): 

	Sport
	     
	YR/s
	     
	
	     
	
	     
	
	     

	Sport
	     
	YR/s
	     
	
	     
	
	     
	
	     

	Sport
	     
	YR/s
	     
	
	     
	
	     
	
	     

	Sport
	     
	YR/s
	     
	
	     
	
	     
	
	     

	Did the student use a “red shirt” year at your institution?  	Yes |_|	No |_|
     If yes, sport and academic year _________________________________________ 
Did the student receive a medical hardship at your institution?	Yes |_|	No |_| 
     If yes, sport and academic year _________________________________________
Would this student have been academically eligible had he/she remained at your institution?	Yes |_|	No |_| 
Would this student have been athletically eligible had he/she remained at your institution?	Yes |_|	No |_| 

	
	

	Signature of Person Completing Form
	     

	Name and Title of Person Completing Form
	     

	Date
	     

	     Contact Number ___________________

	




Student-Athlete Questionnaire
Please be thorough-information here will be used in game program, media guide and on the athletics website. 


Name:  First  Last

Sport Sport		Year (circle one)	FR	SO

High School  _________________ Hometown and State  _________________

Sport(s) at AHC and Position(s) ______________________________

High School Highlights(records broken, all-league or all-state status, achievements) 





College Highlights (if applicable) 


Athletic Accomplishment(s) you are MOST proud of 



Academic Major  -------------------------   Ultimate Career Goals -------------------------------

Hobbies   -----------------------------------------------------------------------------------------------

Why Did You Choose Hancock?  -------------------------------------------------------------------

Immediate Family Members and their ages  ----------------------------------------------------- 


List anything someone might find interesting about you (i.e. uncle is a Governor, have a twin sibling, father went to Hancock)














Balance Error Scoring System (BESS)



   Materials Needed:
[bookmark: Text97][bookmark: Text98]Foam Pad (Airex Balance Pad - 10” x 10” x 2.5”)			Name: First  Last    
[bookmark: Text100] Stop    Watch					Date:    8/11/2014
 BESS  Testing  Protocol
 BESS  Score  Card
 Spotter


Testing Positions



Double Leg Stance:

Standing on testing surface with feet side by side (touching), hands on the hips and eyes closed.

             Single Leg Stance:Errors:
· Moving the hands off the hips
· Opening the eyes
· Step, stumble or fall
· Abduction or flexion of the hip beyond 30˚
· Lifting the forefoot or heel off the testing surface
· Remaining out of the proper testing position for great than 5 seconds
The maximum total number of errors for any single condition is 10.
If a subject commits multiple errors simultaneously, only one error is recorded.


Standing on a firm surface on the non-dominant foot (opposite of preferred kicking leg), hip flexed to
~30º and knee flexed to ~45º, hands on hips and eyes closed.
	BESS Score Card

	Non-Dominate Foot:
	Left
	Right

	# of Errors
	FIRM
Surface
	FOAM
Surface

	Double Leg Stance
	
	

	Single Leg Stance
	
	

	Tandem Stance
	
	

	Total Scores
	
	

	BESS Total (Firm + Foam)
	


  
Tandem Stance:

Standing heel to toe on a firm surface with the non-dominate foot in the back. Heel should be touching toe of other foot. Hands on hips and eyes closed.
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AB 2165
DECLARATION REGARDING REQUIREMENTS FOR PARTICIPATING IN INTERCOLLEGIATE ATHLETICS

Please be advised that effective January 1, 2007, California Education Code §67362 prohibits participation in intercollegiate athletics by a student athlete, “… if he or she, at any time after his or her enrollment as a college or university student, is prosecuted as an adult and is convicted of any of several specified crimes.”  A student falling under the provisions set forth in §67362 is eligible only after he or she successfully completes the entire term of his or her probation or assigned prison term and parole period if any.


Please read carefully.  Providing a false declaration may subject you to disciplinary action, including, but limited to, suspension, dismissal, or expulsion.

Student Name: First    Last		Sport:  Sport
I HAVE NOT been prosecuted AND convicted as an adult AFTER enrollment at a collegiate institution of a violation of California Penal Code §187, 209, 210, 220, 243.8, 245, 261, 262, 264.1, 286, 288, 288a, 288.5, 289, 459, or attempted murder under §664(a).

