






Information

Mississauga Warrior Football Club
Mississauga Warriors Medical Information - For Staff and Athletes

Fit to Play / Physical Requirements

Note: Each player must undergo a Physical Evaluation to be eligible to play. Players must have this examination completed in the first few weeks of training camp and have the attached Parent / Guardian Forms signed and returned to the team doctors / registrar. 

Submitted by:
Dr. Peter Hayward, B.Sc., D.C., Dip.AC 

                        
Dr. Michael Zabarylo, B.Sc, D.C., F.C.C.O.(c) 

        


Team Chiropractors for the Mississauga Warriors Football Teams.

The objective of this package is to help form an understanding of various medical issues & procedures in order to optimize the performance and well-being of our Warriors.

Welcome!

Our Role:

As Team Chiropractors, we have worked with Mississauga Warriors Football Teams for over ten and eight years, respectively.  Again, we look forward to having both a fun and successful season. With respect to the Mississauga Warrior Football Team, our primary roles are as Trainers during practice and Emergency Care during game situations. Throughout the season, provision is given for injury management and rehabilitation services both on and off the field.  

Physical Assessment:

As per OVFL regulations and insurance policy, players must undergo a physical examination in order to fulfill the requirements of becoming a Warrior.  Players have the option of either completing their physical with the Warriors’ training staff, with their family physician or another health practitioner of their choice.  

To schedule an appointment for your evaluation, Dr. Peter Hayward can be contacted at the Glen Erin Chiropractic Centre at (905) 569 –9060 or Dr. Michael Zabarylo at the Creditview Family Chiropractic Centre at (905) 507-0604.  Please check the Yellow Pages to view a map of the exact location of the external clinics. There is no additional fee for the physical assessment and each evaluation will take approximately 20 minutes.  We require that the enclosed documentation be completed in full.  To provide effective care, it is very important that we know the present medical condition, past medical history and current / recent injuries of the players.   

Medical Documents:

Please note the Medical Information forms within the attached package.  All athletes must complete the enclosed documentation in full, before commencing activity with their teams. Athletes will not be permitted on the field of play until these forms have been completed and approved.  For athletes under 18 years of age, a parent/guardian must review the medical documents and accompany the signature.  

All forms will be reviewed by our Team Chiropractors and signed only once they have been completed and approved.  These forms are considered legal documents, and must be respected accordingly.

As part of our on-going contribution to the Warrior Football Program, our offices will also be available for any player visits / treatment necessary.  Due to the recent delisting of certain OHIP services, such treatment will be offered at a reduced courtesy rate for players.  This will hold true for the entire football year.  The services we provide are chiropractic, acupuncture, custom orthotic, naturopathic and sports medicine, rehabilitation, etc.

If you have any questions or concerns, please feel free to contact us at anytime.

Yours Sincerely,

Dr. Peter Hayward, B.Sc., D.C., Dip.AC. 


Dr. Michael Zabarylo, B.Sc, D.C., F.C.C.O.(c) 

Medical Clearance:


Once Medical forms have been reviewed, it may be required of the athlete to obtain medical clearance by a physician.  This is under the discretion of our Team Chiropractors and serves to ensure the utmost safety of the athlete during activity.
If an athlete is requested to visit a physician, only once medical clearance is granted, will the athlete have permission to participate on the field.  It is very important to note that any proceeding injury that occurs will be regarded as a new occurrence, and will be reviewed accordingly.  Thus, if requested, an additional medical clearance from a physician may be required for the new injury.

Practice Sessions:


Athletes that have any concerns or questions regarding prevention, injury or treatment may inquire at any time.  For any existing injuries that require treatment they may be treated during practice sessions, if the athlete is temporarily unable to physically participate.  This will ensure the athlete maintains team cohesiveness and an understanding of the drills as well as optimizing treatment and time to recover.
Incidents Occurring During Game Time:


Athletes sustaining injury on the field of play must report the incident immediately, so that any necessary medical attention may be provided.  If an injury is being looked after, the athlete may not re-enter the field of play until adequate care and permission have been provided.


The athlete’s safety is the first priority on the field.  In the event that an athlete is determined not ready, either physically or psychologically to participate on the field of play, this decision must be respected.  Only once the athlete obtains approval or medical clearance by either team staff or a physician, may they resume play.


Acute injuries occurring on the field of play will be attended to by the Team Chiropractors on site.  Only once additional help is required, one or two other staff members may be asked to approach the field, to provide further assistance.


Incidents in which athletes are exposing blood must be cared for before the athlete re-enters on the field of play.  Athletes are not permitted on the field of play with wounds exposing blood, or blood on uniform/equipment.  This presents a hazard
to the affected athlete, as well as other participating athletes that may come into contact.

