Student Band Participation Packet

2019/20

For Parents/Guardians

e Agreement for Team Participation (Required; Revised for 2019/20)

e Sports Physical Examination Form (Required; Revised for 2019/20)

e Inter-Scholastic Sports Emergency Card (Required)

e Concussion and Head Injury Information Sheet (Required; Revised for 2019/20)

e CIF Concussion Information Sheet (Info Only; Revised for 2019/20)

e Sudden Cardiac Arrest “Keep Their Heart in the Game” Information & Fact Sheet (Required)

e “Prescription Opioids: What You Need to Know” Fact Sheet (Info Only)

e “Prescription Opioids: What You Need to Know” Acknowledgement of Receipt (Required)

e Parent/Student CIF Heat lliness Information Sheet (Required)

e Volunteer Personal Automobile Use Form (Required if volunteer driver)

e DMV Authorization for Release of Driver Record Information (Required if volunteer driver; Revised for
2019/20)

e Student Personal Automobile Use Form (Required if student drives self)

e Student Alternate Transportation Form (Required if student does not ride district-provided
transportation)

For Coaches

e Concussion / Head Injury / Serious Injury Report Form (Revised for 2019/20)

e Concussion Fact Sheet for Coaches (Info Only)

e Sudden Cardiac Arrest Physician Letter to School

e CIF Sports Medicine Bulletin “Position Statement & Recommendations for Pre-Season Acclimatization
& Contact Time Limitations” (Info Only)

e CIF Sports Medicine Bulletin “Identification & Treatment of Heat lliness” (Info Only)

e New Training Requirement: Completion of CIF FREE COURSE “A Guide to Heat Acclimatization and

Heat lliness Prevention” at www.cifstate.org

**New for 2019/20**



FAIRFIELD-SUISUN UNIFIED SCHOOL DISTRICT
AGREEMENT FOR TEAM PARTICIPATION

[Including Waivers and Releases of Potential Claims]

This Agreement, and the Additional Required Forms listed below, must be signed and returned to the School Office before a Student
can participate in any Team Activities. This Agreement covers participation in any of the teams listed below.*

Additional Required Forms — Concussion, Heat Safety, and Opioid Information Forms & Sports Physical Examination Form

Student: Address:

Grade: DOB:

School: Telephone:

*Team(s):

School(s) attended last year: 1% Semester: 2" Semester:

In consideration of the Student’s ability to participate on a Team [including any Sport, Cheerleading, Dance, or Marching Band],
including try-outs, practices (including off-site practices), pre-season or seasonal strength or training sessions or training camps
(including off-site strength or training sessions or camps), or actual participation in Team events, shows, performances, or competitions,
or the traveling to or from any of these activities (“Team Activities”), the Student and Parent/Legal Guardian (“Adult”) signing this
Agreement agree as follows:

1. Ttis a privilege, not a right, to participate in extra-curricular activities, including Team Activities. The privilege may be revoked
at any time, for any reason that does not violate Federal or State law or Fairfield-Suisun Unified School District (“District”) policies or
procedures. There is no guarantee that the Student will make a Team, remain on a Team, or actively participate in Team events, shows,
performances, or competitions. Such determinations shall remain exclusively within the judgment and discretion of the administrator,
supervising District employee or volunteer coach.

2. The Student and the Adult understand the nature of the Team, including the inherent or potential risks of Team Activities. The
Student is in sufficiently good health and physical condition to participate in Team Activities, and voluntarily wishes to participate in
Team Activities. Before participating in any Team Activity, a properly executed Sports Physical Examination Form and Concussion
Head Injury Sheet shall be submitted to the school office (valid for one academic year, Fall/Winter/Spring Activities).

3. The Student shall comply with the instruction and directions of Team Activity teachers, coaches, supervisors, chaperones, and
instructors. During the Student’s participation in Team Activities, as well as academic and/or other school activities, the Student shall
comply with all applicable Codes of Conduct. The Student shall also conduct himself/herself at all times in keeping with the highest
moral and ethical standards so as to reflect positively on himself/herself, the Team and the District. Failure to meet these obligations
may, in the discretion of the District, result in removal from the Team and/or Team Activities. Should the Student’s violation of these
obligations result in bodily injury or property damage, the Adult agrees to (a) pay to restore or replace the damaged property, (b) pay
for bodily injury damages to an individual, and (c) defend, protect and hold the District harmless from such claims.

4. Team Activities contain risks of harm or injury that may lead to permanent or serious physical injury to the Student, including
paralysis, brain injury, or death (“Injuries”). Injuries might arise from the Student’s actions or inactions, actions or inactions of another
Student or participant in a Team Activity, and/or the actual or alleged failure by District employees, agents or volunteers to adequately
coach, train, instruct, or supervise Team Activities. Injuries might also arise from an actual or alleged failure to properly maintain, use,
repair, or replace physical facilities or equipment available for Team Activities, or the undiagnosed, improperly diagnosed, untreated,
improperly treated, or untimely treated actual or potential physical condition or Injury, whether or not caused by or related to the
Student’s participation in Team Activities. All such risks are deemed inherent to the Student’s participation in Team Activities.
Therefore, to the fullest extent allowed by law, the Student and Adult fully assume all such risks and waive and release any
potential future claim that might in any manner arise from participation in Team Activities against the District and any Board
Member, employee, agent, or volunteer of the District (“Released Parties”), including any claim that that might have been brought
by any parent, administrator, executor, trustee, guardian, assignee or family member arising in some manner from a Student’s actual or
Injury. The Student and Adult further understand that Team Activities and transportation to and/or from Team Activities are “field
trips” for which there is immunity from liability pursuant to Education Code Section 35330.

5. If the Student believes that an unsafe condition or circumstance exists, or otherwise feels or believes that continued participation
in a Team Activity might present a risk of Injury, the Student will immediately discontinue further participation in the Team Activity,
notify School personnel of the Student’s belief (preferably the head coach or site principal), and notify an Adult of the Student’s belief.
An Adult aware of such a concern shall direct that the Student not participate in a Team Activity until the unsafe condition or
circumstance is addressed and remedied to their satisfaction.

6. The Student’s current Emergency medical and contact information is on file with the District and, along with the Sports Physical
Form, accurately represents the Student’s current known or suspected health and physical status. The Student and/or Adult agrees to
provide updated health or medical information during the course of the Student’s participation in Team Activities.

AGREEMENT FOR TEAM PARTICIPATION -- Page 1 of 2 -- (Ed. 6/19)
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7. 1If an injury or medical emergency occurs during Team Activities, District employees, agents or volunteers have my
express permission to administer, or to authorize the administration of, urgent or emergency care, including the transportation
of the Student to an urgent care or emergency care provider, as well as take any other action they believe at that time to be
reasonable or necessary for the health or well-being of the Student. In urgent or emergency care situations, notice to an Adult or
Emergency Contact may be delayed. Therefore, any urgent or emergency care provider has my express authority to conduct any and all
diagnostic, anesthetic, and/or medical care or treatment procedures (including surgery) they may deem reasonable or necessary under
the circumstances. All costs and expenses associated with such care are solely my responsibility. Note: these authorizations may
only be avoided by the filing of a current Objection to Medical Care (Education 49407), based on personally held religious
beliefs, with the District.

