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Sports Acceleration Program

Before arriving for the initial assessment:
-Participant must be 10 year of age and 54” inches (without shoes)
-All of the follow pages are to be filled out honestly and accuratly before arrival of intital assessment.

-If a physician clearance is needed to participate please bring documentation clearing participant for activity

-Parental/Guardian consent is needed for all participants under the age of 18 years old.

-Bring the $35 fee for the assessment
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Kettering Sports Medicine Center
Sports Acceleration Program

Personal Information

Name: ______________________________________________      M or F           Date: _____________________

Street Address: ________________________________________________________________________________

City: ________________________
_______
______
State: ____________
Zip Code: ________________

Home Phone: (       ) ____________________________        Work Phone: (      ) ___________________________

Date of Birth: ___________________            Age: ________           School: _______________________________

Grade:
__________
Sport/s: ___________________________        Position/s: ________________________

Email Address: ________________________________________________(used for emailing test results)

Parent and/or Guardian Name: ______________________________________
      Phone: (      ) ______________

Person to contact in case of emergency: _________________________________          Relation: ______________

Phone: (     ) ________________     Attended Acceleration® Before?  Y or N  Where? _____________

How did you hear about us? ______________________________________________________________






Do Not Write Below This Line
Program:_________________________________
Level:
___________
Cost:
________________

Pre Test Administered By ___________________           Post Test Administered By: ___________________

Computer Data Checklist:
Accel. Data Entered: _____         Invoiced: _____                  
Username: ____________









Password: _____________
Pre Test:
Athlete Info. (Active):_____


Post Test:
Inactivate:        _____



Body Comp:               _____




Body Comp:     _____



Performance:              _____




Performance:    _____



Strength:                    _____




Strength:          _____


Plyometrics:               _____




Plyometrics:     _____


Completion Date:___________
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Admit Forms

Medical History:  It is very important that you give us accurate and complete information about your medical history.  Training programs and procedures recommended will be based on information given.

1.  Do you have any current health conditions that would limit your participation in the Acceleration/Fitness program?

Yes
No
If yes,  please explain:_________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

2.  Have you ever been advised by a physician to avoid any type of exercise?
Yes
No

If yes, please explain: _____________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

3.  Are you currently taking any medications?

Yes
No

If yes, please explain: _____________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

4.  Please explain any surgeries or hospitalizations you have had (please lists dates):

________________________________________________________________________________________________________________________________________________________________________________________________

5.  Are you currently under a physicians care for MRSA?
Yes
NO

If  yes, explain____________________________________________________________________________________

6.  Have you been told by a physician that you have any of the following:

Condition



Yes
No
Date

Medications

Anemia



Yes
No
_________
____________

Arthritis



Yes
No
_________
____________

Asthma



Yes
No
_________
____________

Bursitis



Yes
No
_________
____________

Chest Pain



Yes
No
_________
____________

Coronary Artery Disease

Yes
No
_________
____________

Diabetes



Yes
No
_________
____________

Emotional Disorders


Yes
No
_________
____________

Emphysema


Yes
No
_________
____________

Epilepsy



Yes
No
_________
____________

Heart Attack


Yes
No
_________
____________

Heart Murmur


Yes
No
_________
____________

Hepatitis



Yes
No
_________
____________

High Cholesterol


Yes
No
_________
____________

High Blood Pressure


Yes
No
_________
____________

Irregular Heart Beat


Yes
No
_________
____________



Low Blood Pressure


Yes
No
_________
____________

Pneumonia



Yes
No
_________
____________

Stroke



Yes
No
_________
____________

Tuberculosis


Yes
No
_________
____________

Other: ________________

Yes
No
_________
____________
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6.    Do you meet the age of 10 years old, and a minimum height requirement of 54” (4’ 6”)?  
Yes
No
7.  Do you have any allergies?
Yes
No
If yes,  please list:_______________________________ _____________________________________________________________________________________

8.  Are you allergic to any medications?
Yes
No
If yes, please list:_________________________

        _____________________________________________________________________________________

9.  Do you smoke?
Yes
No
If yes, how much and for how long:________________________

10.  Do you drink alcoholic beverages?
Yes
No
If yes, how much per week:_________________

Exercise Medical History:

1.  Have you ever had chest pains or irregular heart beat when exercising:

Yes
No

If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________

2.  Have you experienced dizziness or felt light headed when exercising?

Yes
No

If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________

3.  Have you ever had shortness of breath, or have you ever hyperventilated during exercise?
Yes
No

If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________

4.**Are you presently, or did you seek out the help of a physician for any of the above conditions? Yes
No

If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________

Orthopedic Evaluation:

1.  Do you have any type of orthopedic condition which may hamper your Acceleration/Fitness training (i.e. tendonitis, bursitis, therapy, surgery, etc.)?
Yes
No


If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________

2.  Are you under a physicians or therapists care for an orthopedic condition?
Yes
No

If yes, please explain: _______________________________________________________________________

_________________________________________________________________________________________
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Family History:

**Has any member of your family been diagnosed with or died from any of the following health conditions:



Condition





Relative (s):


1.
Congestive Heart Failure



_______________________


2.
Diabetes





_______________________



3.
Heart Attack




_______________________


4.
High Blood Pressure



_______________________



5.
Stroke





_______________________

Waiver:

**In the event that I have any medical problems (i.e. cardiac, respiratory, orthopedic) I have received medical clearance from my physician to participate in the Acceleration/Fitness program.  I agree that Kettering Sports Medicine and the fitness staff recommend that I consult with my physician before I begin an exercise program.

I agree that the Kettering Sports Medicine staff is exempt from liability for any injury or disability that might be incurred during or as a result of participation in the Acceleration/Fitness program.

_________________________________


_______________________________________

Date






Participant Signature








_______________________________________







Parent or Guardian Signature

[image: image6.jpg]ATHLETIC
REPURLIG




CONSENT TO PARTICIPATE IN THE ACCELERATION ® PROGRAM
I know that there are risks of injury associated with any activity involving physical exercise.  Generally, injuries that may be encountered are minor and temporary, such as strains, sprains, pulled muscles, bruises, scrapes and the like.  I am aware that rarely serious and even life-threatening injuries may occur.

I voluntarily accept the risks associated with my participation in the program.  To lessen the risks of injury, I understand that it is my responsibility to:

1. Follow all directions given to me by the program staff.

2. Provide accurate information about my medical condition and history to the program staff.

3. Make sure any equipment that I use is properly set up and adjusted before using.

4. Stop exercising if I feel any pain, discomfort, dizziness, shortness of breath, overheating or other unusual sensation and not resume until I have discussed the matter with the program staff and been cleared for further participation.

5. Not perform any exercise until I am sure of the proper technique.

6. Report equipment, which I find defective or in need of repair and not use it until fixed.

7. Obey all rules concerning the use of equipment, facilities or the program.

8. Ask questions if I am uncertain about anything involving the equipment, facilities, or program.

I understand that my testing results will be entered into The Athletic Republic database in order to be used for national averages and possibly for future research in order to enhance the program.

I have read and understood the above, and all questions, which I may have about the equipment, facilities, or program, have been answered to my satisfaction.  I hereby voluntarily consent to participate in the program.  I understand that my participation is entirely voluntary and that I may withdraw at any time.  

The undersigned agrees to pay in full all fees associated with the chosen programs.

Witness’s Signature




Participant’s Signature

Date

Parent/Guardian Consent
If the Participant is under the age of 18, parental/guardian consent is required.  I have read, understand and agree to the above.  I hereby consent to 





 participating in the Sports Acceleration Program.

Witness’s Signature




Parent or Guardian

Date
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