Prevention of Injury:


Prevention is the key!!!  Please try to emphasize prevention with anything you do.  If you can prevent an injury from occurring, you will not have to experience it!  Here are some tips on how to prevent some of the most common injuries:

Muscle Cramps/Strains-ensure a proper warm-up (15 min.) before
stretching, and hold each stretch for 30 seconds (3 times).  Also, make sure to drink a lot of water before, during and after activity to ensure proper hydration.


Dehydration-ensure proper hydration by consuming 2-3 cups (8oz.) of fluid (i.e. water, Gatorade, etc.) 2 hours before activity; 1-2 cups 15 min. before activity; and 1 cup every 15-20 min. during activity.  After activity, continue consuming fluids until urine is pale.

Concussions-ensure a proper mouth-guard, and do not trim it down.  Wearing a proper mouth-guard during activity may help reduce the incidence of concussion, as well as dental injuries.

Chronic/Existing Injuries-informing our Team Chiropractors about chronic/existing injuries may allow the treatment of present injury, as well as prevent further injury.  Please communicate any concerns or injuries immediately, so that they can be cared for at the early stages.

WARRIOR PROFILE

	DATE
	I.D.NO.


Confidential Patient Health Record

PERSONAL HISTORY

Name





Address 

City




Prov


Postal Code 

Home Phone




Birth Date 


Age 

Sex  ( M  ( F

Health Card # 





       DD/MM/YY

Name and Number of Emergency Contact 

Drugs You Now Take:






( Pain Killers/Muscle Relaxants

( Blood Pressure Medicine

( Insulin



( Nerve Pills

( Inhalers



( Other 

Do You Wear A Shoe Lift?

( Yes
( No

PAST HEALTH HISTORY

Please Check and Describe: 

Major Surgery/Operations:

( Appendectomy

( Tonsillectomy

( Gall Bladder

( Back Surgery
( Hernia
( Broken Bones

( Other 
Major Accident or Falls: 

Hospitalization (Other Than Above): 


Previous Chiropractic Care:
( None

( Doctor’s Name & Approximate Date of Last Visit: ________________________________ / _________________
CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE

( Low Back Pain

( Gas/Bloating After Meals

( Heartburn

( Pain Between Shoulders
( Neck Pain



( Colitis

( Joint Pain/Stiffness

( Black/Bloody Stool


( Arm Pain

( Walking Problems

( Difficult Chewing/Clicking Jaw

( General Stiffness

GENITO-URINARY CODE

( Bladder Trouble

( Painful/Excessive Urination

( Discolored Urine

NERVOUS SYSTEM CODE

( Nervous


( Numbness



( Paralysis

( Dizziness


( Forgetfulness



( Fainting

( Confusion/Depression

( Convulsions



( Stress

( Cold/Tingling Extremities

C-V-R CODE


( Chest Pain


( Short Breath



( Heart Problems

( Blood Pressure Problems
( Irregular Heartbeat


( Varicose Veins

( Ankle Swelling

( Lung Problems/Congestion

GENERAL CODE

( Fatigue


( Allergies



( Loss of Sleep

( Fever



( Headaches

EENT CODE

( Vision Problems

( Dental Problems


( Sore Throat

( Ear Aches


( Hearing Difficulty


( Stuffed Nose

GASTRO-INTESTINAL CODE

( Poor/Excessive Appetite
( Excessive Thirst


( Frequent Nausea

( Vomiting


( Diarrhea



( Constipation

( Hemorrhoids


( Liver Problems


( Abdominal Cramps

( Gall Bladder Problems

EYES / VISION

Answer questions by circling the appropriate Yes or No.

Do you wear eyeglasses?





Yes     No

Do you wear contact lenses?





Yes     No

If answer is Yes, do you wear them during athletic participation?    
Yes     No

DENTAL

Do you have a family dentist?




Yes     No

If answered Yes, name of family dentist _______________________City__________

When was your last dental checkup/cleaning? Please circle appropriate answer.

Less than 6 months
 6 months to 1 year
More than 1 year

Do you wear any removable dental appliances while competing?

Yes     No

Do you currently wear braces (orthodontics?)



Yes     No

Have you damaged or lost any teeth due to injury?


Yes     No

Do you have any caps/crowns/veneers on your front teeth?

Yes     No

Have you ever fractured/dislocated your jaw?



Yes     No

Do you wear a mouth guard?





Yes     No

FAMILY HISTORY

Has any of your family ever had (If yes, please circle);

Arthritis, Neurological Disorder, Gout, Heart Disease, High Blood Pressure, 

Bleeding Problems, Kidney Disease, Mental Illness, Sickle Cell Anemia, 

Sudden Death.