8. Pursuant to Education Code Section 32221.5, school districts must ensure that Students participating on school athletic teams
have accidental injury insurance that covers medical and hospital expenses. Education Code Section 32221 requires that such insurance
cover medical and hospital expenses as follows: (a) a group or individual medical plan with accident benefits of at least $200 for each
occurrence, and major medical coverage of at least $10,000, with no more than $100 deductible and no less than 80% payable for each
occurrence; (b) group or individual medical plans which are certified by the Insurance Commissioner to be equivalent to the required
coverage of at least $1,500; or (c) at least $1,500 for all such medical and hospital expenses. You may meet this obligation by either:

Option 1: Private Medical Insurance and/or Medi-Cal. If this option is selected, please provide: (i) Provider Name
, (i) Policy/Identifying number , and (iii)
coverage dates and/or “continuous” ). The Adult agrees that the Student is covered, and will remain
covered, during the length of the Team season and that coverage exists in the amounts required by Section 32221.
Option 2 District-Provided Insurance: If this option is selected, the Student and/or Adult agree to purchase insurance meeting the
requirements of Section 32221, for the period during which the Student is participating on the Team, through a coverage provider
made available through the District [please contact the District to gain additional information regarding this program]. If you are
financially unable to pay for such insurance, a payment waiver can be submitted [forms seeking this waiver are also available from
the District] and, if no other alternate funding is available through private or charitable organizations, the District will obtain
financing for, or provide, the required coverage.

9. Employees, agents or volunteers of the District, members of the press or media, or other persons who may attend or participate
in Team Activities, may photograph, videotape, or take statements from the Student. Such photographs, videotapes, recordings, or
written statements may be published or reproduced in a manner showing the Student’s name, face, likeness, voice, thoughts, beliefs, or
appearance to third parties, including, without limitation, webcasts, television, motion pictures, films, newspapers, yearbooks, and
magazines. Such published or reproduced items, whether or not for a profit, may be used for security, training, advertising, news,
publicity, promotional, informational, or any other lawful purpose. We authorize and consent to any such publications or reproductions,
without compensation, and without reservation or limitation.

10. This Agreement is to be broadly construed to enforce the purposes and agreements set forth above, and shall not be construed
against the Released Parties solely on the basis that this Agreement was drafted by the District. If any part of this Agreement is deemed
invalid or ineffective, all other provisions shall remain in force. No oral modification of this Agreement, or alleged change or
modification of its terms by subsequent conduct or oral statement, is allowed. This Agreement contains the sole and exclusive
understanding of the parties, with no other representation relied upon by the Adult or Student in determining whether to execute this
Agreement or in agreeing to participate in Team Activities.

AS THE ADULT (AND/OR STUDENT WHO IS 18 YEARS OF AGE OR OLDER) SIGNING BELOW: (1) I HAVE
REVIEWED THE FSUSD PARENT AND STUDENT GUIDE TO ATHLETICS (AVAILABLE ONLINE AT WWW.FSUSD.ORG
UNDER SECONDARY EDUCATION); (2) I AM GIVING UP SUBSTANTIAL ACTUAL OR POTENTIAL RIGHTS IN
ORDER TO ALLOW THE STUDENT (ME) TO PARTICIPATE IN TEAM ACTIVITIES; (3) I HAVE SIGNED THIS
AGREEMENT WITHOUT ANY INDUCEMENT OR ASSURANCE OF ANY KIND, AND WITH FULL APPRECIATION OF
THE RISKS INHERENT IN TEAM ACTIVITIES; (4)  HAVE NO QUESTION REGARDING THE SCOPE OR INTENT OF
THIS AGREEMENT; (5) I HAVE THE RIGHT, POWER, AND AUTHORITY TO ENTER INTO THIS AGREEMENT; AND
(6) IF THE STUDENT IS A MINOR, I HAVE EXPLAINED THIS AGREEMENT TO THE STUDENT, WHO UNDERSTANDS
HIS/HER OBLIGATIONS.

Printed Name - Parent/Guardian Signature Date

As the Student, I understand and agree to all of obligations placed on me by this Agreement.

Printed Name - Student Signature Date

AGREEMENT FOR TEAM PARTICIPATION -- Page 2 of 2 -- (Ed. 6/19)
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SPORTS PHYSICAL EXAMINATION FORM

PART 1 (TO BE COMPLETED BY A PARENT OR LEGAL GUARDIAN)

LAST NAME FIRST NAME GRADE

BIRTHDATE FALL SPORT WINTER SPORT SPRING SPORT STUDENT ID NUMBER

PART 1 -- HEALTH HISTORY (Must be Completed by Parent/Guardian Prior to the Examination)

Yes No Has this student had:

1. o O Chronic or recurrent illness? 16. 0O O Injuries requiring medical care or treatment?

2. (m] u] Iliness lasting over 1 week? 17. 0O O Neck or back pain or injury?

3. (m] O Hospitalizations or Surgeries? 18. 0O O Knee pain or injury?

4, a a Nervous, psychiatric, or neurologic condition? 19. 0O O Shoulder or elbow pain or injury?

5. a a Loss or nonfunctioning of organs (eye, kidney, 20 O O Ankle pain or injury?
liver, testicle) or glands? 21, O O Other joint pain or injury?

6. (m] O Allergies (medicines, insect bites, food)? 22. 0O | Broken bones (fractures)?

7. (m] ] Problems with heart or blood pressure? Yes No Does this student presently:

8 [m] o Chest pain, significant or severe shortness of 23. O O Wear eyeglasses or contact lenses?
breath, during or after exercise? 24, 0O O Wear dental bridges, braces or plates?

9. O O Dizziness or fainting with/after exercise? 25, O O Take any medications? (List below):

10. O | Fainting, bad headaches or convulsions? Yes No  Further history:

11. O m| Potential concussion or loss of consciousness? 26. O O Birth defects (corrected or not)?

12. O a Heat exhaustion, heatstroke, or other problems 217. O O Death of a parent or grandparent less than 40
managing or responding to heat? years of age due to medical cause or condition?

13. [m] m| Racing heartbeat, skipped or irregular heartbeats, 28. O O Parent or grandparent requiring treatment for
or heart murmur? heart condition less than 50 years of age?

14. O O Seizures or seizure disorders? 29. O O Been seen by a physician on an emergency or

15. (m] O Severe or repeated instances of muscle cramps? urgent basis in the last 12-months?

Date of last known tetanus (lockjaw) shot: Date of last complete physical examination:

Explain all “YES” answers. Describe any other fact that should be disclosed prior to the examination (use reverse of form if needed):

PARENT/GUARDIAN’S AUTHORIZATION: | authorize the health care provider to perform a Sports Physical Evaluation on the student. The
information above is complete and accurate. | presently know of no reason why the student cannot fully and safely participate in the listed sports.
For Sports Physical Evaluations that may be performed by District volunteers, | understand the evaluation is a screening evaluation only, and that |
must address all health care concerns with the Student’s personal physician or health care provider.

