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,�KHUHE\�DXWKRUL]H�\RX�WR�UHOHDVH�FRSLHV�RI�DOO��PHGLFDO�LQIRUPDWLRQ�LQ�\RXU�SRVVHVVLRQ��ZKHWKHU�SDSHU�RU�HOHFWURQLF��UHODWLQJ�
to student health review/exams of the student identified below to the school or school district in which the student is enrolled 
and to appropriate health care providers.

,�DP�WKH�SDUHQW�RU�OHJDO�JXDUGLDQ�RI�WKH�DERYH�VWXGHQW��DQG�DXWKRUL]H�WKH�IRUHJRLQJ�UHOHDVH�RI�PHGLFDO�LQIRUPDWLRQ�WR�WKH�
student's school/school district and to appropriate health care providers.

7KLV�UHOHDVH�DXWKRUL]HV�GLVFORVXUH�RI�WKLV�LQIRUPDWLRQ�WR�WKH�VFKRRO�IRU�SXUSRVHV�RI�WKH�VFKRRO
V�GHWHUPLQLQJ�WKH�ILWQHVV�RI�WKH�
VWXGHQW�WR�SDUWLFLSDWH�LQ�VWUHQXRXV�SK\VLFDO�DFWLYLWLHV��LQFOXGLQJ�EXW�QRW�OLPLWHG�WR�FRPSHWLWLYH�DWKOHWLF�HYHQWV��
I understand that the medical information disclosed by the medical provider to the school may be further disclosed by the school 
to the school's administrators, athletic director and coaches of any interscholastic activities in which I seek to participate.  
I understand that once the information is disclosed, it may be re-disclosed by the recipient and federal law may not protect the 
information.  
,�XQGHUVWDQG�WKDW�,�PD\�UHYRNH�WKLV�DXWKRUL]DWLRQ�LQ�ZULWLQJ�DW�DQ\�WLPH��H[FHSW�WR�WKH�H[WHQW�DFWLRQ�KDV�EHHQ�WDNHQ�LQ�UHOLDQFH�
on this authorization.  
,�FHUWLI\�WKDW�WKH�VLJQDWXUHV�RQ�WKLV�UHOHDVH�DUH�YROXQWDU\��
3KRWRFRSLHV�RI� WKLV�UHOHDVH�VKDOO�KDYH�WKH�VDPH�DXWKRULW\�DV� WKH�RULJLQDO�� �7KLV�UHOHDVH�ZLOO�H[SLUH�RQH�\HDU�IURP�WKH�GDWH�RI�
VLJQDWXUHV�RQ�WKLV�IRUP��XQOHVV�UHYRNHG�HDUOLHU�E\�PH�LQ�ZULWLQJ���
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Medical Provider

Name of school or school district

CONSENT OF PARENT

Signature of student

Printed or typed name of student

Student’s social security number 

Date of signature

 ________/_________/_________

Signature of parent / legal guardian

Printed or typed name of parent / legal guardian

Date of signature

 ________/_________/_________

Date of birth

 ________/_________/_________

TO:
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

SECTION A: To be completed by parent or guardian.

