
  

San Bernardino Community College District 
CRAFTON HILLS COLLEGE 

 

SPORT: ___________________________ 
 

 

Dear Student Athlete/Parent/Guardian: 
 
We would like to welcome your athlete to the San Bernardino Community College District Athletic 
Program at Crafton Hills College (CHC). In order to make his or her participation more enjoyable and 
fulfilling, we are attaching a general information sheet explaining athletic policies and procedures. 
 
Bylaw 3.5 of the California Community College Athletic Association Constitution requires all student-
athletes shall complete a thorough pre-participation examination (PPE) prior to any practices or any 
intercollegiate competitions. This screening shall be performed by a medical doctor (MD) or doctor of 
osteopathic medicine (DO) licensed and in good standing in his or her state or other qualified medical 
personnel who are under a MD's or DO's supervision. A MD or DO must sign the PPE Form. 
 
The College (CHC) would  like  to  notify  you  that  athletic  insurance coverage provided  to athletes   
of  Crafton Hills College  is  in  compliance  with  the  Education Code Sections  32220-24.  Coverage 
is provided on an "excess" or secondary basis to your own private insurance coverage. The policy is 
not intended to pay medical bills covered by other insurance until your insurance carrier pays the 
maximum amounts. 
 
Limit of coverage for intercollege athletic accidents is $I00,000 accidental medical expense  and  
$1,500.00  accidental  death.  The policy has limitations and it is important for you to read the insurance 
information that is provided to your athlete. One hundred percent coverage is not available in all cases. 
 
Notification  of  injury  must  be  filed  with  the  athletic trainer  within  24  hours  of  the  time  of injury, 
whether you do or do not have you own insurance  coverage.  Claim  form  must  be completed, signed 
and submitted to Student  Insurance  as  well  as  to  your  own  private insurance  carrier. (It is the  
responsibility  of  the  athlete  or  parent/guardian   to  furnish  the hospital  and/or physician with the 
proper insurance identification   and/or  claim form from the parent's insurance  carrier.  Failure to do 
so will cause needless delay in the settlement of the claim and may hinder your credit rating).   When 
your private insurance carrier has made  payment,  please  send  a  copy  of  their  notification to 
Student  Insurance so that any balance due can be cleared. If the athlete has no other valid collectible 
insurance coverage, student insurance will respond for the full eligible amount. 
 
To assist the Insurance Company in processing claims we are enclosing an insurance verification 
sheet, which must be completed fully and returned to the Athletic Trainer prior to issuance of athletic 
equipment. NO EQUIPMENT WILL BE ISSUED UNTIL THIS FORM IS RETURNED COMPLETED TO 
THE ATHLETIC TRAINER. 
 
It is important to bear in mind that the college cannot be responsible for medical treatment or 
hospitalization not previously referred by officials of the college.  In addition, the college does not 
assume responsibility for any pre-exiting conditions or any other conditions not directly related to 
intercollegiate sports competition at CHC.  To guard against accident in travel, all members of athletic 
teams must use transportation provided by the college in going to and from athletic contest
 



  

No liability on the part of the college exists or may be assumed to exist for any amount beyond the 
limits of any policy carried by the college. No liability on the part of the college exists or may be assumed  
to exist  for off-campus  medical  or  dental  treatment  or hospitalization of  any  kind,  or  athletic  
injuries  without  prior  referral  by  the  team  doctor  or in  his/her  absence  the  trainer,  athletic  
director  or dean. 
 

 
 
Yours very truly, 
 
 
 
Van Muse 
Dean of Natural, Social and Information Sciences 
 
 
 
Heather Chittenden   
Director of Athletics 
 
 
 
 
 
 
This is  to  acknowledge  that  we  have  read  and  understand  the  above statements  and  agree to 
abide  by  its  provisions  as  it  pertains  to competing  in  the  intercollegiate  sports  program at  
Crafton Hills College. 
 
