
2026-2027 Athletic Participation Packet 
 
Dear parents and guardians, 
 
Thank you for your interest in STM athletics. Each student who participates in athletics in 
grades 3-8 must have a completed and up-to-date athletic packet on file with the Athletic 
Director. A complete packet includes: 
 

1.​ LHSAA physical form 
2.​ Emergency contact form 
3.​ Concussion form signed by both the student-athlete and the parent/guardian 
4.​ CSAA Code of Conduct signed by both the student-athlete and the parent/guardian 

each season 
 
The LHSAA physical is considered complete when all sections are completely filled out: 
 

1.​ Family/athlete medical history 
2.​ Waiver signed by parent/guardian 
3.​ Physician’s examination and signature 

 
No student-athlete will be allowed to participate in tryouts, practices, or game 
competitions until a completed packet has been turned in to the Athletic Director. 
 
Any student-athlete who seeks medical care for an injury will not be allowed to resume 
practice or participate in game competition without a written note of release from the 
medical professional administering treatment. This is done to protect the long-term health 
and safety of the student-athlete. Any time there is an injury, the coach and Athletic 
Director must be notified. 
 
If you have any questions, please contact Ali Pierson, STM Athletic Director: 
piersona@stmbr.org 
 
Go Eagles! 
 
Ali Pierson 
STM Athletic Director 

mailto:piersona@stmbr.org


LHSAA MEDICAL HISTORY EVALUATION 
              Page 1 of 2 

 
IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 

 

Please Print  

 

Name:_______________________________________School:____________________________________________Grade:________Date:______________  
Sport(s):__________________________________________Sex: M / F Date of Birth:_____________Age:______Cell Phone:_____________________  
Home Address:_________________________________City:______________State:_____ Zip Code:___________Home Phone:____________________ 
Parent / Guardian:____________________________________ _Employer:_______________________ ____Work Phone:__________________  

 
FAMILY MEDICAL HISTORY:   Has any member of your family under age 50 had these conditions?  
Yes No Condition  Whom Yes No Condition  Whom Yes No Condition Whom  
 Heart Attack/Disease  Sudden Death _____________  Arthritis _____________  
 Stroke  High Blood Pressure _____________  Kidney Disease _____________  
 Diabetes  Sickle Cell Trait/Anemia _____________  Epilepsy _____________  

 
 
 
ATHLETE ORTHOPAEDIC HISTORY:  Has the athlete had any of the following injuries?  
Yes No Condition   Date  Yes No Condition  Date Yes No Condition Date 
 Head Injury / Concussion __________   Neck Injury / Stinger _________   Shoulder L / R __________  
 Elbow L / R __________   Arm / Wrist / Hand L / R _________   Back __________  
 Hip L / R __________   Thigh L / R _________   Knee L / R __________  
 Lower Leg L / R __________   Chronic Shin Splints _________   Ankle L / R __________  
 Foot L / R __________   Severe Muscle Strain  _________   Pinched Nerve __________  
 Chest __________  Previous Surgeries:     

 
 
ATHLETE MEDICAL HISTORY: Has the athlete had any of these conditions?  
Yes No Condition    Yes No Condition   Yes No Condition  

 Heart Murmur / Chest Pain / Tightness  Asthma / Prescribed Inhaler Menstrual irregularities:  Last Cycle:   
 Seizures   Shortness of breath / Coughing  Rapid weight loss / gain 
 Kidney Disease   Hernia   Take supplements/vitamins 
 Irregular Heartbeat   Knocked out / Concussion  Heat related problems 
 Single Testicle   Heart Disease  Recent Mononucleosi 
 High Blood Pressure   Diabetes  Enlarged Spleen 
 Dizzy / Fainting  Liver Disease  Sickle Cell Trait/Anemia 
 Organ Loss (kidney, spleen, etc)  Tuberculosis  Overnight in hospital 
 Surgery  Prescribed EPI PEN  Allergies (Food, Drugs)    
  Medications           
 
 
 List Dates for: Last Tetanus Shot:     Measles Immunization:   Meningitis Vaccine:      

 

PARENTS’ WAIVER FORM 
 

 To the best of our knowledge, we have given true & accurate information & hereby grant permission for the physical screening evaluation. We understand the 
evaluation involves a limited examination and the screening is not intended to nor will it prevent injury or sudden death. We further understand that if  the 
examination is provided without expectation of payment, there shall be no cause of action pursuant to Louisiana R.S. 9:2798 against the team volunteer health- 
care provider and/or employer under Louisiana law.  

