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Athletic Permission and Medical Recertification

Complete
and
return to
school

Address
Lmerpeney Contact (name and phone number)

Physician’s Name

___________________________________

Dentist’s Name

El 1-ugh School El Middle School

Date of l3irth

________

Sex: El Male El Female

Insurance Camer

_________

Date of Physical Exam

___________________(A

Student Physical Exam Ibrm, dated within the last year mcist he on file in the nurse’s oflice)

Prior to the start of tn’out practice sessions at the beginning of cacti season, a health history reviess for each athlete must be conducted, hi the event of illness or injury

requiting medical attention by a physician. students need to present a written retease f-om a physician to be reinstated to physical education an&or interscholasttes

All “YES” answers must be explained (box on bottom right)

YN
I. Ilave you had a medical illness or injury or a new diagnosis El

since your last sports physical’?

2. Itave you ever been hospit alt 7ed overnight or had surgery? El
3. Arc you currently taking any medication or pills (prescription El

or over the counterl or using an inhaler?

4. Have you cser taken any supplements. vitamins, or recreational El
drugs to help you improve your performance?

5. Do you have sits’ allergies (for example: to pollen, medication. El
food, stincitig insects or seasonal allergies)?

6. Have you ever had chest patti. dizziness or hunting during or El
after exercise?

7. has a physician ever denied or restricted your participation in El
sports for any heart problems?

8. Has any faintly member or relative died of heart problems or El
sudden death before age 50?

9. Have you had a ses crc viral infection tlbr example: myocarditis El
or tnononucelosis) within the last month’?

If). Do you have one kidney. one testicle or monocular vision?

11. Do you have any current skin problems for example: warts,

fungus or impetigo)?
12. Has e you es er had a head injury or concussion? El
13. Ilave you ever had heat cramps, heat exhaustion, or heat stroke? El
14. Do you couch, sslieeze or have trouble breathing during or El

after exercise or base asthma or lung disease?

IS. Do you use any special protective or corrective equipment or El
devices that aren’t usually used list your sport (tsr example: knee

brace, foot orthotics, retainer on your teed, hearing aid)’?

16. Have you ever had a problem with your ears or hearing? El El

17. Do you wear glasses, contacts or protective evewear?

1%. Have you broken or fractured any hones or dislocated any

joints, or been diagnosed with a stress fracture?

19. I-late you eser had a sprain, strain or swelling after iujurv or El
any other problem with pain or swelling in muscles, tendons,

boncs or joints that has kept you from participating in spoits?

20. I-have you experienced frequent abdominal discomfort? El El
21. Do von lose weight regularly to meet weight tSr your sport? El El
22.Has there been an unexplained weighs loss or weight gain El El

during the past six months?

23.Are you currently following any particular diet or weight- El El
reducing plan?

24. Have you ever tried to control weight by vomiting, using El El
laxatives, diuretics or diet pills?

25. Do you have a history of eating disorders? El El
26. Last tetanus saccinarion date / I El El
27. Has there been a recent change in menstrual patterns? El El
28. At what age did you experience your first menstrual period? El El

29. When was your most recent menstrual period’?

30. Is your period less than 21 days or more tItan 36 days apart?

Explain ‘yes” anssvcrs here (identify each answer with the question

number)

Student Name
Grade___________
LAG t

Parent Name

School

Sport

Home Phone Vs’ork Phone

Address
Address

I.D.#

Phone
Phone

YN
ElEl
ElEl

El

El

El
El

El

El

El

El

El

El

ElEl
ElEl

El
El
El

El

ElEl
ElEl

Parent/Guardian — Please Read Carefully and Sipn
I have carefully read and understand the questions. To the best ot’ my knowledge there is no extsting condition thaI should exclude my son/daughter

from athlelic participalion. My signature below constilules my permission for my child to participate in the above named sport. I understand that the

District does not assume responsibtlity tSr lost or broken coircetive tenses or orthodontic devices. In the event of tin cmcl’gcncv, my stgnatstre below

constitutes my permission for my child to receive medical evalualion and necessary treatment to ensure hts’her health and salèlv, Such treatment may

come from either my child’s physician or another physician orinedicutl I’acilityas deemed appropriate by the stipervising stalYmemtscrat hislter

discretion. I gstatatttee paytuettt for any medical treatment provided tSr tny child tinder this attthonzation.

Parent/Guardian Signature:

For Ot’tice Use Only
Date ot’Iast physical exam This certifies that is phystcally qutalified to participate

in the sport indicated ah.we. Date: Signature:
S,gs,iture uf& lion? Phrsiciait or Nurse

This certificate is sold ifpupil is absent for fis’e or more consecutive days because of illness or has sustained significant injury. Health history res’iess required for reentry.

GCSD-]2 Copies to: White: Scliocil Nurse ‘fellow: Assistant Pritieipal for Athletics Pink: Coach rev 9/15