 
Athlete Name: ____________________________________  
 
 
 
Athlete Signature        Date 
 
 
 
 
Parent Signature        Date

 

 



  

San Bernardino Community College District 
Crafton Hills College Athletics 

 
VOLUNTARY ACTIVITIES PARTICIPATION FORM 

ACKNOWLEDGMENT AND ASSUMPTION OF POTENTIAL RISK 
 

I, ________________________________________, wish to participate in the following athletic 
activity: ____________________________ 
 
I understand and acknowledge that these activities, by their very nature, pose the potential risk 
of serious injury/illness/death to individuals who participate in such activities. 
 
I understand and acknowledge that some of the injuries/illnesses/death, which may result from 
participating in these activities, include, but are not limited to, the following: 
1. Sprains/strains  
2. Fractured bones  
3. Head/Concussion  
4. Spine injuries  

5. Paralysis 
6. Loss of eyesight 
7. Communicable diseases 
8. Death 

 
I understand and acknowledge that participation in these activities is voluntary and as such is not 
a requirement of the College or District. 
 
I understand and acknowledge that in order to participate in these activities; I agree to assume 
liability and responsibility for any and all potential risks, which may be associated with 
participation in such activities. 
 
I understand, acknowledge, and agree that the college or District, its employees, officers, agents, 
or volunteers shall not be liable for any injury/illness/death suffered by me which is incident to 
and/or associated with preparing for and/or participating in this activity. 
 
I acknowledge that I have carefully read this VOLUNTARY ACTIVITIES PARTICIPATION FORM 
and that I understand and agree to its terms. 
 
 
Participant’s Signature        Date 
 
Participant’s Printed Name: ______________________________________ 
 
 
 
Parent/Guardian (if participant under 18 years of age)   Date 
 
This signed VOLUNTARY ACTIVITIES PARTICIPATION FORM must be on file with the 
College/District before a student is able to participate in the above extra-curricular/co-curricular 
activity. 
  



  

  



  

 

CRAFTON HILLS COLLEGE ATHLETIC INSURANCE  
POLICIES AND PROCEDURES 

 
I. GENERAL INFORMATION 

A. Athlete's personal insurance will be the first company billed whenever claims involve inpatient 
hospitalization and/or surgery and any outpatient claims over $250.00. What is not covered by 
personal insurance will be cleared by the college insurance. 

 
B. All athletes are provided with an outline for our college’s insurance policy and at any time can pick 

up another copy from the athletic trainer. The outline lists the coverage and responsibilities of the 
college. 

 
C. Athletes are required to pass a physical before the college, athletic department, and athletic trainer 

take responsibility for any injuries. Athletes are not permitted to participate in workouts/competition 
until the trainer receives verification the athlete has passed a physical by a physician. 

 
D. The college is not responsible for any pre-existing injuries or physical disorders discovered during 

the athletic physical by the attending physician. Pre-existing injuries and physical disorders would 
include such items as joint disorders, back problems, high blood pressure, concussions, etc. Any 
athlete with any disorder of significant magnitude resulting in failure to pass the physical will be 
referred to the Athletic Trainer. The athlete is not permitted to participate until the proper medical 
clearance is provided to the trainer and approved by the Athletic Director. 

 
E. Injuries are to be immediately reported to the trainer in which case the injury will be properly 

documented and reported to the insurance carriers within 20 days of injury. The college, its 
employees and its carriers are not responsible for injuries not reported or documented within the 
time limit. 

 
II. ATHLETE'S OBLIGATIONS BEFORE PRACTICE OR PARTICIPATION 

 
A. Return insurance verification form indicating personal or family insurance coverage. 

 
B. Return medical release form for emergency medical treatment, signed by the athlete of legal age or 

by parent/guardian of minor age. 
 

C. Supply verification of physical performed by College Physician (a fee will be charged) or physical 
performed by personal physician. 

 
D. Report complete accurate physical history on the form provided during physicals.  

 
 
  



  

III. INSURANCE CLAIM PROCESS 
 

A. Athlete will report injury sustained in practice or competition to trainer within 24 hours of 
injury.* 

 
B. Trainer determines proper course of action. 

1. Doctor referral (see "C" below) 
2. College treatment program 

 
C. If referral is made to a physician, the following steps will be adhered to: 

 
1. Athletes will choose between team and/or personal physician. 
2. Student accident report will be completed by trainer. 
3. Athlete will take the original of the student accident report form when a visit 

is made to attending physician, as selected (College is not responsible 
for transportation) 

4. Athlete will initiate appropriate action with personal or family insurance 
company for claim payment to physician within 24 hours.* 

5. The trainer will retain a copy of student accident report and a 
photocopy will be placed on file in the Business Office. 