 This waiver, executed on the date below by the undersigned  medical doctor, osteopathic doctor, nurse practitioner or physician’s assistant and parent of the 
student athlete named above, is done so in compliance with Louisiana law with the full understanding that there shall be no cause of action for any loss or damage 
caused by any act or omission related to the health care services if rendered voluntarily and without expectation of payment herein unless such loss or damage 
was caused by gross negligence.   Additionally, 
1. If, in the judgment of a school representative, the named student-athlete needs care or treatment as a result of an injury  

or sickness, I do hereby request, consent and authorize for such care as may be deemed necessary…………………………………………....Yes No  
2. I understand that if the medical status of my child changes in any significant manner after his/her physical examination,  

I will notify his/her principal of the change immediately…………………………………………………………………………………………………..Yes No  
3. I give my permission for the athletic trainer to release information concerning my child’s injuries to the head coach/athletic  

director/principal of his/her school…………………………………………………………………………………………………………………………..Yes No  
4. By my signature below, I am agreeing to allow my child’s medical history/exam form and all eligibility forms to be reviewed  

by the LHSAA or its representative(s) or the associated medical personnel. …………………………………………………………………………Yes No  
 
 
 

          
Date Signed by Parent Signature of Parent  Typed or Printed Name of Parent  
 

Health Care Provider section on page 2 

 
 
 
 

 



LHSAA MEDICAL HISTORY EVALUATION  
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IMPORTANT: This form must be completed annually, kept on file with the school, and is subject to inspection by the Rules Compliance Team. 
 

 
 
Name:_______________________________________ Date of Birth:____________________ Age:___________ Date:_________________________ 
School:___________________________________________ Grade:________Sport(s):____________________________________________________ 
 
II. COMPLETED ANNUALLY BY MEDICAL DOCTOR (MD), OSTEOPATHIC DR. (DO), NURSE PRACTITIONER (APRN) or PHYSICIAN’S ASSISTANT (PA) 
 
           
     
   
 
GENERAL MEDICAL EXAM :                                                                                                                                                  
 Norm Abnl                
ENT           
Lungs       
Heart              
Abdomen        
Skin                                                                                            
                  
 
 
ORTHOPAEDIC EXAM :   
                                                                    
I. Spine / Neck       II. Upper Extremity   III. Lower Extremity 
 
  Norm Abnl                                                                  Norm Abnl                                    Norm Abn 
Cervical   Shoulder  Knee               
Thoracic                                                                                   Elbow   Hip 
Lumbar   Hand / Fingers     Ankle 
   Wrist 
                                                                                                                                                                   
   
 
 
Health Care Provider notes (if needed): _______________________________________________________________________________________ 
 
 
 [ ] Medically eligible for all sports without restriction  
   
 [ ] Medically eligible for certain sports_________________________________    
   

 [ ] Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of _______________________________ 
 

 [ ] Not medically eligible pending further evaluation 
 

 [ ] Not medically eligible for any sports           
 
This recommendation is from a limited screening. 
 
 
                                    
        
                    
Printed Name of MD, DO, APRN or PA Signature of MD, DO, APRN or PA Date  of Medical Examination 

 
 

 This physical expires 13 months from the date it was signed and dated by the MD, DO, APRN or PA.  

 

Height ______________    Weight __________________    Blood Pressure________________    Pulse___________ 

Revised 5/23 



Date

EMERGENCY CONTACT FORM

Last Name					     First Name					     Middle Name

Home Address

City						      State						     ZIP

Date of Birth

Cell Phone          Home Phone

INSURANCE INFORMATION

IN CASE OF EMERGENCY CONTACT

Name and Relationship

Home Address

City						      State						     ZIP

Phone          

Insurance Provider

Name of Insured

Group Name/Number

Policy Number



Are you allergic to anything?     Yes	      No

If yes, please list all allergies.

