FARMVILLE CENTRAL HIGH SCHOOL ATHLETIC FORM
Section I.

LAST NAME FIRST NAME MIDDLE NAME

GradeNextYear___ Birthdate Mae Femde ____

Sports

Height _____ inches Weight________|lbs. BPP.__/  Pulse___ /min.

Corrected Vision: Hearing (gross): Age
Right 20/ Left 20/ Right Left

Urine: multistix

Arethere abnormalities of the following systems? Describe fully. Use additional shest, if necessary.

YES NO

. Head, Ears, Nose, or Throat

Eyes

. Respiratory

. Cardiovascular

. Gastrointestinal

. Hernia

. Genitourinary

. Musculoskeletal
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. Metabolic/Endocrine

10. Neuropsychiatric

11. Skin

A. Isthereloss of or aseverely impaired function of any paired organs? Yes No

B. Have you any general comments?

C. Recommendation: i.e., physical activity (Physical Education, football, other sports, etc.)

D. Do you have any recommendations regarding the care of this student? Yes No

E. Isthe student now under treatment for any medical or emotional condition? Yes____No____

Physician’s Signature Date of Examination




Section 1.

Athlete'sDirections.  Pleasereview all questions with your parent or guardian and answer them to the best of
your knowledge.

Physician’s Directions: We recommend repeating the eleven questions listed below, carefully reviewing details
of any positive answers.

YES NO DON'T
KNOW

1. Has anyone in the athlete's family (grandmother, mother, father,
brother, sister, aunt, uncle) died suddenly before age 507

2. Has the athlete ever stopped exercising because of dizziness or
passed out during exercise?

3. Does the athlete have asthma (wheezing), hay fever, or coughing
spells after exercise?

4. Has the athlete ever had a broken bone, had to wear a cast, or had
an injury to any joint?

5. Does the athlete have a a history of a concussion (getting knocked
out)?

6. Has the athlete ever suffered a heat-related illness (heat stroke)?

7. Does the athlete have anything he/she wants to talk to the doctor
about?

8. Does the athlete have a chronic illness?

9. Does the athlete take any medicine?

10. Is the athlete allergic to any medications or bee stings?

11. Does the athlete have only one of any paired organs? (eyes, ears,
kidneys, testicles, ovaries, etc.,)

Elaborate on any positive answers here.

PERMISSION FOR MEDICAL TREATMENT

Address
Notify in case of emergency
Phone numbers home work
Student’ s social security number
Parents’ Insurance Policy Number.

| have answered and reviewed the questions above and give permission for my child to participate in sports. In the
event of an emergency requiring medical attention, | hereby grant permission for a physician, nurse, trainer, and/or
coach, or other hospital personnel to attend to my son/daughter.

Signature of Parent/Guardian Date