PRINT NAME OF PARENT OR GUARDIAN SIGNATURE OF PARENT OR GUARDIAN

ADDRESS WORK PHONE HOME PHONE DATE

REGULAR PHYSICIAN’S NAME OFFICE PHONE

PART 2 - MEDICAL EVALUATION (TO BE COMPLETED BY THE EXAMINING HEALTH CARE PROVIDER)
This Evaluation Can Only be Performed by Properly Training Medical Doctors (MDs), Doctors of Osteopathy (DOs), Physician’s Assistants (P.A.s), or Nurse Practitioners (N.P.s)

Normal Abnormal (Describe) (May be contained on Provider’s Form)

Eyes/Ears/Nose/Throat Height: Weight:
Heart, lungs, pulmonary function Pulse: After EX:
Abdomen, genital/hernia (males) BP:
Skin and Musculoskeletal: Recommendation:

a. Neck/Spine/Shoulders/Back 0 Unlimited participation

b. Arms/Hands/Fingers O Limited participation/specific

c. Hips/Thighs/Knees/Legs sports, events or activities

d. Feet/Ankles 00 Clearance withheld pending
Neurologic Screening Exam (NSE) further testing/evaluation
Sudden Cardiac Arrest Screening/Review U No athletic participation
Concussion Screening Eval. (if needed) One of the above MUST be checked.
Comments:
PRINT NAME OF PHYSICIAN PHYSICIAN’S SIGNATURE DATE

Original to be held on file for a period of one (1) year after the end of the Academic Year (Ed. July 2017)
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FAIRFIELD-SUISUN UNIFIED SCHOOL DISTRICT
INTER-SCHOLASTIC SPORTS EMERGENCY CARD

Student’s full legal name Birthdate School Grade
Parent/guardian name Parent/guardian address
(D, (We), the undersigned, parent(s)/guardian of , a minor, do hereby authorize Fairfield-Suisun Unified School

District as agent(s) for the undersigned to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment and
hospital care which is deemed advisable by, and is to be rendered under the general or special supervision of any physician or surgeon
licensed under the provisions of the Medical Practice Act, whether such diagnosis or treatment is rendered at the office of said
physician or at a licensed 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,
treatments or hospital care which the aforementioned physician in the exercise of his/her best judgment may deem advisable. All costs
and expenses associated with such care are solely my responsibility.

TELEPHONE NUMBER AT WHICH PARENT/GUARDIAN MAY BE REACHED

Mother home phone Mother cell phone

Father home phone Father cell phone
Emergency contact if parents can’t be reached: phone
FAMILY DOCTOR: phone
FAMILY DENTIST: phone

Name and policy number of Health & Accident Insurance covering student

#

MEDICAL INFORMATION

Allergic reaction to

Medication presently being taken

Other medical problems

parent/guardian signature date



CONCUSSION AND HEAD INJURY INFORMATION SHEET

Student: Address:
Grade: Telephone:
School: School Year: DOB:

Pursuant to Education Code Section 49475, before a Student may try-out, practice, participate, or compete in any
District-sponsored athletic program, including interscholastic or intramural sports programs (including
cheer/dance/marching band, but excluding PE courses for credit or athletic activities during the regular school day),
the student and his/her parent/guardian must review and execute this Concussion and Head Injury Information Sheet
(“HIIS™). The HIIS is good for one academic year (Fall - Spring) and is applicable to all athletic programs in which
the Student may participate.

IMPORTANT INFORMATION REGARDING CONCUSSIONS

If a Student is suspected of sustaining a concussion or head injury during an athletic activity, the Student shall be
immediately removed from the activity. The Student shall not be allowed to resume participation in any activity until
he/she has been evaluated by a licensed health care provider (MD or DO for CIF-governed interscholastic sports;
MD, DO, nurse practitioner, or physician’s assistant for all other sports/athletic activities), who must affirmatively
state (1) that he/she has been trained in concussion management, and is acting within the scope of his/her licensed
medical practice, and (2) the student has been personally evaluated by the health care provider and has received a
full medical clearance to resume participation in the activity. By law, there can be no exceptions to this medical
clearance requirement. In addition, if the medical care provider determines the Student suffered a concussion or
a head injury, the Student shall complete a gradual return-to-play protocol of no less than seven days, which shall
be under the supervision of a licensed health care provider.

Depending on the circumstances of a particular practice or game, a supervising referee/umpire, coach/assistant
coach, athletic trainer, or attending health care provider may determine that a student should be removed from an
activity based on a suspected or potential concussion or head injury. The following guidelines will be used: (1) in
the case of an actual or perceived loss of consciousness, the student must be immediately removed from the activity;
(2) in all other cases, standardized concussion assessment tools (e.g., Sideline Concussion Assessment Tool (SCAT-
II), Standardized Assessment of Concussion (SAC), or Balance Error Scoring System (BESS) protocol) will be
used in order to determine if the student should be removed from the activity. For the safety and protection of the
student, once a supervising individual makes a determination that a student should be withdrawn from
activity due to the potential existence of a concussion or head injury, no other coach, player, parent or other
involved individual may overrule this determination.

Once a student is removed from an activity, the parent/guardian should promptly seek an evaluation by a licensed
health care provider even if the student does not immediately describe or show symptoms of a concussion (headache,
pressure in the head, neck pain, nausea/vomiting, dizziness, blurred vision, sensitivity to light/sound, feeling
“slow”/“foggy,” difficulty with balance, concentration, memory, confusion, drowsiness, irritability, emotionality,
anxiety, nervousness, or falling asleep). A student with any of these symptoms should be taken immediately to a
health care facility. If a parent/guardian is not immediately available to make health care decisions, the District
reserves the right to take the student to an emergency/urgent care provider for evaluation or treatment in keeping
with the medical care authorization contained in the Agreement for Team Participation

Dated: Dated:
Student: Adult:
Signature: Signature:

Original to be held on file for a period of three (3) years after the end of the academic year (05/2019)




CIF Concussion Information Sheet

Why am | getting this information sheet?

You are receiving this information sheet about concussions because of California state law AB 25 (effective January 1,
2012), now Education Code § 49475:

1. The law requires a student-athlete who may have a concussion during a practice or game to be removed from the
activity for the remainder of the day.

2. Any student-athlete removed for this reason must receive a written note from a physician trained in the
management of concussion before returning to practice.

3. Before a student-athlete can start the season and begin practice in a sport, a concussion information sheet must
be signed and returned to the school by the student-athlete and the parent or guardian.

[Every 2 years all coaches are required to receive training about concussions (AB 1451), sudden cardiac arrest (AB 1639), and heat
illness (AB 2500), and certification in First Aid training, CPR, and AEDs (life-saving electrical devices that can be used during CPR)].

What is a concussion and how would | recognize one?

A concussion is a kind of brain injury. It can be caused by a bump or hit to the head, or by a blow to another part of the
body with the force that shakes the head. Concussions can appear in any sport, and can look differently in each person.

Most concussions get better with rest and over 90% of athletes fully recover. However, all concussions should be
considered serious. If not recognized and managed the right way, they may result in problems including brain damage
and even death.

Most concussions occur without being knocked out. Signs and symptoms of concussion (see back of this page) may show
up right after the injury or can take hours to appear. If your child reports any symptoms of concussion or if you notice
some symptoms and signs, seek medical evaluation from your team’s athletic trainer and a physician trained in the
evaluation and management of concussion. If your child is vomiting, has a severe headache, or is having difficulty staying
awake or answering simple questions, call 911 for immediate transport to the emergency department of your local
hospital.

On the CIF website is a Graded Concussion Symptom Checklist. If your child fills this out after having had a
concussion, it helps the physician, athletic trainer or coach understand how they are feeling and hopefully will show
improvement over time. You may have your child fill out the checklist at the start of the season even before a concussion
has occurred so that we can understand if some symptoms such as headache might be a part of their everyday life. We
call this a “baseline” so that we know what symptoms are normal and common for your child. Keep a copy for your
records, and turn in the original. If a concussion occurs, your child can fill out this checklist again. This Graded Symptom
Checklist provides a list of symptoms to compare over time to follow your child’s recovery from the concussion.

What can happen if my child keeps playing with concussion symptoms or returns too soon after getting a
concussion?

Athletes with the signs and symptoms of concussion should be removed from play immediately. There is NO same day
return to play for a youth with a suspected concussion. Youth athletes may take more time to recover from concussion
and are more prone to long-term serious problems from a concussion.