I certify (or declare) under penalty of perjury under the laws of the State California that the foregoing statement is true and correct.


												
Date and Place						Sign Your Name














Please see reverse side for explanation of the Penal Codes listed above.
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[image: ]

Kinesiology, Recreation, & Athletics * 800 South College Drive * Santa Maria, CA 93454

           
 PERMISSION FOR RELEASE OF ACADEMIC INFORMATION

I give my permission to the Athletic and Counseling Department to duplicate all academic information, including but not limited to: unofficial/official Allan Hancock college transcripts, transcripts and/or grade reports from other colleges attended, semester progress reports, individual educational plan, high school transcripts, national testing results, Allan Hancock College assessment results, and current work-in-progress (class schedule) for release to:

(initials indicate approved recipient)

	INITIAL

			Allan Hancock Athletic coach(es)

			Athletic recruiter from 4-year universities or colleges

			Athletic Recruiting services

			News media for academic recognition

			Parent(s) or Guardian(s); Name(s): 						

			Other: 										

[bookmark: Text115]						 First    				Last				8/11/2014
Athlete Signature				Print name				Date

SPORT (circle one)    Baseball    Basketball   Cross Country    Football   Golf    Soccer   Softball    Swimming    Track & Field    Volleyball






















EQUIPMENT ACKNOWLEDGEMENT FORM


PLEASE INITIAL AND SIGN BELOW:


_____I understand the above requirements as it pertains to my responsibility concerning all athletic equipment which is issued to me.

_____I understand that I may be assess fees if I do not return my equipment according the AHC policy.

_____I understand that until I settle outstanding equipment obligations that my transcripts will be held until my account is current.

[bookmark: Text116]					Sport					8/11/2014
Signature				Sport					Date


CONDUCT ACKNOWLEDGEMENT FORM




_____I understand that being a student-athlete requires me to conduct myself in a manner that will not embarrass the College, the Team, or me.

_____I understand that I may be removed from the team if I fail to comply with the standards set forth by the Athletic Department, the Coach, the Conference/State Constitution and Bylaws, or College Personnel

_____I have read and understand all requirements outlined in the Student-Athlete Handbook and I agree to abide by all requirements.


						Sport
Signature					Sport					



















Allan Hancock College
CONSENT FOR DRUG TESTING
I certify by my signature that I have read and understand the “POLICY STATEMENT- DRUG EDUCATION AND TESTING PROGRAM FOR BCC STUDENT-ATHLETES.” I have also read the list of substances for which testing is done. I recognize that I will be asked to provide urine for drug analysis, and I hereby consent to have samples of my urine collected and tested in accordance with the Policy Statement.
I agree to fully cooperate with the testing program described in the Policy Statement, and I will not dispute the right of The Designated Testing and Counseling Service personnel to perform such tests on me. I also agree to inform the Allan Hancock College Athletic Trainer whenever I am taking one or more of the listed substances under medical supervision. I recognize that this information is necessary to assist in providing me with the best possible medical care, should such care be needed. 
In accordance with the Policy Statement, I specifically authorize The Designated Testing and Counseling Service to release to the Head Coach, the Director of Athletes, the Athletic Trainer, and their designees, all information and records relating to the testing of my urine samples. To the extent permitted by law, information obtained in the operation of the drug education and testing program for Hancock student-athletes shall be confidential.
I understand that I will not be subject to disciplinary action as a result of a positive drug test (s) and that Allan Hancock College will not supply personally identifiable test data or results of a test to any law enforcement agency.
This consent in subject to revocation by the undersigned at any time except to the extent that action had been taken in reliance thereon, and not earlier revoked, shall terminate on:
                                                            (Date, event, or condition)
Without express revocation.
I may receive a copy of this consent upon request 			                                                       
								
[bookmark: Text117]Date    8/11/2014                                                             Signature_________________________

Birthdate______________                                                     Name (print)  First Last
Parents/Guardian, if student-athlete is under 18 years of age

[bookmark: Text118]Date	8/11/2014		                                        Signature__________________________

Relationship_______________                                    Name (Print)_______________________
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