MOUNT MICHAEL FAMILY PROFILE
2024-2025

STUDENT INFORMATION

Student’s Full Name

Race

Birth date

Cell #

2nd Stydent’s Full Name

Birth date

Race

Cell #

Home Address

City/State/Zip

PUBLIC SCHOOL DISTRICT (Required)

FATHER
Father’s Name

Phone (H) ©)

Address/City/State/Zip

Home E-mail:

(If different from student)

Name of Employer

Occupation

Address/City/State/Zip

Business phone Matching Gift Company? Yes No
Business E-mail

MOTHER

Mother’s Name Phone (H) (©)
Address/City/State/Zip

(If different from student)

Home E-mail:

Name of Employer Occupation

Address/City/State/Zip

Matching Gift Company? Yes No

Business phone

Business E-mail

PARISH/CHURCH NAME

ADDRESS




OTHER CHILDREN
Name Gender Grade School
M/F
M/F
M/F
M/F
LIVING GRANDPARENT INFORMATION:
Father’s parents:
Grandfather Grandmother
Current/Former Occupation
Address Phone
Eity/ State/Zip
Mother’s parentS:
Grandfather Grandmother
Current/Former Occupation
Address Phone
City/State/Zip

Name

Email address

Alumni Relatives of Mount Michael (if not listed above)

Relationship to Student:

Grad Year

Name

Email address

Relationship to Student:

Grad Year




NSAA Athletic and Activities
Student and Parent Consent Form

School Year: 2024-2025

Member High School: Mount Michael Benedictine
Name of Student:
Date of Birth: Place of Birth:

Name of Parent(s), Guardian(s), or Person(s) in Charge:
Relationship to Student:
Address(es) of Student and Parent(s)/Guardian(s)/or Person(s) in Charge**:

*“*Note: If Student and all Parents/Guardians do not live in the same household, please include all addresses and inform the Member School as this may impact
eligibility.**

The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above-named Student and are
collectively referred to as "Parent”.

The Parent and Student hereby:

(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege and
understand and agree that (a) by this Consent Form the NSAA has provided notice of the existence of potential dangers associated
with athletic and activity participation; (b) participation in any activity may involve injury or iliness of some type, including exposure to
communicable diseases, and even catastrophic injury, paralyzation, and death; and (c) even the best supervision, the use of the best
protective equipment and strict observance of rules, injuries are still a possibility;

(2) Consent and agree to participation of the Student in NSAA activities subject to (a) all NSAA Bylaws and rules interpretations,
including limitations on transfers and limitations on the use of the Student's name, image, and likeness when wearing school uniforms
or engaging in commercial activity tied to the Student’s participation in NSAA activities; and (b) the athletic and activities rules of the

Member School:

(3) Consent and agree to the disclosure by the Member School to the NSAA, and subsequent disclosure by the NSAA, of information
regarding the Student contained in the Member School's directory information or other similar policies, and any other records or
documentation needed to determine the Student's eligibility and compliance necessary to participate in NSAA activities;

(4) Understand that (a) prior to athletic participation, a pre-participation release form signed by a health care professional must be
signed and submitted to the Member School; and (b) for purposes of determining fitness to participate, injury, injury status, or
emergency response, Parents may be asked to consent to the disclosure of confidential medical records or information. Records and
information shared for this purpose will not be redisclosed to any entities outside of the health care provider(s), Member School, or

NSAA;

(6) Consent and agree (a) to authorize licensed or trained individuals, including certified sports injury personnel, to evaluate and treat
any injury orillness that occurs during the Student's participation in NSAA activities. This includes all reasonable and necessary care,
treatment, and rehabilitation for these injuries that is made available by the Member school and/or the NSAA, including transportation of
the Student to a medical facility if necessary; and (b) that Parents are obligated to pay for professional medical and/or related services;
the NSAA and the Member School shall not be liable for payment of such services even if made available by the Member School or

NSAA.

(6) Understand that the Student or Student's likeness being photographed, video recorded, audio taped, or recorded by any other
means while participating in NSAA activities and contests and that any such recording may be used for broadcast, sale, or display.