6. Athlete will report to trainer within 48 hours after diagnosis by 
physician.* 

7. The attending physician will send the student accident report to the 
college insurance carrier. 

8. College insurance carrier will contact athlete's private insurance company 
to confirm and coordinate payment of claim. 

9. College insurance carrier will return copy of claim itemization payment 
to trainer. 

 
D. Athlete can return to practice or competition only after release from attending 

physician is on file in the trainer's office. 
 
 
NOTE: 

 
1. Any questions regarding insurance or injuries by athlete or parents 

should be directed to the head Athletic Trainer or Athletic Director. 
 

2. The college insurance policy is secondary and neither the college nor 
insurance carrier is responsible to pay complete eligible benefits 
unless the athlete has no primary insurance. 

 
3. The college will be liable only for the limits specified in the college 

insurance policy. 
 

* The Athletic Director must approve any extension of the 24 or 48-hour time limit.



 

VERIFICATION OF INSURANCE 
 

 

My Name: _________________________________________________________________________________
My Employer:________________________  Telephone:____________________________ 
Address:_______________________________________________________________________ 
Individual or Group Insurance Company: _____________________________________________________ 
 
Policy Number __________________________________________________________________________ 
 
Yes  I am covered by this policy  No  I am not covered by this policy 
 
Social Security or Certificate Number _________________________________________________________ 
 

Spouse’s Name: ____________________________________________________________________________
Spouse’s Employer:_______________________  Telephone:________________________ 
Address:___________________________________________________________________ 
Individual or Group Insurance Company: _________________________________________________________ 
 
Policy Number ______________________________________________________________________________ 
 
Yes  I am covered by this policy  No  I am not covered by this policy 
 
Social Security or Certificate Number ____________________________________________________________ 
 
 
Father’s Name: _____________________________________________________________________________
Father’s Employer:_______________________  Telephone:________________________ 
Individual or Group Insurance Company: _________________________________________________________ 
 
Policy Number ______________________________________________________________________________ 
 
Yes  I am covered by this policy  No  I am not covered by this policy 
 
Social Security or Certificate Number ____________________________________________________________ 
 
 
Mother’s Name: _____________________________________________________________________________
Mother’s Employer:______________________  Telephone:____________________________ 
Address:_________________________________________________________________ 
Individual or Group Insurance Company:  _____________________________________________________ 
 
Policy Number __________________________________________________________________________ 
Yes  I am covered by this policy  No  I am not covered by this policy 
 
Social Security or Certificate Number _________________________________________________________ 
 
 
I hereby certify that the foregoing answers I have designated to the stated questions are true 
complete and correct to the best of my knowledge. 
 
 
 
 
Signature          Date Signed 
 



 

 

Crafton Hills College Athletic Training 
Athlete Supplemental Emergency Information 

 

 

 
 
 
Full Name:________________________ 

Home address:_____________________ 

City/State/Zip______________________

Home Number:_____________________ 

Cell Number: ______________________ 

Student ID: ________________________ 

Social Security:_____________________ 

Birthdate:_________________________ 

 

Primary Emergency Contact: 
Name:_________________________ 

Relation:________________________ 

Address: _______________________ 

City/State/Zip:___________________ 

Phone Numbers: 
Home:_________________________ 

Cell: ___________________________ 

Work: _________________________ 

 

Secondary Emergency Contact: 
Name:_________________________ 

Relation:________________________ 

Address: _______________________ 

City/State/Zip:___________________ 

Phone Numbers: 
Home:_________________________ 

Cell: ___________________________ 

Work: _________________________

 

 

Physician Information: 
Primary Physician: __________________ 

Hospital:___________________________ 

Phone:___________________________
  



 