Even though a traditional brain scan (e.g., MRI or CT) may be “normal”, the brain has still been injured. Animal and
human research studies show that a second blow before the brain has recovered can result in serious damage to the
brain. If your athlete suffers another concussion before completely recovering from the first one, this can lead to
prolonged recovery (weeks to months), or even to severe brain swelling (Second Impact Syndrome) with devastating
consequences.

There is an increasing concern that head impact exposure and recurrent concussions may contribute to long-term
neurological problems. One goal of concussion education is to prevent a too early return to play so that serious brain
damage can be prevented.



Signs observed by teammates, parents and coaches include:

e Looks dizzy e Slurred speech
e Looks spaced out e Shows a change in personality or way of acting
¢ Confused about plays e Can’trecall events before or after the injury
o Forgets plays e Seizures or “has a fit”
e Is unsure of game, score, or opponent ¢ Any change in typical behavior or personality
¢ Moves clumsily or awkwardly e Passes out
e Answers questions slowly
Symptoms may include one or more of the following:
e Headaches e Loss of memory
e “Pressure in head” e “Don’t feel right”
¢ Nausea or throws up e Tired or low energy
e Neck pain e Sadness
e Has trouble standing or walking e Nervousness or feeling on edge
e Blurred, double, or fuzzy vision e Irritability
e Bothered by light or noise e More emotional
e Feeling sluggish or slowed down e Confused
e Feeling foggy or groggy e Concentration or memory problems
e Drowsiness ¢ Repeating the same question/comment
e Change in sleep patterns

What is Return to Learn?

Following a concussion, students may have difficulties with short- and long-term memory, concentration and organization.
They may require rest while recovering from injury (e.g., limit texting, video games, loud movies, or reading), and may
also need to limit school attendance for a few days. As they return to school, the schedule might need to start with a few
classes or a half-day. If recovery from a concussion is taking longer than expected, they may also benefit from a reduced
class schedule and/or limited homework; a formal school assessment may also be necessary. Your school or physician
can help suggest and make these changes. Students should complete the Return to Learn guidelines, successfully
returning to a full school day and normal academic activities, before returning to play (unless your physician makes other
recommendations). Go to the CIF website (cifstate.org) for more information on Return to Learn.

How is Return to Play (RTP) determined?

Concussion symptoms should be completely gone before returning to competition. A RTP progression is a gradual,
step-wise increase in physical effort, sports-specific activities and then finally unrestricted activities. If symptoms worsen
with activity, the progression should be stopped. If there are no symptoms the next day, exercise can be restarted at the
previous stage.

RTP after concussion should occur only with medical clearance from a physician trained in the evaluation and
management of concussions, and a step-wise progression program monitored by an athletic trainer, coach, or other
identified school administrator. Please see cifstate.org for a graduated return to play plan. [AB 2127, a California state
law effective 1/1/15, states that return to play (i.e., full competition) must be no sooner than 7 days after the concussion
diagnosis has been made by a physician.]

Final Thoughts for Parents and Guardians:

It is well known that students will often not talk about signs of concussions, which is why this information sheet is so
important to review with them. Teach your child to tell the coaching staff if they experience such symptoms, or if they
suspect that a teammate has had a concussion. You should also feel comfortable talking to the coaches or athletic trainer
about possible concussion signs and symptoms that you may be seeing in your child.

References:
. American Medical Society for Sports Medicine position statement: concussion in sport (2013)
. Consensus statement on concussion in sport: the 4th International Conference on Concussion in Sport held in Berlin, October 2016
. https://www.cdc.gov/traumaticbraininjury/Pediatricm TBIGuideline.html
. https://www.cdc.gov/headsup/youthsports/index.html
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] |
K Th H r[ th G Sudden Cardiac Arrest Information
Bep B ||' Ba In B a m e for Athletes & Parents/Guardians
What is sudden cardiac arrest? Sudden cardiac arrest (SCA) is when the heart stops beating, suddenly and unexpectedly.
When this happens blood stops flowing to the brain and other vital organs. SCA is NOT a heart attack. A heart attack is caused
by a blockage that stops the flow of blood to the heart. SCA is a malfunction in the heart’s electrical system, causing the victim

to collapse. The malfunction is caused by a congenital or genetic defect in the heart’s structure.

How common is sudden cardiac arrest in the United States?

As the leading cause of death in the U.S., there are more than 300,000 cardiac arrests outside hospitals each year, with nine out of 10 resulting in death.
Thousands of sudden cardiac arrests occur among youth each year, as it is the #1 killer of student athletes and the leading cause of death on school
campuses.

Who is at risk for sudden cardiac arrest?

SCA is more likely to occur during exercise or physical activity, so student-athletes are at greater risk. While a heart condition may have no warning
signs, studies show that many young people do have symptoms but neglect to tell an adult. This may be because they are embarrassed, they do not
want to jeopardize their playing time, they mistakenly think they're out of shape and need to train harder, or they simply ignore the symptoms, assuming
they will “just go away.” Additionally, some health history factors increase the risk of SCA.

What should you do if your student-athlete is experiencing symptoms?
We need to let student-athletes know that if they experience any SCA-related symptoms it is

crucial to alert an adult and get follow-up care as soon as possible with
a physician, surgeon, nurse practitioner or physician assistant. If the FAI NTIN

Cardiac Chain of Survival

On average it takes EMS teams up to 12
minutes to arrive to a cardiac emergency.

athlete has any of the SCA risk factors, these should also be discussed

with a doctor to determine if further testing is needed. Wait for your 1S t e Every minute delayed in attending to a
doctor’s feedback before returning to play, and alert your coach, trainer #1 SYMPTOM sudden cardiac arrest victim decreases
and school nurse about any diagnosed conditions. OF A HEART CONDITION

the chance of survival by 10%. Everyone
should be prepared to take action in the
first minutes of collapse.

Recognize the Signs & Risk Factors

Tell Your Coach and Consult Your Doctor if These Conditions
are Present in Your Student-Athlete

Potential Indicators That SCA May Occur

[ Fainting or seizure, especially during or right after exercise

Recognition of Sudden Cardiac Arrest
Victim is collapsed, unresponsive
and not breathing, even if gasp-
ing, gurgling, exhibiting breathing
noises or seizure-like activity.

Follow emergency dispatcher's
instructions. Call any on-site
Emergency Responders.

[ Fainting repeatedly or with excitement or startle

[ Excessive shortness of breath during exercise

[0 Racing or fluttering heart palpitations or irregular heartbeat Hands-Only CPR

v Begin CPR immediately. Hands-
only CPR involves fast and contin-

(] Repeated dizziness or lightheadedness

1 Chest pain or discomfort with exercise

\ ual two-inch chest compres-
: : : : 4} ions—about 1 .
[ Excessive, unexpected fatigue during or after exercise sions—about 100 per minute.
Defibrillation

Factors That Increase the Risk of SCA

[0 Family history of known heart abnormalities or sudden death before age 50

Immediately retrieve and use an
automated external defibrillator
to restore the heart to its normal
rhythm. Follow step-by-step

audio instructions from the AED.

[ Specific family history of Long QT Syndrome, Brugada Syndrome, Hypertrophic
Cardiomyopathy, or Arrhythmogenic Right Ventricular Dysplasia (ARVD)

[0 Family members with unexplained fainting, seizures, drowning or near drowning
or car accidents

Advanced Care

Designate a bystander to direct
EMS to the victim for quick trans-
fer to the hospital.