We, Parent(s) and Student, acknowledge that | have read paragraphs (1) through (6) above, understand and agree to the terms
thereof, including the warning of potential risk of injury inherent in participation in athletics and activities, and agree that Student may

participate in NSAA activities.

Student Printed Name Student Signature Date of Signature
Parent(s) Printed Name(s) Parent Signature(s) Date of Signature(s)

Revised October 2022



PHYSICALS MUST BE COMPLETED AFTER MAY 1, 2024

PREPARTICIPATION PHYSICAL EVALUATZG&_
HISTORY FORM

Note: Complate and sign this form {with your parents if younger than 18) before your appoiniment.
Date of birth:

Name: ___ .
Date of examination; .

Spari(s):

List past and current medical condlitions.

chve you ever had surgery? If yes, list oll past surgical procedures.

Medlcmes and supplements Llsf ol current prescrlp?wns, over-ihe-counfer medxcmes, and supplemenis (herbal and nutrifional)

Do you have ainy dillergies? If yes, please list cll youf a”efg'iés (ie, medicines, ﬁo"ens, food, stinging insecis).

Patient Heahh Queshannonre Version 4 (PHQ 4) -
Over the lasf 2 weeks, how often have you been bothered by dny of the following problems? (Circle response.)
Notatall  Severaldays ~ Overhalf the days Nedarly every dcy

-Feelmg nervous; anxious, or on edge 0 1 . 2 3
No? being able fo stop or control worrying 0 1 2 3
i or pleasure in doing things IR ¢ [ . 2 = - 3

0 1 2 '3

: down, depressed_} or hopeless
=3 is coniidered posmve on enhar subscale [questions 1 and 2,0r queshons 3 cmd 4] for screenmg purposes )

fhun your fnends durmg exerme3 '

'sei ura? 3

10 que yop avef hc__xd

‘particigation in spor?s fqgﬁ qny rea_son3

. Do yeu have any engoing medical issues or

11, Has any family meniber or relative died of heart

problers or had an unexpecied or unexplained
sudden death before age 35 years {including
drownmg or unexp!amed car crash)?

5. Have You ever had dxscemfor} pain, hghtness, 12, Does anyons in your famuly have & genelic heart
or pressure in your chest dufing exerciss? problem such as hypertrophic cardiomyopathy
[HCM), Marfan syndrome, arrhythmogenic right

ventricular cardiomyopathy {ARVC), long QT

6. Dossyour heart ever race, fluiter in your chest,
syndrome (LQTS), shori' QT syndrome [SQTS),

or skip beals (irregular beats) during exercise?

7. Has a doctor ever told you that you have any ' Brugada syndrome, or catecholaminergic poly-
heart problems? morphic ventricular tachycardia {CPVT)?

B, Hig g ieperereaquedid o o 13 VHas anyone in your family had o pacemaker or

heet For sxcmple, slciocarlogrophy (ECC] : — implanted defibrillator before age 352

or echocardiography.




?REPARWCEPATE@N PHYSICAL WAiUA“E’EON

PHYSICAL EXAMINATION FORM

Ndirné :
PHYSKIAHRE)%? i fms

Date of birth:

o Doyou feel stressed oui or under a lof of pressure?

o Do you éver feel sad, hopsless, depressed, or anxious?

Do you feel safe at  your home or residence?

o Heive you sve ’lned c;g reties, i -cxg' retfes, chewing tobacco, snuff, or dip?
= ' hewing fobacco, snuff, o dsp2

v usé ainy o)
cmabolxc sreronds_or used any oiher performance-enhancing supplemerit?
lito hefp you gain or lose weight or improve your performance?