IMMUNIZATIONS

Have you ever had a Hep. B immunization?



Yes     No

Have you ever been tested for HIV?




Yes     No

CONCUSSIONS

Have you had any concussions in the past year?

If yes, please list the date(s) ________________________________________

   At any time did you lose consciousness?



Yes     No

   Were you assessed by a family physician?



Yes     No

   Did you obtain clearance to return to play by a medical physician?
Yes     No

Have you had any concussions in previous years?

If yes, please list the date(s) ________________________________________

   At any time did you lose consciousness?



 Yes     No

   Were you assessed by a family physician?



 Yes     No

   Did you obtain clearance to return to play by a medical physician?
 Yes     No

N.B.  In cases where a player has a history of concussions, the player may be required to sign an additional consent form outlining the medical risks of returning to play after experiencing a concussion and the player’s and/or guardian’s understanding of these risks.


Consent Forms:

Our training staff are licensed, trained health professionals and while volunteering their time and services with the Warrior organization are required to respect the standards of their respective licensing bodies, the Regulated Health Professions’ Act and the Health Information Protection Act.  

Please note all the following 4 sections must be signed by the player and, if under 18 years of age, by a parent/guardian also.  Their completion enables our staff to ensure that each player will receive the care they require in a safe, timely and effective manner should the need arise. If you have any questions or concerns please do not hesitate contact either team doctor. 

I
CERTIFICATION

I certify that I have made full and complete disclosure concerning any and all illnesses, allergies, injuries, physical characteristics and conditions and I have answered completely and truthfully any and all questions asked of me by the attending Team Chiropractors.

____________________                                                  _____________________________

Date






      Athlete

____________________



      _____________________________

Date






      Parent/Guardian

____________________



      _____________________________

Date






      Team Chiropractor

II
CONSENT

The athlete hereby irrevocably consents to the release of all information contained in, or arising from, this medical examination and questionnaire to the appropriate members of the staff of the Mississauga Warriors for which the medical examination was done.

____________________                                      
      ______________________________

Date






      Athlete

____________________



      ______________________________

Date






      Parent/Guardian

III         PARENT/GUARDIAN CONSENT

I, the undersigned, as parent/guardian, give my consent for

To be attended by: 
        Dr. Peter Hayward, B.Sc., D.C., Dip.AC 

        Glen Erin Chiropractic and Acupuncture Centre



         3476 Glen Erin Drive, Suite 240




         Mississauga, ON, L5L 3R4




         (905) 569 – 9060

To be attended by: 
        Dr. Michael Zabarylo, B.Sc., D.C., F.C.C.O.(C) 

        Creditview Family Chiropractic Centre
                                                640 Eglinton Ave.W., Suite 202

                                                Mississauga, ON, Mavis Shopping Centre

                                               (905) 507-0604

This consent will provide permission for physical evaluation, treatment, and consultation as may be deemed necessary.
Date: 


Name of Parent/Guardian: 






(Print)


(Sign)
IV
INFORMED CONSENT TO CHIROPRACTIC TREATMENT

Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy techniques such as spinal adjustments are required to advise patients that there are, or may be some risks associated with such treatment. In particular you should note:
1. While rare, some patients have experienced rib fractures or muscle and ligament sprains or strains following spinal adjustments;

2. There have been reported cases of injury to a vertebral artery following cervical spinal adjustments. Vertebral artery injuries have been known to cause stroke, sometimes with serious neurological impairment, and may on rare occasion result in serious injury. The possibility of such injuries resulting from cervical spinal adjustment is extremely remote;

3. There have been rare reported cases of disc injury following cervical and lumbar spinal adjustment although no scientific study has ever demonstrated such injuries are caused, or may be caused, by spinal adjustments or chiropractic treatment.

Chiropractic treatment, including spinal adjustment, has been the subject of government reports and multi-disciplinary studies conducted over many years and have been demonstrated to be highly effective treatment for spinal pain, headaches and other similar symptoms. Chiropractic care contributes to your overall well being. The risk of injuries or complications from chiropractic treatment is substantially lower than that associated with many medical or other treatments, medications, and procedures given for the same symptoms.

I acknowledge I have discussed, or have had the opportunity to discuss, with my chiropractor, the nature and purpose of chiropractic treatment in general and my treatment in particular (including spinal adjustment) as well as the contents of this Consent.

I consent to the chiropractic treatments offered or recommended to me by my chiropractor, including spinal adjustment. I intend this consent to apply to all my present and future chiropractic care.

Dated this _____ day of _________________, 20__.

____________________________________ 

____________________________________


Patient Signature:




Verification of Signature:
____________________________________

____________________________________
Name: (Please Print) 




Name: (Please Print)
Medical Questionnaire
1