[0 Known structural heart abnormality, repaired or unrepaired

[0 Use of drugs, such as cocaine, inhalants, “recreational” drugs, excessive energy
drinks, diet pills or performance-enhancing supplements

©00000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000000

Cardiac Chain of Survival Courtesy of Parent Heart Watch




Keep Their Heart in the Game i s o

What is an AED?

A E D An automated external defibrillator (AED) is the only way to save a sudden cardiac arrest victim. An AED is a portable, user-

friendly device that automatically diagnoses potentially life-threatening heart rhythms and delivers an electric shock to re-
store normal rhythm. Anyone can operate an AED, regardless of training. Simple audio direction instructs the rescuer when to
press a button to deliver the shock, while other AEDs provide an automatic shock if a fatal heart rhythm is detected. A res-
cuer cannot accidently hurt a victim with an AED—quick action can only help. AEDs are designed to only shock victims
whose hearts need to be restored to a healthy rhythm. Check with your school for locations of on-campus AEDs.

What are we doing to help protect student athletes?

The State of California passed the Eric Paredes Sudden Cardiac Arrest Prevention Act in 2016 to protect K-12 students participating in school-sponsored
athletic activities. New policy adds sudden cardiac arrest (SCA) training to coach certification, and new protocol that empowers coaches to remove from
play a student-athlete who exhibits fainting—the number one warning sign of a potential heart condition, and potentially for other conditions if they are
believed to be cardiac related. A student-athlete who has been removed from play after displaying signs or symptoms associated with SCA may not
return to play until he or she is evaluated and cleared by a licensed health care provider. Parents, guardians, caregivers and adults involved in athletic
activities are urged to dialogue with student-athletes about potential warning signs and risk factors and be familiar with the cardiac chain of survival so
they are prepared in the event of a cardiac emergency.

| have reviewed and understand the symptoms and warning signs of SCA and the new protocol to incorporate SCA prevention strategies into my/my
student’s sports program or activity.

STUDENT-ATHLETE SIGNATURE PRINT STUDENT-ATHLETE'S NAME DATE

PARENT/GUARDIAN SIGNATURE PRINT PARENT/GUARDIAN'S NAME DATE

For more information about Sudden Cardiac Arrest visit

California Department Eric Paredes Save California Interscholastic National Federation of High Schools Free
of Education A Life Foundation Federation (CIF) 20-Min. Training Video For Coaches, Parents or
cde.ca.gov epsavealife.org cifstate.org Anyone Involved in Student Sports Activities

nfhslearn.com/courses/61032

FOUNDATION



PRESCRIPTION OPIOIDS:

WHAT YOU NEED TO KNOW

Prescription opioids can be used to help relieve moderate-to-severe pain and are often
prescribed following a surgery or injury, or for certain health conditions. These medications can
be an important part of treatment but also come with serious risks. It is important to work with
your health care provider to make sure you are getting the safest, most effective care.

WHAT ARE THE RISKS AND SIDE EFFECTS OF OPI10ID USE?

Prescription opioids carry serious risks of addiction and
overdose, especially with prolonged use. An opioid overdose,
often marked by slowed breathing, can cause sudden death. The

use of prescription opioids can have a number of side effects as As many as

well, even when taken as directed: 1 in4
PEOPLE*

* Tolerance—meaning you might need e Nausea, vomiting, and dry mouth receiving prescription
to take more ?ff medication for the e Sleepiness and dizziness opioids long term
same pain relie = i i

. pain reli | o Confusion in a primary care

e Physical dependence—meaning you , setting struggles with

e Depression I addiction.

have symptoms of withdrawal when
a medication is stopped e Low levels of testosterone that can * Findings from one study

e Increased sensitivity to pain result in lower sex drive, energy, and strength

e  Constipation e ltching and sweating

RISKS ARE GREATER WITH:

e History of drug misuse, substance use
disorder, or overdose

e Mental health conditions (such as depression

Avoid alcohol while taking prescription opioids.
Also, unless specifically advised by your health care
provider, medications to avoid include:

or anxiety) e Benzodiazepines (such as Xanax or Valium)
e Sleep apnea e  Muscle relaxants (such as Soma or Flexeril)
e Qlder age (65 years or older) e Hypnotics (such as Ambien or Lunesta)
e  Pregnancy e (ther prescription opioids

U.S. Department of

Health and Human Services . .
Centers for Disease American HOSplta|
Control and Prevention ASSOCiati0n®

CS264107C May 9, 2016



KNOW YOUR OPTIONS

Talk to your health care provider about ways to manage
your pain that don’t involve prescription opioids. Some of
these options may actually work better and have fewer
risks and side effects. Options may include:

O Pain relievers such as acetaminophen, ibuprofen,
and naproxen

O Some medications that are also used for depression
or seizures

O Physical therapy and exercise

O Cognitive behavioral therapy, a psychological, goal-
directed approach, in which patients learn how to
modify physical, behavioral, and emotional triggers
of pain and stress.

Be Informed! D .

Make sure you know the name of your
medication, how much and how often to take
it, and its potential risks & side effects.
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IF YOU ARE PRESCRIBED OPIO0IDS FOR PAIN:

Never take opioids in greater amounts or more often than prescribed.
Follow up with your primary health care provider within ____ days.

— Work together to create a plan on how to manage your pain.

— Talk about ways to help manage your pain that don’t involve
prescription opioids.

— Talk about any and all concerns and side effects.
Help prevent misuse and abuse.

— Never sell or share prescription opioids.
— Never use another person’s prescription opioids.

Store prescription opioids in a secure place and out of reach of others
(this may include visitors, children, friends, and family).

Safely dispose of unused prescription opioids: Find your community
drug take-back program or your pharmacy mail-back program, or
flush them down the toilet, following guidance from the Food and Drug
Administration (www.fda.gov/Drugs/ResourcesForYou).

Visit www.cdc.gov/drugoverdose to learn about the risks of opioid abuse
and overdose.

If you believe you may be struggling with addiction, tell your health care
provider and ask for guidance or call SAMHSA's National Helpline at
1-800-662-HELP.

LEARN MORE | www.cdc.gov/drugoverdose/prescribing/guideline.html
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Acknowledgement of Receipt and Understanding
“Prescription Opioids: What You Need to Know

I have reviewed and understand the risks and side effects of opioid use, and strategies for minimizing the risk of
addiction and overdose, as outlined in “Prescription Opioids: What You Need to Know.”

Student-Athlete Signature Print Student-Athlete’s Name Date

Parent/Guardian Signature Print Parent/Guardian’s Name Date



Parent/Student CIF Heat lliness Information Sheet

Why am | getting this information sheet?

You are receiving this information sheet about Heat lliness because of California state law AB 2800 (effective
January 1, 2019), now Education Code § 49475 and CIF Bylaws 22.B.(9) and 503.K (Approved Federated
Council January 31, 2019):

1. The law requires a student athlete who has been removed from practice or play after displaying signs and
symptoms associated with heat illness must receive a written note from a licensed health care provider
before returning to practice.

2. Before an athlete can start the season and begin practice in a sport, a Heat lliness information sheet must
be signed and returned to the school by the athlete and the parent or guardian.

Every 2 years all coaches are required to receive training about concussions (AB 1451), heat illness (AB 2800) as
well as certification in First Aid training, CPR, and AEDs (life-saving electrical devices that can be used during
CPR).

What is Heat lliness and how would | recognize it?

Exercise produces heat within the body and can increase the player's body temperature. Add to this a hot or
humid day and any barriers to heat loss such as padding and equipment, and the temperature of the individual
can become dangerously high.