-lag squat test, single-leg squat test, and box drop or step drop test

cardiography (I‘,CC‘), echocardlography. referrdl to cardlologis( for abnormal cardiac history or examination fi ndmgs. or a comination of those.
Date:

Phone:

Jatiiié of hea th care professwnal , MD, DO, NF, of PA
ademy of Family Physicians, American Ax:ademy of Ped:afncs, Amsrican College of $ports Medicine, American Medical Socialy for Sports Medicine,
: Socialy for Spoﬂs Médicine, and Amatican Ostecpathic Acadsmy of Span’s Medicine, Permission is granted to reprint for noncemmrcial, educa:

2 R S E e e ' Eagetnn S R T L
he release of the attached studeiit nvedical Iusfor) ¢ arid the results of the achteal physical examination to the schoul jbr t}xe purposes of | pnrltcvpnhon in




I, joint, or'tendon that
or.g¢

fufe oF ¢in injury. -

30. How old were you when you
mensiruol period?

had your first

31. When was your st recent menstrual period?

| 32, How riany periods have you had in the past 12
months? R "

Explain “Yes” answers hers,

, hed fingling, had
oF: of been uiighle
i legs difter being hit or

Joyoi héve dny.prob-
2

I hierely shalie thet; to the best of my knoydledge, my enswers fo the questions on this form are complete

and eorreet.

Sighature of athlele; _

Sigriatura of parerit o guardian:

Date: - ... . B

©2019 American Academy of Family Physicians, Amarican Academy of Pedialrics, American Collage of Sports Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Sociely for Sporls Medicine, and American Osteopathic Academy of Sports Medicine. Permission s grented to reprint for noncommercial, educa-

tioidl purposas with acknowledgment,



i PREPARTICIPATION PHYSICAL EVALUATION
MEDICAL ELIGIBILITY FORM
Naine: _ .

O Medically eligible for oll sports without resiriction
[0 Medically eligible for ol sporis without restriction with recommendations for furiher evaluation or treatment of

Date of birth:

O Medically eligible for ceriain sports

00 Not medically dligible pénding further evaluation
O Not medically eligible for any sporls -

Recommendations: _

I have examined the student named on this form and completed the preparticipation physical evaluation. The athlete does not have
apparent clinica] contraindications fo practice and can participate in the spori(s) as outlined on this form. A copy of the physical
examination findings are on record in my office and cai be made aveilable to the school at the request of the parents. If conditions
arige tifier the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is resolved
and the potenial consequences are completely explained fo the athlete {and parents or guardiaing).

Nams of health care professional {print or fype}: Date:
Address: . Phone; _
Signalure of health care professional: . ' , MD, DO, NP, or PA

SHARED EMERGENCY INFORMATION

Allergies: __

Madications:

Other information:

Emergency confactsi _

© 2019 American Academy of Family Physicians, American Academy of Pedialrics, American Collsge of Sporfs Medicine, American Medical Sociely for Sports Medicine,
American Orthopaedic Secisly for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permission is granted to reprint for noncommerciol, educa-

tional purposes with acknowledgment.



MOUNT MICHAEL BENEDICTINE SCHOOL
MEDICAL/IMMUNIZATION RECORD

2024-2025
NAME: AGE: GRADE:
PARENT/GUARDIAN NAME: |
EMERGENCY CONTACT: PHONE:
DOES YOUR SON HAVE ANY KNOWN ALLERGIES: NO YES LIST:
INSURANCE CO NAME (Required): POLICY NO:
MEDICAL AUTHORIZATION

I.do[] or donot [] authorize Mount Michael Benedictine School to give my son the following over-the-counter medicine,
Advil/Tylenol, Cough Drops, Sinus and Cold Relief, Allergy Relief, and Antacid.

Parent/Guardian Signature:

IMMUNIZATION HISTORY

FOR CURRENT STUDENTS OF MOUNT MICHAEL:
Please list the immunizations (month/day/year) given during the PAST YEAR ONLY or attach shot record from doctor’s office:

NONE:
DPT/TD: POLIO: MMR: VARICELLA:
HEPATITIS B: , , HEPATITIS A: ,
COVID-19: , , OTHER: B

FOR NEW OR TRANSFER STUDENTS TO MOUNT MICHAEL (list month/day/year or attach shot record from doctor’s
office):

DPT Series: R 5 , , >

POLIO Series: . 5 > >

MMR (Measles, Mumps, Rubella): ;

HEPATITIS B: ; ,
HEPATITIS A: ,

VARICELLA (Chickenpox) (2 doses are required): ; HAD DISEASE:
TDaP: TD: COVID-19: , ,
OTHER: )

List health care providers (including specialists) and phone numbers:

Name: Phone:

Name: Phone




MOUNT MICHAEL BENEDICTINE SCHOOL
PERMISSION FORM
2024-2025

CONCERNING TRANSPORT TO AND FROM EVENTS DURING THE SCHOOL WEEK:

Mount Michael will provide transportation under the following conditions of consent and release of
liability.

