
Please make copies for your records can or mail the original signed and

completed forms, with check list, to records@craigschool.org

FRIDAY, AUGUST 21STFRIDAY, AUGUST 21ST



ALL

**If any information changes during the school year or summer program, please email the office, or send a
note.

Signature of Parent or Guardian Printed Name Date



Transportation Information

We are sure that you are aware of the importance of maintaining a current and 
accurate account of phone numbers should it become necessary to contact bus 
companies or other forms of transportation. If any of the following information 
changes throughout the school year, please inform the office.

Student’s Name _________________________ Age ______  Grade _______

Bus Co. Name __________________________Other (Veh. Description)__________

Bus Co. Address_______________________________________________________
  

______________________ Bus Co. Email or Fax _________________

Bus Co. Contact Person:_________________________________________________

Bus Driver’s Name/Cell Phone: ___________________________________________

Name of All Students Transported: ________________________________________

____________________________________________________________________

IF NO BUS IS USED

Driver Picking Up: _____________________________________________________

Emergency Contact Name/Phone #: _______________________________________

Relationship to Student: _________________________________________________

2nd Contact Person/Phone #:_____________________________________________

Date Completed: _____________________

This information must be returned prior to the first day of school



Preparticipation Physical Evaluation Medical Eligibility Form 

The Medical Eligibility For  is the only form that should be submitted to 
school. It should be kept on file with the student’s school health record. 

Student Athlete’s Name Date of Birth 

Date of Exam  

o Medically eligible for all sports without restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sports

o Not medically eligible pending further evaluation

o Not medically eligible for any sports

Recommendations: 

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The 
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of 
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If 
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is 
resolved and the potential consequences are completely explained to the athlete (and parents or guardians). 

Signature of physician, APN, PA  Office stamp (optional) 

Address:  

Name of healthcare professional (print) 

I certify I have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of 
Education. 

Signature of healthcare provider 

Shared Health Information 

Allergies 

Medications: 

Other information:  

Emergency Contacts:

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational 
purposes with acknowledgment. 

*This form has been modified to meet the statutes set forth by New Jersey.







PREPARTICIP ATIO N PHYSICAL EVALUAT IO N

ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY 
Name: Date of birth: 

1. Type of disability:

2. Date of disability:

3. Classificatio n (if available ):

4. Cause of disability (birth, disease, injury, or other):

5. List the sports you are playing:

Yes No

6. Do you regularly use a brace, an assistive device, or a prosthetic device for daily activities?

7. Do you use any special brace or assistive device for sports?

8. Do you have any rashes, pressure sores, or other skin problems?

9. Do you have a hearing loss? Do you use a hearing aid? 

10. Do you have a visual impairment?

11. Do you use any special devices for bowel or bladder function?

12. Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?

15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled by medication?

Explain answers here.

Please indicate whether you have ever had any of the following conditions:

Yes No

Atlantoaxial instability 

Radiographic (x-ray) evaluation for atlantoaxial instability 

Dislocated joints (more than one) 

Easy bleeding 

Enlarged spleen 

Hepatitis 

Osteopenia or osteoporosis 

Difficulty controlling bowel 

Difficulty controlling bladder 

Numbness or tingling in arms or hands 

Numbness or tingling in legs or feet 

Weakness in arms or hands 

Weakness in legs or feet 

Recent change in coordination 

Recent change in ability to walk 

Spina bifida 

Latex allergy 

Explain answers here.

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Signature of athlete:   

Signature of parent or guardian:   

Date:   

© 201 9 Ameri c a n Academ y of Fami l y Physici a ns, Ameri c a n Acade m y of Pediatri c s, Ameri c a n Col lege of Sports Medi cin e, Ameri c a n Medi c al Society for Sports Medi cin e , Ameri c a n
Ortho pa edi c Society for Sports Medi cin e, and Ameri c a n Osteop at hi c Academ y of Sport s Medi ci ne. Permissi on is grant e d to reprint for nonc om m e r ci al , educ ati o n al purp o s e s w i th

acknowledgment.