Crafton Hills College 
Concussion Information Sheet 

A concussion is a brain injury and all brain injuries are serious. A bump, blow or jolt to 
the head or blow to another part of the body with force transmitted to the head can 
cause concussions. They can range from mild to severe and can disrupt the way the 
brain normally works. Even though most concussions are mild, all concussions are 
potentially serious and may result in complications including prolonged brain 
damage and death if not recognized and managed properly. In other words, even a 
“ding” or a bump on the head can be serious. You cannot see a concussion and most 
sports concussions occur without loss of consciousness. Sign and symptoms of 
concussion may show up right after the injury or can take hours or days to fully appear. 
If you notice signs of a concussion seek medical attention right away.  

Symptoms may include one or more of the following: 
 Headaches 
 “Pressure in the head” 
 Nausea or vomiting 
 Neck pain 
 Balance problems or dizziness 
 Blurred, double or fuzzy vision 
 Sensitivity to light or noise 
 Feeling sluggish or slowed down  
 Amnesia 
 Feeling foggy or groggy 
 Drowsiness 

 

 Change in sleep patterns 
 Amnesia 
 “Don’t feel right”  
 Fatigue or low energy 
 Sadness 
 Irritability 
 More emotional 
 Confusion concentration or 

memory problems (forgetting 
game plays) 

 Repeating the same 
questions/comment 

 
 
Signs observed by teammates, parents and coaches include: 

 Appears dazed 
 Vacant facial expression 
 Confused by assignment 
 Forgets plays 
 Is unsure of game, score or 

opponent 
 Moves clumsily or displays 

incoordination 
 Answers questions slowly 
 Slurred speech 

 Shows behavior or personality 
changes 

 Can’t recall events prior to hit 
 Can’t recall events after hit 
 Seizures or convulsions 
 Any change in typical behavior 
 Loses consciousness 

 

 
 
 

  



 

Crafton Hills College 
Student-Athlete Concussion Statement 

 
 I understand it is my responsibility to report all injuries and illnesses to my athletic trainer or team 

physician 
 I read and understand the concussion fact sheet.  
 After reading the concussion fact sheet I am aware of the following: 

Initials  

 A concussion is a brain injury, which I am responsible for reporting to my 
team physician or athletic trainer. 
 

 A concussion can affect my ability to perform everyday activities and affect 
reaction time, balance, sleep, and classroom performance.  
 

 You cannot see a concussion, but you might notice some of the symptoms 
right away. Other symptoms can show up hours or days after the injury.  
 

 If I suspect a teammate has a concussion, I am responsible for reporting 
the injury to my team physician or athletic trainer.  
 

 I will not return to play in a game or practice if I have received a blow to 
the head or body that results in concussion related symptoms.  
 

 Following concussion the brain needs time to heal. You are much more 
likely to have a repeat concussion if you return to play before you 
symptoms resolve.  
 

 In rare cases, repeat concussions can cause permanent brain damage 
and even death.  
 

 
 
______________________________________________  __________________________ 
Signature of student athlete        Date 
 
 
______________________________________________ 
Printed name of student athlete 
 
 
______________________________________________  __________________________ 
Signature of parent or guardian (if athlete under 18)     Date 
 
______________________________________________ 
Printed name of parent or guardian 
 

 



 

  
History 

Date of Exam: _________________________________ 
Name:_____________________________________ Sex:______ Age:_______ Date of Birth:____________________ 
Grade:____ School:___________________________ Sports:______________________________________________ 
Address:_____________________________________ Phone:_____________________________________________ 
Personal Physician_____________________________ 
In case of Emergency contact: Name:______________________ Relationship:_______________ Phone (H) ______________________ (C) 
______________________ 
 

1. Have you had a medical illness or injury since your 
last scheduled check-up or sports physical? 

YES NO 
 

26. Do you use any special protective or corrective 
equipment or devices that are not usually used for 
your sport (for example knee brace, special neck 
roll, foot orthotics, retainer on your teeth, hearing 
aid)? 