As a parent and legal guardian, you remain fully responsible for any legal responsibility which may result
from personal actions taken by your son.

RELEASE, DISCHARGE AND COVENANT NOT TO SUE the above-named school and abbey, its
representatives or assignees for all claims and liability arising out of strict liability or ordinary negligence of
release, which causes the undersigned any injury or property damage and further agrees to hold release
harmless and indemnify release from any claim, judgment or expenses release may incur by participation in

the described activity.

Parent or Legal Guardian signature:

Date:

PERMISSION FORM for Returning to Campus at the Start of the School Week

For the 2024-2025 school year, our son
Cell #:

(Print Name)

will return to campus:

on Sunday evenings (or the evening before the resumption of classes after breaks) by
9:30 p.m.
on Monday morning (or the morning of the resumption of classes) by 7:30 a.m.

is enrolled in the Day Student Program.

is enrolled in the 7 Day Boarding Program.

Any deviation from the above must be cleared with my son’s dean, by me or my spouse (NOT MY
SON), in advance.

Parent or Legal Guardian Signature Date




STUDENT HANDBOOK ACKNOWLEDGEMENT FORM

We draw your attention to the vaccination policy in the school handbook.

Mount Michael Vaccination Policy

To ensure the health of both Mount Michael students and the larger community, vaccinations are
required of all students, and parents or guardians are required to provide evidence of their son’s
vaccination history. No personal exemptions to this policy will be accepted. The only exception to this
policy will be a detailed medical exemption that is provided by a medical doctor. Any medical exemption
must use a form that Mount Michael will provide upon request, and it must be submitted directly to the
school office by the medical doctor. Any waiver that may have been accepted by a student's previous
school will not automatically be accepted by Mount Michael.

The following vaccinations ARE REQUIRED for all students, based on the Nebraska Department of
Health and Human Services regulations:

e Diphtheria, Tetanus, Pertussis (DPT) - 3 doses of DTaP, DTP, DT or Td vaccine, one given on or
after the 4th birthday. ,
o Tdap (with pertussis booster) required in 7t grade.

e Polio - 3 doses of polio vaccine. _
° Measles/Mumps/Rubella (MMR) - 2 doses of MMR or MMRYV vaccine, given on or after 12

months of age and separated by at least one month.
o Hepatitis B - 3 doses of pediatric Hep B or 2 doses of adolescent vaccine if student is 11-15 years

of age.
e Varicella (chicken pox) - 2 doses given on or after 12 months of age. If the child has had varicella

disease, they do not need the vaccination.

By signing this form, I am acknowledging that my son and I have read the Student
Handbook which is available online and will read the 2024-2025 Student Handbook when it

becomes available early summer.

Son’s Signature: Date:

Parent’s Signature: Date:




HEALTH CARE POWER OF ATTORNEY

(THIS FORM MUST BE COMPLETED & NOTARIZED FOR ALL NEW SEVEN DAY
BOARDERS)

I, , of , ,
(Name of Parent/Guardian) (City) (State/Country)

is the parent/guardian of , aminor child. I hereby designate
(Name of Minor Child)

any Mount Michael Benedictine School representative to act as attorney-in-fact to make
healthcare decisions on behalf of the minor child named above, including the power to consent to

surgical operations, and other medical and dental treatment.

This delegation is made for a period of four years from the execution of this Power of

Attorney.

This Power of Attorney shall not be affected by disability of the undersigned and shall
remain in effect to the extent permitted by law, notwithstanding later disability or inability of the

undersigned, or a later uncertainty as to whether the undersigned may be dead or alive.

DATED:
(Signature of Parent/Guardian)
(Printed Name of Parent/Guardian)
STATE OF )
) SS
COUNTY OF )

Before me, a Notary Public qualified in and for said County, personally came

, known to me to be the identical person who signed the
foregoing instrument and he acknowledged the execution thereof to be his voluntary act
and deed.

WITNESS my hand and Notarial Seal on

Notary Public