State of New Jersey 
DEPARTMENT OF EDUCATION

Sudden Cardiac Death Pamphlet

Sign-Off Sheet

Name of School District:

Name of Local School:

I/We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

Student Signature:

Parent or Guardian
Signature:

Date:

New Jersey Department of Education 2014: pursuant to the Scholastic Student-Athlete Safety Act, P.L. 2013, c.71





Individual Student Request Form for Loan of Textbooks

Date:

Public School Information

Public School District:

Street Address:

City: State: Zip Code:

Nonpublic School Information

Nonpublic School:

Street Address:

City: State: Zip Code:

Student Information

Grade:Name of Student:

Name of Parent

Parent/Guardian Certification

Under the provisions of N.J.S.A. 18A: 58-37.1 et seq., I hereby request

to loan textbooks to the
(Public School District)

in which my child is enrolled. 
(Nonpublic School)

I certify that my above-named child and I are residents of the State of New Jersey. I understand 
that the public school district in which the nonpublic school is located has oversight of the State 

funds designated for providing the loan of textbooks to nonpublic school students pursuant to 
law and regulations.

Signature of Parent/Guardian:

Date:

Updated February 2020

Date:

Name of Student:

Name of Pf arent

Signature of Parent/Guardian:

Date:

Grade:



IN SCHOOL MEDICATION FORM 

ALL MEDICATION (prescription and OTC, including Tylenol and Advil) must be accompanied by 
written permission from BOTH the PARENT and PHYSICIAN. 

Prescription medication must be delivered to the nurse by the parent in its original
container, labeled with the student's name, medication, dosage, and physician's name.
OTC medication must be delivered to school by the parent in the original sealed
container and labeled with the student's name.
Written permission from the student's physician and parent/guardian is required,
including the student's name, the purpose of the medication, the time (or
circumstances) at which the medication should be administered, and the length of time
for which the medication is prescribed.

Only those medications which are medically necessary during school hours for a student s well being 
should be sent to school. 

NOTE: THE FIRST DOSE OF ANY MEDICATION MAY NOT BE GIVEN AT SCHOOL 

NAME OF STUDENT  DOB 

NAME OF MEDICATION  

DOSAGE  

TIME TO BE GIVEN  

REASON FOR MEDICATION  

MEDICATION TO BE GIVEN FROM TO 
DATE DATE 

HOW IT IS TAKEN 
Example: By Mouth, Inhaler, with Food, Crushed, etc. 

ADDITIONAL COMMENTS 

PARENT SIGNATURE & DATE  PHYSICIAN SIGNATURE & DATE 

TELEPHONE NUMBER TELEPHONE NUMBER 



ADDITIONAL MEDICATIONS

NAME OF STUDENT DOB

NAME OF MEDICATION

DOSAGE

TIME TO BE GIVEN

REASON FOR MEDICATION

MEDICATION TO BE GIVEN FROM TO
DATE DATE

HOW IT IS TAKEN
EXAMPLE: BY MOUTH, INHALER, WITH FOOD, CRUSHED, ETC.

ADDITIONAL COMMENTS

NAME OF STUDENT DOB

NAME OF MEDICATION

DOSAGE

TIME TO BE GIVEN

REASON FOR MEDICATION

MEDICATION TO BE GIVEN FROM TO
DATE DATE

HOW IT IS TAKEN
EXAMPLE: BY MOUTH, INHALER, WITH FOOD, CRUSHED, ETC.

ADDITIONAL COMMENTS

************************************************************************************

PARENT SIGNATURE / DATE PHYSICIAN SIGNATURE / DATE

TELEPHONE NUMBER TELEPHONE NUMBER

11/4/2016 ESC of Morris County

PHYSICIAN SIGNATURE / DATE



As per the parent/guardian of the student listed below, I understand that if the procedures as 
specified in N.J.S.A. 18A:40-12.6 are followed, the district or nonpublic school shall have no liability 
as a result of any injury arising from the administration of the epinephrine via a pre-filled
auto-injector mechanism to the pupil and that the parents or guardians shall indemnify and hold 
harmless the district, nonpublic school, and its employees or agents against any claims arising out of 
the administration of the epinephrine via a pre-filled auto-injector mechanism to the pupil.







Orders)

(Please Print)

Take daily control medicine(s). Some inhalers may be
more effective with a use if directed.

Triggers

all

Remember to rinse your mouth after taking inhaled medicine.

any

Take these medicines NOW and CALL 911.

Sponsored by

If quick-relief medicine is neededmore than 2 times a
week, except before exercise, then call your doctor.



Before taking this form to your Health Care Provider,

v 
v 
v 

After completing the form with your Health Care Provider:

RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

Sponsored by