Are you taking any medications we should be aware of?     Yes	  No

If yes, please list all medications we should be aware of.

Do you have any medical/mobility/mental health concerns we should be aware of?	

 Yes	  No

If yes, please list medical/mobility/mental health concerns we should be aware of.

The information requested on this form is confidential and for emergency use only. In the event of a 
medical emergency, this information will be used by authorized emergency personnel. Please be honest 
when completing all pertinent information.

In the case of emergency, I give permission for my information to be released to emergency personnel. 
I also agree that any of my emergency contacts listed on this card may be notified in an emergency, as 
needed.

Signature and Date

IN CASE OF EMERGENCY CONTACT

Name and Relationship

Home Address

City						      State						     ZIP

Phone          







2026-27 CSAA CODE OF CONDUCT AGREEMENT 
 
Student’s Name: ___________​ ​ ​ ​ __________Sport:_____​ ​ ​  
The Catholic School Athletic Association (CSAA) is dedicated to Evangelizing Hearts, Educating Minds, 
Encouraging Talent and Embracing Future for all students in the Diocese of Baton Rouge. 
 
PLAYERS will always 
●​ follow the regulations set up by the CSAA, the school, and the church parish. 
●​ respect the judgment of officials and abide by the rules of the contests.  Technical fouls, unsportsmanlike 

conduct penalties, and ejections are never acceptable. 
●​ treat opposing players, coaches, fans, and officials with respect. 
●​ conduct themselves in a positive manner, reflecting Catholic Christian values. 
●​ adhere to the decisions of the league manager, school principal, and pastor of the parish. 
 
COACHES will always 
●​ follow the regulations set up by the CSAA, the school, and the church parish. 
●​ respect the judgment of officials and abide by the rules of the contests.  Arguing with officials, technical 

fouls, unsportsmanlike conduct penalties, and ejections are never acceptable. 
●​ set a good example for players and fans to follow, exemplifying the highest moral and ethical behavior. 
●​ treat opposing players, coaches, fans, and officials with respect. 
●​ instruct players in proper sportsmanship and demand they behave accordingly. 
●​ coach in a positive manner, encouraging players through positive reinforcement. 
●​ be drug-, alcohol-, and tobacco-free at all CSAA practices and games. 
●​ ensure that my behavior and actions are always representative of the moral community that I am charged 

with building. 
●​ adhere to the decisions of the league manager, school principal, and pastor of the parish. 
 
SPECTATORS will always 
●​ respect decisions made by contest officials and never publicly criticize their work. 
●​ be a role model for our youth by positively supporting teams and not shouting instructions or criticism to the 

players or coaches. 
●​ remember that the players are children and are playing for their enjoyment, not mine. 
●​ not make derogatory comments or gestures to players, coaches, spectators of the opposing team, officials, or 

game administrators. 
●​ be drug-, alcohol-, and tobacco-free at all CSAA games. 
●​ ensure that my behavior and actions are always representative of my commitment to the mission and 

philosophy of the CSAA. 
●​ adhere to the decisions of the league manager, school principal, and pastor of the parish. 
 
ENFORCEMENT 
Each coach, player and parent must sign the Code of Conduct Agreement prior to participation in any CSAA 
activity.  Violations of this code may result in coaches, players, and/or spectators being suspended from 
participation in CSAA activities or additional penalties as explained under the sanctions section of the CSAA 
Handbook.  My signature below indicates that I have read the CSAA Code of Conduct and agree to follow these 
guidelines in my presence and participation at CSAA events. 
 
 

​ ​ ​ ​ ​ ​  
Signature​ ​ ​      Date 
 
___ Player        _____Parent        ____ Coach 

​ ​ ​ ​ ​ ​  
Signature​ ​ ​        Date 
 
____ Player         _____Parent        ____ Coach 
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