YES NO 

2. Have you ever been hospitalized overnight?   27.  Have you had any problems with your eyes or 
vision? 

  

3. Have you ever had surgery?   28. Have you ever had swelling after a sprain, strain or 
other injury? 

  

4. Are you currently taking any prescription or 
nonprescription (over the counter) medications or 
pills or using an inhaler? 

  29. Have you ever broken or fractured any bones or 
dislocated any joints? 

  

5. Have you ever taken any supplements or vitamins 
to help you gain or lose weight or to improve your 
performance? 

  30. Have you ever had any problems with pain or 
swelling in muscles, tendons bones or joints? 

If yes, check appropriate box and explain below: 

  

6. Have you ever passed out during or after exercise?   Head Elbow Hip 
Neck Forearm Thigh 
Back Wrist Knee 
Chest Hand Shin/calf 
Shoulder  Finger Ankle 
Upper Arm  Foot 

7. Have you ever been dizzy during or after exercise?   31. Do you want to weigh more or less than you do 
now? 

  

8. Have you ever had chest pain during or after 
exercise? 

  Do you lose weight regularly to meet weight 
requirements for your sport? 

  

9. Have you ever had a racing of your heart or skipped 
heartbeats? 

  32. Do you feel stressed out?   

10. Have you had high blood pressure or high 
cholesterol? 

  33. Record the dates of your most recent immunizations for: 
Tetanus:                                              Measles: 
Hepatitis B:                                        Chickenpox: 11. Have you ever been told you have a heart 

murmur? 
  

12. Has any family member died of heart problems or 
sudden death before age 50? 

  Females Only: 
34. When was your first menstrual period? ___________________ 
When was your most recent menstrual period? _____________ 
How much time do you usually have from the start of one period to the 

start of another? _____________________ 
How many periods do you have a year? _______________ 
What was the longest time between periods in the last 

year?________________________ 
 

13. Have you had a severe viral infection (for example 
myocarditis or mononucleosis) within the last 
month? 

  

14. Has a physician ever denied or restricted your 
participation in sports for any heart problems? 

  

15. Do you have any current skin problems (for 
example itching, rashes, acne, warts, fungus or 
blisters)? 

  Explain “Yes” here:  
 
 
 
 
 
 
 
 
 
 

16. Have you ever had a head injury or concussion?    
17. Have you ever been knocked out, become 

unconscious or lost your memory? 
  

18. Have you ever had a seizure?   
19. Do you have frequent or severe headaches?   
20. Have you ever had numbness or tingling in your 

hands, arms, legs or feet? 
  

21. Have you ever had a stinger, burner or pinched 
nerve? 

  

22. Have you ever become ill from exercising in the 
heat? 

  

23. Do you cough wheeze or have trouble breathing?   

24. Do you have asthma?   
25. Do you have seasonal allergies that require 

medical treatment? 
  

 

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. 
Signature of athlete ____________________  Signature of parent/guardian __________________Date:_________ 



 

 
 

Physical Examination 
Name________________________________________ Date of Birth:______________________________ 
 
Height ______ Weight________ % Body Fat (optional) _____ Pulse ____ BP ____/_____ (___/___ , ___/___) 
 
Vision R 20/_____ L 20/____ Corrected   Y     N  Pupils: Equal___________  Unequal __________ 
 Normal Abnormal Findings Initials 

MEDICAL 
Appearance    
Eyes/Ears/Nose/Throat    
Lymph Nodes    
Heart    
Pulses    
Lungs    
Abdomen    
Genitals (males only)    
Skin    

MUSCULOSKELETAL 
Neck    
Back    
Shoulder Arm    
Elbow/Forearm    
Wrist/Hand    
Hip/Thigh    
Knee    
Leg/Ankle    
Foot    

*station based exam only 
CLEARANCE 

Cleared 
 
Cleared after completing evaluation/rehabilitation for: 

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 

Not Cleared for: _______________________ Reason:__________________________________ 
 
Recommendations: 

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
______________________________ 
 
Name of physician (print/type)____________________________________________ Date________________ 
 
Address:___________________________________________ Phone:_____________________________ 
 
Signature of physician____________________________________________________________ MD or DO 
 

 


