MEDICAL HISTORY AND PERMIT TO PARTICIPATE
(TO BE COMPLETED BY PARENTYS)

Name Phone

Last First
Address Parent
Employment Work Phone
Family doctor Hospital of Choice

A. Have you ever had any of the following? If yes, explain below:

Yes No Yes No
Headaches . Back Aches .
Convulsions/Fits __ Frequency of Urination L
Blackouts/Fainting _ Kidney Disease _
Tuberculosis Stomach Pains

Night Sweats
Chronic Cough

Jaundice/Hepatitis
Rupture or Hernia

Heart Disease/Murmurs . Asthma .
Rheumatic Fever _ Hay Fever _
Chest Pains _ Allergies _
Painful Joints . Progressive Weight Loss .

B. Have you ever had an operation? If yes, list type of operation, hospital and date

C. Have you ever been hospitalized for other than an operation? If yes, list reason, hospital and date

D. What medications or injections are you presently taking? List

E. When did you have your last Tetanus Vaccine?

F. Have all vaccines been updated including Hep. B (3 part series)?

I hereby give my consent for my son/daughter to engage in physical education, intramural and
interscholastic athletics, and to accompany the team as a member on it’s trips to games, practices, etc.

SIGNATURE OF PARENT/GUARDIAN

I herby authorize the team physician or his designee to administer emergency care to my son/daughter, in
event of accident or injury.

SIGNATURE OF PARENT/GUARDIAN

DATE




ASSUMPTION SPORT PHYSICAL FORM
(TO BE COMPLETED BY PHYSICIAN)

Name Grade

Age Weight Height

Body Build Posture
Normal Abnormal

1. Blood Pressure
Pulse
2. Eyes
Vision
Contact Lens (Yes/No)
3. Ears
Nose, Throat
Teeth
Bridges, Braces (Yes/No)
Neck
Chest
Lungs
Heart
6. Abdomen
Hernia (Yes/No)
Genitalia
Pubertal Code
7. Neurological
Muscular
Orthopedic

o ks

Recommendations:

I certify that | have examined the above student and find him/her physically able to participate in all
supervised athletic activities except those circled:

Baseball - Basketball - Track - Soccer - Volleyball - Softball

SIGNATURE OF EXAMING PHYSICIAN

DATE