Student Last Name

Address

Student First Name MI

City Zipcode

GradeDate of birth

 _____/_____/_____

Phone Emergency Phone Date of last physical exam

 ________/_________/_________
Last tetanus shot

_____/______/____

Last measles shot

______/______/___

Last TB skin test

______/______/___

Are your immunizations up to date

  YES NO
1.� +DYH�\RX�HYHU�EHHQ�KRVSLWDOL]HG" . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   
2. +DYH�\RX�HYHU�KDG�VXUJHU\" . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
3.� $UH�\RX�SUHVHQWO\�WDNLQJ�DQ\�PHGLFDWLRQV�RU�SLOOV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
4.� +DYH�\RX�HYHU�SDVVHG�RXW�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
5. +DYH�\RX�HYHU�EHHQ�GL]]\�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
6.� +DYH�\RX�HYHU�KDG�FKHVW�SDLQ�GXULQJ�RU�DIWHU�H[HUFLVH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
7.� 'R�\RX�WLUH�PRUH�TXLFNO\�WKDQ�\RXU�IULHQGV�GXULQJ�H[HUFLVH"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
8.� +DYH�\RX�HYHU�KDG�KLJK�EORRG�SUHVVXUH"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
9.� +DYH�\RX�HYHU�EHHQ�WROG�WKDW�\RX�KDYH�D�KHDUW�PXUPXU"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
10.� +DYH�\RX�HYHU�KDG�UDFLQJ�RI�\RXU�KHDUW�RU�VNLSSHG�EHDWV"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
11.� +DV�DQ\RQH�LQ�\RXU�IDPLO\�GLHG�RI�KHDUW�SUREOHPV�RU�VXGGHQ�GHDWK�EHIRUH�DJH���"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
12. Do you have any skin problems (itching, rashes, acne)"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
13.� +DYH�\RX�HYHU�KDG�D�KHDG�LQMXU\"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
14. +DYH�\RX�HYHU�KDG�D�FRQFXVVLRQ"��,I�\HV��KRZ�PDQ\BBBBBBB  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
15. +DYH�\RX�HYHU�EHHQ�NQRFNHG�RXW�RU�XQFRQVFLRXV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
16.� 'R�\RX�VXIIHU�IURP�PLJUDLQHV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
17.� +DYH�\RX�HYHU�KDG�D�VHL]XUH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
18. +DYH�\RX�HYHU�KDG�D�VWLQJHU��EXUQHU�RU�SLQFKHG�QHUYH"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
19.� +DYH�\RX�HYHU�KDG�KHDW�RU�PXVFOH�FUDPSV"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
20.� +DYH�\RX�HYHU�EHHQ�GL]]\�RU�SDVVHG�RXW�LQ�WKH�KHDW"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
21.� 'R�\RX�KDYH�WURXEOH�EUHDWKLQJ�RU�GR�\RX�FRXJK�GXULQJ�RU�DIWHU�DFWLYLW\"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
22.� 'R�\RX�XVH�DQ\�VSHFLDO�HTXLSPHQW�(pads, braces, neck rolls, mouth guards, eye guards, etc.)"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
23.� +DYH�\RX�HYHU�KDG�SUREOHPV�ZLWK�\RXU�H\HV�RU�YLVLRQ"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
���� 'R�\RX�ZHDU�JODVVHV�RU�FRQWDFWV�RU�SURWHFWLYH�H\H�ZHDU"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
25.� +DYH�\RX�HYHU�VSUDLQHG�VWUDLQHG��GLVORFDWHG��IUDFWXUHG��EURNHQ�RU�KDG�UHSHDWHG�VZHOOLQJ�RU�RWKHU 
� LQMXULHV�LQ�DQ\�RI�WKH�IROORZLQJ�ERQHV�RU�MRLQWV"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
� BBB+HDG� BBB6KRXOGHU� BBB7KLJK� BBB1HFN� BBB(OERZ� BBB.QHH� BBB&KHVW 
� BBB)RUHDUP� BBB6KLQ�FDOI� BBB%DFN� BBB:ULVW� BBB$QNOH� BBB+LS� BBB+DQG
26.� +DYH�\RX�HYHU�KDG�RWKHU�PHGLFDO�SUREOHPV�(infectious mononucleosis, diabetes, etc.)"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
27.� +DYH�\RX�KDG�DQ\�PHGLFDO�SUREOHP�RU�LQMXU\�VLQFH�\RXU�ODVW�HYDOXDWLRQ"�  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
28.� $UH�\RX�'LDEHWLF"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
29.� $UH�\RX�$VWKPDWLF"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
30.� 'R�\RX�KDYH�DQ\�DOOHUJLHV�(medicine, bees or other stinging insects)""� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
� /LVW�DOO�DOOHUJLHV� ___________________________________________________________________________________________________
31.� :KHQ�ZDV�\RXU�ILUVW�PHQVWUXDO�SHULRG" __________________________________________________________________________
� :KHQ�ZDV�\RXU�ODVW�PHQVWUXDO�SHULRG" __________________________________________________________________________
 :KDW�ZDV�WKH�ORQJHVW�WLPH�EHWZHHQ�\RXU�SHULRGV�ODVW�\HDU" __________________________________________________________
32.� ([SODLQ�DOO�´\HVµ�DQVZHUV� ___________________________________________________________________________________________

  ________________________________________________________________________________________________________________

,�KHUHE\�VWDWH�WKDW��WR�WKH�EHVW�RI�P\�NQRZOHGJH��P\�DQVZHUV�WR�WKH�DERYH�TXHVWLRQV�DUH�FRUUHFW�DQG�JLYH�FRQVHQW�IRU�P\�VWXGHQW�WR�EH�H[DPLQHG�

6WXGHQW�6LJQDWXUH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�����'DWH�� ___________________

3DUHQW�*XDUGLDQ�6LJQDWXUH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB������'DWH�� ____________________
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Clearance:    &OHDUHG
    &OHDUHG�DIWHU�FRPSOHWHG�HYDOXDWLRQ�UHKDELOLWDWLRQV�IRU��6SHFLILF�6SRUWV�� _______________________
    1RW�FOHDUHG�IRU�� �&ROOLVLRQ� �&RQWDFW�  1RQFRQWDFW�  Strenuous
    Moderately Strenuous �1RQVWUHQXRXV

� � 'XH�WR�� __________________________________________________________________________

              __________________________________________________________________________
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ALASKA SCHOOL ACTIVITIES ASSOCIATION, INC. 

SECTION B: To be completed by physician, physician assistant or advanced nurse practitioner

Student Last Name

Height

Name of M.D., P.A. or ANP (circle which)

Address

Signature

Phone

Vision — Right Eye

20/

Vision — Left Eye

20/

Vision Corrected?

  Yes        ��1R

Weight Blood Pressure Pulse

Pupils

Student First Name MI GradeDate of birth

 _____/_____/_____

Date

 _____/_____/_____

   NORMAL  ABNORMAL FINDINGS    INITIALS
&DUGLRSXOPRQDU\
 Pulse
� +HDUW
� /XQJV
Skin
Abdominal
Genitalia
Musculoskeletal
� 1HFN
 Shoulder
 Elbow
� :ULVW
� +DQG
� %DFN
� .QHH
 Ankle
 Foot
 Other

This form to be sent to the school (do not send to ASAA)


