Appendix D

Athletic Emergency Information/Consent to Treat

This cand must filled oul every year before paricipation can bagin in any alhlelic program.

Student Athlobo's Laat Nama: o Student Athlete's First Name
Grado: Male/Femals Student Athlete's Birthdate (MBI ] /

Sport Participating in: .
Fall Winbar

Sprng
1.1 harelwy give my parmission for the above named student athlele ko practice, compate and
regresont tha schoal in the sports listed abave. _
2 | alsa albes) ks iha fact that the above ramed atusent athiole has hid no injury of ilnese senous
enough ko wamant & medical svaluation prios o particpating this school year.
3.1 furthar grant permission for any medical records pertaining Lo te n-a_nhh of the above named
student athlete be made evailable as necassary, o the proper schcoldistnc persanned and
approgriate heallth cers provider, induding emergency medical persannel

Parent: i thers is any queshion that this shudent may nol e quaied for sifiletic compalifion withouf af leasl,
a parfial re-evaiuation, contact yoor medical advisor bafore sipning this card.

SBignature of Parent/Legal Guardian _ Data
Emergency Information

Fallwrs Hame; Father's Contact Wumbar; | i =
Mother's Name: - Mothar's Contact Numbes: () -
Home Addross: ——

Parent Emall Address:

Siasdent Athlete's Primary Care Physiclan: S —

Primary Care Physiclan Contact Number: {___} =

Insurance Company: — PolicyiGroup Humber;
AllerglesdAllergic Reactions:
Knowm Medical Conditions:__ — i rr—

In casa of an emergency awrd oither parent cannol be reached, please confact the sltornate listed below:

Alternate Name: Phaone: | ) - Relationship:

PERMISSION i5 HEREBY GRANTED TO THE ATTENDING PHYSICIAN TO PROGEED WITH ANY MEDICAL TREATMENT. |
UNDERSTAMD THAT AN ATTEMPT WILL BE MADE BY THE ATTENDING PHYSICIAN TO CONTACT ME IN THE MOST
EXPFEDITIOUS WAY POSSIELE. PERMISSEON IS ALSO GRANTED TO THE ATHLETIC TRAINER TO PROVIDE EMERGENCY
TREATWENT TO THE ATHLETE PRIDR TO HIS/HER ADMISSION TO THE MEDICAL FACILITIES

Signature of ParentiLegal Guardian Date