Heat lliness occurs when metabolically produced heat combines with that gained from the environment to exceed
the heat and large sweat losses. Young athletes should be pre-screened at their pre-participation physical exam
form edication/supplement use, cardiac disease, history of sickle cell trait, and previous heat injury. Athletes with
any of these factors should be supervised closely during strenuous activities in a hot climate. Fatal heat stroke
occurs most frequently among obese high school middle lineman.

Much of one’s body heat is eliminated by sweat. Once this water leaves the body, it must be replaced. Along with
water loss, many other minerals are lost in the sweat. Most of the commercial drinks now available contain these
minerals, such as Gatorade, etc., but just plain water is all that is really required because the athlete will replace
the lost minerals with his/her normal diet.

PREVENTION: There are several steps which can be taken to prevent heat iliness from occurring:

ADEQUATE HYDRATION The athlete should arrive at practice well-hydrated to reduce the risk of dehydration.
The color of the urine can provide a quick guess at how hydrated the athlete. If the urine is dark like apple juice
means the athlete is dehydrated. If the urine is light like lemonade in color means the athlete seems adequately
hydrated.

Water or sports drinks should be readily available to athletes during practice and should be served ideally chilled
in containers that allow adequate volumes of fluid to be ingested.

Water breaks should be given at least every 30-45 minutes and should be long enough to allow athletes to ingest
adequate volumes of fluid.

Athletes should be instructed to continue fluid replacement in between practice sessions.

GRADUAL ACCLIMATIZATION: Intensity and duration of exercise should be gradually increased over a period
of 7-14 days to give athletes’ time to build fitness levels and become accustomed to practicing in the heat.
Protective equipment should be introduced in phases (start with helmet, progress to helmet and shoulder pads,
and finally fully uniform).

A EREE online course “Heat lliness Prevention” is available through the CIF and NFHS
at https://nfhslearn.com/courses/61140/heat-illness-prevention.



https://nfhslearn.com/courses/61140/heat-illness-prevention

Parent/Student CIF Heat lliness Information Sheet

HEAT EXHAUSTION: Inability to continue exercise due to heat-induced symptoms. Occurs with an elevated
body-core temperature between 97 and 104 degrees Fahrenheit.

Dizziness, lightheadedness, weakness  Profuse sweating

[ )

e Headache e Cool, clammy skin

e Nausea e Hyperventilation

e Diarrhea, urge to defecate e Decreased urine output
e Pallor, chills

Treatment: Stop exercise, move player to a cool place, remove excess clothing, give fluids if conscious, COOL
BODY: fans, cold water, ice towels, or ice packs. Fluid replacement should occur as soon as possible. The athlete
should be referred to a hospital emergency if recovery is not rapid. When in doubt, CALL 911. Athletes with heat
exhaustion should be assessed by a physician as soon as possible in all cases.

HEAT STROKE: Dysfunction or shutdown of body systems due to elevated body temperature which cannot be
controlled. This occurs with a body-core temperature greater than 107 degrees Fahrenheit.

Warning Symptoms:

This is a MEDICAL EMERGENCY. Death may result if not treated properly and rapidly.

Treatment: Stop exercise, Call 911, remove from heat, remove clothing, immerse athlete in cold water for
aggressive, rapid cooling (if immersion is not possible, cool the athlete as described for heat exhaustion), monitor
vital signs until paramedics arrive.

Signs observed by teammates, parents and coaches include:

e Dizziness e Weakness

e Drowsiness, loss of consciousness e Hot and wet or dry skin

e Seizures ¢ Rapid heartbeat, low blood pressure
e Staggering, disorientation e Hyperventilation

e Behavioral/cognitive changes (confusion, irritability, e Vomiting, diarrhea

aggressiveness, hysteria, emotional instability)

Final Thoughts for Parents and Guardians:

Heat stress should be considered when planning and preparing for any sports activity. Summer and fall sports are
conducted in very hot and humid weather in many parts of the California. Many of the heat problems have been
associated with football, due to added equipment which acts as a barrier to heat dissipation. Several heatstroke
deaths continue to occur each season in the United States. There is no excuse for heatstroke deaths if the proper
precautions are taken.

You should also feel comfortable talking to the coaches or athletic trainer about possible heat iliness signs and
symptoms that you may be seeing in your child.

| acknowledge that | have received and read the CIF Heat lliness Information Sheet.

Student-Athlete Name Student-Athlete Date
Printed Signature
Parent or Legal Guardian Name Parent or Legal Guardian Date

Printed Signature



FAIRFIELD-SUISUN UNIFIED SCHOOL DISTRICT

VOLUNTEER PERSONAL AUTOMOBILE USE FORM
[One Form Required for Each Driver to be Approved]

Thank you for volunteering your time, and your automobile, to help transport our Students to off-site events or activities. In
order to protect the health and safety of our Students, our District requires that anyone (employee or volunteer) using their
personal automobile to transport Students to and from sanctioned activities must receive prior approval. Before we can issue
such approval, certain information must be obtained at least fifteen (15) days before you transport our Students. You must also
agree to abide by certain rules regarding the operation of the vehicle as set forth below.

REQUIRED INFORMATION

Name of Driver: ‘Phone No.:

Calif. Driver’s License No. & Exp. Date:

Vehicle(s) Year/Make/Model:

Vehicle(s) License Plate No.: ‘Vehicle Capacity (incl. driver)

Insurance Carrier:

Policy Number and Expiration Date:

Liability Coverage Limits:

(Minimum liability requirements: $100,000 per person to $300,000 and $50,000 Liability/Property Damage per occurrence)

We also require a photocopy of (a) your Driver’s license, and (b) your Insurance Policy Declarations Page. Should your
Driver’s License or Insurance Policy expire during the school year, updated photocopies showing their renewal are required
before you will again be eligible to transport Students. By signing below, you are also authorizing the District to (a) obtain a
copy of your Driver Record History and status of your Driver’s License, (b) conduct a criminal background check, and (c)
contact your insurance company to confirm your insurance status. Also, please also be advised, that pursuant to Insurance
Code Section 11580.9(d) and Vehicle Code Section 17150, in the case of an accident, your insurance will provide the
primary coverage for any resulting bodily injury or property damage. The District’s automobile liability coverage will
apply, if at all, only after your insurance coverage is exhausted through the payment of covered claims. The District does not
cover, nor is the District responsible for, comprehensive, uninsured motorists, or collision coverage for your vehicle.

VEHICLE SAFETY AND TRANSPORTATION PROCEDURES AND REQUIREMENTS

For the safety of our Students, in signing below, you are also agreeing to the following rules and requirements:

1. I will not operate an automobile while impaired, whether due to alcohol, drugs (prescription or nonprescription), lack of
sleep, or distraction of any kind. | will at all times comply with California law regarding proper operation of the Vehicle,
including compliance with all speed limits and posted signs and placards.

2. I will not transport Students in a Vehicle I have reason to believe may be mechanically unsafe or that may become unsafe
due to weather or other natural conditions. | will not transport Students unless | have a working seatbelt for each
Student, with seatbelts to be used at all times by myself and all transported Students. The Vehicle(s) may be inspected by
District representatives.

3. I am 25 years of age or older and will be the sole driver of the Vehicle for any given activity, event, or competition. | will
not let anyone other than myself and authorized Students ride in the Vehicle. However, | may seek written permission
from the District to allow another child of mine to ride in the Vehicle to a specific activity, event, or competition if the
destination involves an activity, event or competition generally available to the public or, at my expense and with District
permission, | can purchase admittance for such other child.

