Sickle Cell Trait Disclosure Form

I, ______________________________________ affirm that I have been informed by my family physician as to my Sickle Cell Trait Status, and/or have undergone the sickle cell trait screening, in the form of a blood test, at _________________________. (Medical Facility Name)
1. Sickle Cell Trait Positive

 Initial ___________
2. Sickle Cell Trait Negative

 Initial ___________
About Sickle Cell Trait-

· Sickle cell trait is an inherited condition of the oxygen-carrying protein, hemoglobin, in the red blood cells.

·  Although Sickle cell trait is most predominant in African-Americans and those of Mediterranean, Middle Eastern, Indian, Caribbean, and South and Central American ancestry, persons of all races and ancestry may test positive for sickle cell trait.

· Sickle cell trait is usually benign, but during intense, sustained exercise, hypoxia (lack of oxygen) in the muscles may cause sickling of red blood cells (red blood cells changing from a normal disc shape to a crescent or “sickle” shape), which can accumulate in the bloodstream and “logjam” blood vessels, leading to collapse from the rapid breakdown of muscles starved of blood.

·  Likely sickling settings include timed runs, all out exertion of any type for 2 – 3 continuous minutes without a rest period, intense drills and other spurts of exercise after prolonged conditioning exercises, and other extreme conditioning sessions.

· Common signs and symptoms of a sickle cell emergency include, but are not limited to: increased pain and weakness in the working muscles (especially the legs, buttocks, and/or low back); cramping type pain of muscles; soft, flaccid muscle tone; and/or immediate symptoms with no early warning signs.
I, the undersigned, do hereby affirm that I have been informed of my sickle cell trait status by my family physician and/or one of the clinician at the _______________________.(Medical Facility Name) If my sickle cell trait status is positive I understand that I am required to undergo educational sessions around the topic of sickle cell and understand that specific precautions that need to be undertaken due to the serious nature of the condition.  The educational sessions will be administered by the Coppin State University Team Physician and/or a member of the Coppin State Sports Medicine Department. 
______________________________________________________

___________________

Student-Athlete Signature (If under 18, include parent/guardian signature) 

Date

______________________________________________________

___________________

Examining Physician Signature 






Date

___________________________________________________________

_____________________

Examining Physician Print Name






Date

____________________________________________________________

_____________________

Athletic Trainer Signature 







Date

____________________________________________________________

_____________________

Athletic Trainer Print Name






Date
Coppin State University
2500 W. North Ave. Baltimore, MD 21216

Phone: (410) 951-3728

Fax: (410) 951-6928


