SOUTH DAKOTA HIGH SCHOOL ACTIVITIES ASSOCIATION
ANNUAL PARENT AND STUDENT CONSENT FORM

School Year: Name of High School:
Name of Student:
Date of Birth: Place of Birth:

The Parent and Student hereby:

1. Understand and agree that participation in SDITSAA sponsored activities is voluntary on the part
of the student and is considered a privilege.

2. Understand and agree that (a) by this Consent Form the SDHSAA has provided notification to
the parent and student of the existence of potential dangers associated with athletic participation;
(b) participation in any athletic activity may involve injury of some type; (c) the severity of such
injuries can range from minor cuts, bruises, sprains, and muscle strains or more serious injurics
such as the body’s bones, joints, ligaments, tendons, or muscles, to catastrophic injuries to the
head, neck and spinal cord, or on rare occasions, injuries so severe as to result in total disability,
paralysis and death; and (d) even with the best coaching, use of the best protective equipment,
and strict observance of rules, injuries are still a possibility.

3. Consent and agree to participation of the student in SDHSAA activities subject to all SDHSAA
bylaws and rules interpretations for participation in SDHSAA sponsored activities, and the
activities rules of the SDHSAA member school for which the student is participating; and

4. Consent and agree that personally identifiable directory information may be disclosed about the
student as a result of his/her participation in SDIHSAA sponsored activities. Such directory
information may include, but is not limited to, the student’s photograph, name, grade level,
height, weight, and participation in officially recognized activities and sports. If I do not wish to
have any or all such information disclosed, I must notify the above mentioned high school, in
writing, of our refusal to allow disclosure of any or all such information prior to the student’s
participation in sponsored activities,

I acknowledge that I have read paragraphs (1) through (4) above, understand and agree to the terms
thereof, including the warning of potential risk of injury inherent in participating in activities.

DATED this day of , 20

Name of Student (Print Name) Student Signature

I am the student’s parent/guardian. I acknowledge that I have read paragraphs (1) through (4) above,
understand and agree to the terms thereof, including the warning of potential risk of injury inherent in
participation ~ in  athletic  activities. I  hereby give my  permission  for
(student’s name) to practice and compete for the
above named high school in activities approved by the SDHSAA,

DATED this day of , 20

Parent/Guardian Signature

THIS FORM MUST BE COMPLETED ANNUALLY AND MUST BE AVAILABLE FOR
INSPECTION AT THE SCHOOL
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CONSENT FOR RELEASE OF MEDICAL INFORMATION FORM (HIPAA)

Students Name Daie of Birth

1. T authorize the use or disclosure of the above named individual’s health information including
the Initial and Interim Pre-Participation History and Physical Exam information pertaining to a
student’s ability to participate in South Dakota High School Activities Association sponsored
activities. Such disclosure may be made by any Health Care Provider generating or maintaining
such information.

2. The information identified above may be used by or disclosed to the school nurse, athietic
trainer, coaches, medical providers and other school personnel involved in the care of this
student.

3, ‘This information for which I am authorizing disclosure will be used for the purpose of
determining the student’s eligibility to participate in extracurricular activities, any limitations on
such participation and any treatment needs of the student.

4, T understand that I have a right to revoke this authorization at any time. I understand that if 1
revoke this authorization, I must do so in writing and present my written revocation to the school
administration. [ understand that the revocation will not apply to information that has already
been released in response to this authorization. I understand that the revocation will not apply to
my insurance company when the law provides my insurer with the right to contest a claim under
my policy.

5. This authorization will expire on July 1, 20

6. I understand that once the above information is disclosed, it may be redisclosed by the recipient
and the information may not be protected by federal privacy laws or regulations.

7. 1 understand authorizing the use or disclosure of the information identified above is voluntary.
However, a student’s cligibility to participate in extracurricular activities depends on such
authorization. Ineed not sign this form to ensure healthcare treatment.

Signature of Paren{ Date

This form must be completed annually and must be available for inspection at the school
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