ST. JOSEPH HIGH SCHOOL ATHLETICS
PLAYER MEDICAL HISTORY AND RELEASE FORM

This must be completed — legibly — and signed in all area by both player and his or her parent or guardian. By
signing this form the participant affirms having read it. A copy of this form must be carried with the coach for

all competitions.

NAME
Last First Birth date
Age Sex Social Security #
PARENT OR GUARDIAN IN EMERGENCY, CONTACT
Name Name
Address Home Phone
Zip Work Phone
Home Phone Insurance Co.
Work Phone Group/Policy#

To Whom It May Concern:

SECTION 25.01, TEXAS FAMILY CODE, ENABLES THE PARENT OR GUARDIAN TO AUTHORIZE AN
EDUCATIONAL INSTITUTION (SCHOOL OFFICIAL) TO CONSENT TO MEDICAL TREATMENT OF A MINOR. IN
CASES OF EMERGENCY, THIS AUTHORIZATION CoULD BE USED TO OBTAIN MEDICAL TREATMENT WHEN
UNABLE TO LOCATE A PARENT OR GUARDIAN. | CERTIFY THAT THE STUDENT HAS FULL MEDICAL
INSURANCE WITH THE COMPANY LISTED ABOVE. IF DURING THE COURSE OF MY DAUGHTER’S/SON’S
ACTIVITIES IN ST. JOSEPH HIGH SCHOOL SHOULD SHE/HE BECOME ILL OR SUSTAIN AN INJURY, | HEREBY
AUTHORIZE YOU TO OBTAIN EMERGENCY MEDICAL/DENTAL CARE.

(SIGNED)

DATE

(RELATIONSHIP)




HEALTH HISTORY

YES No DATE  PLEASE ELABORATE (ESPECIALLY ON THOSE CONDITIONS THAT

MIGHT BE AGGRAVATED)

ALLERGIES

ASTHMA
CONGENITAL PROBLEM
DIABETES

EPILEPSY

HEART

ANKLE INJURIES
KNEE INJURIES
BACK INJUROES
HEAD/NECK INJURIES
SHOULDER INJURIES
ELBOW INJURIES
WRIST INJURIES
HAND INJURIES
FINGER INJURIES
OTHER INJURIES

1) HEIGHT WEIGHT

2.) ISTHERE ANY PSYCHO-SOCIAL OR PHYSICAL CONDITION FOR WHICH THIS PARTICIPANT IS CURRENTLY
UNDER
PROFESSIONAL.

3.) ISTHE PARTICIPANT CURRENTLY TAKING MEDICATION? NO YES
IF SO, PLEASE NAME THE DRUG(S), DOSAGE AND FREQUENCY NEEDED:

4) LIST ANY KNOWN DRUG ALLERGIES:

5) PLEASE ELABORATE ON ANY MEDICAL CONDITIONS WE SHOULD BE AWARE OF:

6.) COMMENTS:

7.) PLEASE LIST ANY INJURIES THE PARTICIPANT HAS RECEIVED IN THE LAST 2 MONTHS:

EXPLAIN:




