School Letterhead
OWEN D. YOUNG CENTRAL SCHOOL
INTERVAL HEALTH HISTORY FOR SPORTS PARTICIPATION


I hereby permit (Student name) ________________________to play (Sport) ________________during the (year) _______school year and give my consent for my child to accompany the team, as a member, on its out-of-town trips.  In the event of an emergency requiring medical attention, I hereby grant permission for a physician or hospital personnel designated by the Owen D. Young Central School District to attend to my son/daughter if I am unable to be contacted.   The answers provided below are correct to the best of my knowledge and there is no condition which would restrict participation in sports.
_______________________________      _______________________        __________
Signature of Parent                                         Printed Name                                    Date
_______________________________    __________________________             _________
Signature of Athlete                                    Printed Name                                             Date
TO BE COMPLETED BY THE PARENT OR GUARDIAN
Note:
“Yes” to any of these questions does not mean automatic disqualification from the athletic activity indicated above.  However, it may require a review and approval by the school physician before the student can report to practice or tryouts. The answers to the questions on this form will be held in the school health office and will be kept confidential.

HISTORY SINCE LAST HEALTH APPRAISAL: (Date of last physical :____/____/____)
Allergies (Bee Sting/Medications/Food/Latex,etc.)



( Yes
( No 

Asthma








( Yes
( No

Concussion/Head injury/Seizures





( Yes
( No

Recent injury that requires medical attention or protective equipment?
( Yes
( No

Recent illness lasting longer than one week (ie. Mono)


( Yes
( No

Currently taking medications






( Yes
( No

Diabetes/Hypoglycemia






( Yes
( No

Heart/Blood Pressure Problems





( Yes
( No

Bleeding Tendency/Anemia






( Yes
( No

Recent Surgery or Hospitalization





( Yes
( No

Contact Lenses/glasses






( Yes
( No

Is there any medical condition that might be aggravated by playing sports?
( Yes
( No

Describe the condition or situation that caused any questions above to be answered “YES”.

______________________________________________________________________________
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

COACH’S COPY- PERMISSION
& HEALTH HISTORY
Student Name: ___________________________ Grade: _______ Sport: ___________________
Family Physician: ____________________Phone______________ Hospital________________
Allergies: ________________________Medications:__________________________________
Additional medical information: ___________________________________________________                  
______________________________________________________________________________

TO BE COMPLETED BY THE SCHOOL HEALTH OFFICE

Sports Participation:



(  Approved

(  Referred to School Physician


Signed: ________________________________________
Date: _____/_____/_____




   
School Health Office


If referred to the School Physician:


(  Requalified

( Disqualified



Signed: ______________________________________
Date: _____/_____/_____




 
  School Physician

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

PERMISSION FOR EMERGENCY MEDICAL TREATMENT

The following information MUST be completed:

Mother’s name: _______________________ Phone :(H)______________(W)_______________

Father’s name: _________________________Phone:(H)_______________(W)______________

Emergency Contact #1:_____________________Phone(H)______________(W)_____________

Emergency Contact #2:_____________________Phone(H)______________(W)_____________
Parent signature authorizing permission for medical treatment is on file in the health office

Nurses Signature: _____________________________________ Date: _____________
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