4.  The vehicle is insured with bodily injury coverage in the amount of at least $100,000 for each individual ($300,000 total
for any one accident), and the property damage liability coverage in the amount of at least $50,000.

Printed Name Signature Date

Date Received by District: Received by:

THIS FORM TO BE HELD ON FILE IN THE MAIN OFFICE FOR A PERIOD OF ONE (1) YEAR FROM THE DATE OF THE CURRENT SCHOOL YEAR
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A Public Service Agency

EMPLCYER PULL NOTICE PROGRAM

AUTHORIZATION FOR
RELEASE OF DRIVER RECORD INFORMATION

1, . California Driver License Number, {Class= )

hereby authorize the Cafifornia Department of Motor Veh;c!es (DMV) to disclose or otheraise make available, my dnvmg
record, fo my employer, Fairfield-Suisun U.S8.D. - ARMIJO HIGH SCHOCL - Athletics
COMPANY NAME

| understand that my employer may enroll me in the Employer Pull Notice {EPN) program fo receive a driver record report at
least once every twelve {12) months or when any subsequent conviction, failure to appear, accident, driver’s license suspension,
revocation, or any other action is taken against my driving privilege dwing my employment.

| arn not driving in a capacily that requires mandatory enroliment in the EPN program. pursuant to California Vehicle Code
(CVC) Section 1808.1(k). | understand that enroliment in the EPN program is in an effort to promote driver safely, and that my
driver license report will be released to my employer to determine my eligibifity as a licensed driver for my empioyment

EXECUTEDAT GITY - COUNTY STATE
DATE , SIGNATURE OF EMPLOYEE
[, Debbie Hunt ,of Fairfield-Suisun U.S5.D.

FUTHORZED REPRESENTATIVE CORIPANY NAME

do hereby certify under penally of perjury under the laws in the State of California, that | am an authorized representative of
this company, that the information entered on this document is frue and correct, io the best of my knowledge and that | am
requesting driver record information on the above individual to verify the information as provided by said individual. This
record is to be used by this employerin the normal course of business and as a legifimate business need to verify information
relating to a driving position not mandated pursuant to CVC Section 1808.1. The information received will not be used for any
unlawful purpose. | understand that if | have provided false information, | may be subject to prosecution for perjury (Penal
Code Section 118) and false representation (CVC Section 1808.45). These are punishable by a fine not exceeding five
“thousand dollars ($5,000) or by imprisonment in the county jail not exceeding one year, or both fine and imprisonment. |
understand and acknowledge that any failure to maintain confidentiality is both civilly and criminally punishable pursuantto
CVC Sections 1808.45 and 1808.46. - '

EXECUIED AT CNY COUNTY STATE
Fairfield . Solano CA
DAIE o SIGNATUREAND TTTLE OF AUTHORIZED REPRESENIATIVE

To obtain a driver record on a prospective employee you may submit an INF 1119 form. To add this driver to the EPN Program
you must submit the applicable forms: INF 1100, INF 1102, INF 1103, INF 1103A form. You may obtain forms at our website
at www.dmv.ca.gov/otherservices, or by calling $16-657-6346.

THIS FORM MUST BE COMPLETED AND RETAINED AT THE EMPLOYER'’S PRINCIPAL PLACE OF BUSINESS AND
MADE AVAILABLE UPON REQUEST TO DMV STAFF.

DO NOTRETURN THIS FORM TO DMV.

INF 1101 ENGLISH [REV. 82004} WWW



EMPLOYER PULL NOTICE PROGRAM

AUTHORIZATION FOR
RELEASE OF DRIVER RECORD INFORMATION

I, _ Cafifornia Driver License Number, {Class= )

hereby authorize the California Department of Motor \k:hxcies (DMV) to disclose or otherwise make available, my dmrmg
record, to my employer, Fairfield-Suisun U.S.D. - FATRFIELD HIGH SCHCOL - Athletics
COMPANY NAME

| understand that my employer may enroll me i the Employer Pull Notice (EPN) program to receive a driver record report at

least once every twelve (12) months or when any subsequent conviction, failure to appear, accident, driver’s license suspension,
revocation, or any other action is taken against my driving priviege during my employment.

I am not driving in a capacity that requires mandatory enroliment in the EPN program pursuant to Calfifornia Vehicle Code
{CVC) Section 1808.1(k). | understand thatenroliment in the EPN program is in an effort to promote driver safety, and that my
driver license report will be released to my employer to determine my eligibility as a licensed driver for my employment.

EXECUTEDAL CHY o COUNTY STAIE
DAIE SIGNATURE OF EMPLOYEE
1, _Debbie Hunt ,of Fairfield-Suisun U.S.D.
AUTHORIZED REPRESENTATIVE : COMPANY RAME

do hereby certify under penally of perjury under the laws in the State of California, that | am an authorized representative of
this company, that the information entered on this document is frue and correct, to the best of my knowledge and that | am
requesting driver record information on the above individual to verify the information as provided by said individual. This
record is to be used by this employer in the normal course of business and as a legifimate business need fo verify information
relating to a driving position not mandated pursuant to CVC Section 1808.1. The information received will not be used for any
untawful purpose. 1 understand that if 1 have provided false information, 1 may be subject to prosecution for pefjury (Penal
Code Section 118) and faise representation (CVC Section 1808.45). These are punishable by a fine not exceeding five
thousand doflars ($5,000) or by imprisonment in the county jail not exceeding one year, or both fine and imprisonment 1
understand and acknowledge that any failure to maintain confidentiality is both civilly and criminally punishable pursuant to
CVC Sections 1808.45 and 1808.46.

EXECUTEDAE CRY , TOUNTY STAiE
Fairfield Solano CA
DATE SIGNATUREAND T1TLE OF AUTHORIZED REPRE SENTATIVE

To obtain a driver record on a prospective employee you may submit an INF 1119 form. To add this driver to the EPN Program
you must submit the applicable forms: INF 1100, INF 1102, INF 1103, INF 1103A form. You may obtain forms at our website
at www.dmv.ca.gov/otherservices, or by calling 816-657-6346.

THIS FORM MUST BE COMPLETED AND RETAINED AT THE EMPLOYER’S PRINCIPAL PLACE OF BUSINESS AND
MADE AVAILABLE UPON REQUEST TO DMV STAFF.

DO NOTRETURN THIS FORM TO DMV.

INF 1101 ENGLISH [REV. S22004) WWW



_ STATE OF CALFOPIRA
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I'JE. ARTUENT OF LOTOR VEHILES

A Pubiic Service Agency

EMPLOYER PULL NOTICE PROGRAM

AUTHORIZATION FOR
RELEASE OF DRIVER RECORD INFORMATION

1, , Cafifornia Driver License Number, {Class=_ )
hereby authorize the California Department of Motor Vehxc!es (DMV) to disclose or otherwise make available, my drmng
record, to my employer, Fairfield-Suisun U.S.D. - RODRIGUEZ HIGH SCHCOL: - Athletics

COMPANY NAME

1 understand that my employer may enroll me in the Employer Puli Notice {EPN) program o receive a driver record report at
least once every twelve (12) months orwhen any subsequent conviction, failure o appear, accident, driver's license suspension,
revocation, or any other action is taken against my driving privilege during my employmernt.

| am not driving in a capacity that requires mandatory enrofiment in the EPN program pursuant to Cafifornia Vehicle Code
(CVC) Section 1808.1(k). | understand that enroliment in the EPN program is in an effort to promote driver safety, and that my
driver license report will be released to my employer to determine my eligibility as a licensed driver for my employment.

EXECUTEDAT CHY ] COUNTY STAIE
DATE SIGNATURE OF EMPLOYEE
|, Dekbie Bunt ' ,of Fairfield-Suisun U.S.D.

AUTHORIZED REPRESENTATIVE COMEANY NANE

do hereby certify under penally of perjury under the laws in the State of California, that | am an authorized representative of
this company, that the information entered on this document is frue and correct, to the best of my knowledge and that | am
requesting driver record information on the above individual to verffy the information as provided by said individual. This
record is to be used by this employer in the normali course of business and as a legiimate business need fo verify information
relating to a driving position not mandated pursuant to CVC Section 1808.1. The information received will not be used for any
unlawful purpose. [ understand that if | have provided false information, 1 may be subject to prosecution for perjury (Penal
Code Section 118) and false representation (CVC Section 1808.45). These are punishable by a fine not exceeding five
thousand dollars ($5,000) or by impriSonment in the county jail not exceeding one year, or both fine and imprisonment. |
understand and acknowledge that any failure to maintain confidentiality is both civilly and criminally punishable pursuantto
CVC Sections 1808.45 and 1808.46.

EXECUTEDAT G Y COUNTY STWE
Fairfield : . Solano : CA
DATE T SIGNATUREAND T17LE OF AUTHORIZED REPRESENIAIIVE

To obtain a driver record on a prospective employee you may submit an INF 1118 form. To add this driver to the EPN Program
you must submit the applicable forms: INF 1100, INF 1102, INF 1103, INF 1103A form. You may obtzin forms at our website
“at www.dmv.ca.gov/otherservices, or by calling 916-657-6346.

THIS FORM MUST BE COMPLETED AND RETAINED AT THE EMPLOYER’S PRINCIPAL PLACE OF BUSINESS AND
MADE AVAILABLE UPON REQUEST TO DMV STAFF.

DO NOT RETURN THIS FORM TO DMV.

INF 1101 ENGLISH (REV. 82004} WWW



STUDENT PERSONAL AUTOMOBILE USE FORM

Students participating in off-campus District-sponsored activities, including, but not limited to, practices, games,
meetings, competitions, and conferences (“Events”), are required to travel on school buses or by other District-
designated methods of transportation. At the District’s sole discretion, after a separate Student Alternate Transportation
Form has been properly executed, Students may transport themselves to and from designated activities. Before District
authority is granted to the Student to drive to and from District-sponsored events, this Form and its required information
must be completed and accepted by the School Office. The District’s permission for the Student to drive to and/or from
District-sponsored activities may be revoked or limited at any time, for any reason.

REQUIRED INFORMATION

Name of Student Driver:

Calif. Driver’s License No. & Exp. Date:

Any License Restrictions:

Vehicle(s) to be Driven - Year/Make/Model:

Vehicle(s) License Plate No(s).:

Insurance Carrier:

Policy Number and Expiration Date:

Liability Coverage Limits:

With this Form, you must also provide a photocopy of (a) the Student’s Driver’s license, and (b) the Insurance
Policy Declarations Page showing that coverage exists for the Student and the vehicle to be driven. Should the
Student’s Driver’s License or the Insurance Policy expire during the school year, updated photocopies showing renewal
are required before the Student will again be eligible to transport himself/herself to District-sponsored activities.

Neither the Student nor the Student’s vehicle is covered under the District’s automobile liability coverage. By signing this
Form, you agree that the Student and his/her parent(s)/legal guardian(s) are solely responsible for any resulting damage or
injury to others. You also agree that the Student and his/her parent(s)/legal guardian(s) assume the risk of harm, injury or
death to the Student or others, and that by voluntarily allowing the Student to operate his/her own vehicle, the Student and
his/her parent(s)/legal guardian(s) will hold the District and its officers and employees free from all liability.

For the safety of our Students, in signing below, you are also agreeing to the following rules and requirements:

1. I/The Student will not operate an automobile while impaired, whether due to alcohol, drugs (prescription or
nonprescription), lack of sleep, or distraction of any kind. I/the Student will at all times comply with California law
regarding proper operation of the Vehicle, including compliance with all speed limits and posted signs and placards.

2. I/The Student will not operate an automobile that I/The Student believe, for any reason, is mechanically unsafe or
that may become unsafe due to weather or other natural conditions. The automobile will have working seatbelts,
which I/the Student will use at all times. The Vehicle(s) may be inspected by District representatives.

3. I/The Student will be the sole driver of the Vehicle. | will not let anyone else, ride in or occupy the Vehicle while
traveling to or from any District-sponsored activity, or while I/the Student attend a District-sponsored activity.

By signing below, you are authorizing the District, at its discretion, to (a) obtain a copy of the Student’s Driver Record
History and confirm the status of the Student’s Driver’s License, (b) conduct a criminal background check, and/or (c)
contact the listed insurance company to confirm the existence of insurance coverage for the Student and the vehicle.

Printed Student Name Signature Date
Printed Parent/Guardian Name  Signature Date
Date Received by District: Received by:

THIS FORM TO BE HELD ON FILE IN THE MAIN OFFICE FOR A PERIOD OF ONE (1) YEAR FROM THE DATE OF THE CURRENT SCHOOL YEAR



FAIRFIELD-SUISUN UNIFIED SCHOOL DISTRICT
STUDENT ALTERNATE TRANSPORTATION FORM

Students participating in off-campus District-sponsored activities, including, but not limited to, practices, games,
meetings, competitions, and conferences (“Events”), are required to travel on school buses or by other District-
designated methods of transportation. Under special circumstances, with the District’s prior written approval,
Students may be transported to and from Events (a) by a parent/guardian or other designated adult, or (2) by
himself/herself. Under no circumstances may Students be transported in a vehicle driven by another student or
anyone under 25 years of age.

Before the District grants a request for alternate transportation, this Student Alternate Transportation Form must
be submitted to the School Office after it has been signed by the Student, the Student’s parent/ legal guardian, and
the District employee supervising the Event. Before the Student Alternate Transportation Form will be accepted
and approved by the School Office, the individual who will transport the Student must also complete and file with
the School Office an acceptable (a) Personal Automobile Use Form (for parents/ guardians/designated adults) or
(b) Student Personal Automobile Use Form (if the Student intends to drive himself/herself to Events).

If the required Forms are not submitted to and accepted by the School Office 48-hours before an Event, the
Student must be transported to and from the Event through normal District-sponsored methods. A Student not
complying with these provisions will not be allowed to attend or participate in the Event.

Name of Student:

Event(s): Each approved Event or
series of Events must be listed:

Date(s):

Reason for Request:

Name of Designated Driver(s):
Student and/or Designated Adult(s)

I/we agree that the designated drivers and vehicles to be used are not covered under the District’s automobile
liability coverage. The Student, his/her parent(s)/guardian(s), and/or the driver of the vehicle are solely
responsible for damage or injury to others. I/we also agree that the Student and anyone else in the vehicle assume
their own risk of harm, injury or death arising from this choice for alternate transportation. The Student, his/her
parent(s)/legal guardian(s), and/or the vehicle driver further agree to hold the District and its officers, employees
and volunteers free from any liability arising from this alternate transportation, agreeing also to defend and
indemnify them against any resulting claim.

Printed Name of Student Signature Date

Printed Name of Signature Date
Parent/Guardian

Printed Name of Supervising Signature Date
Employee
Date Received by District: Received by:

THIS FORM TO BE HELD ON FILE IN THE MAIN OFFICE FOR A PERIOD OF ONE (1) YEAR FROM THE DATE OF THE CURRENT SCHOOL YEAR
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