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Athletics Medical Release Form 



Academic Year:______________
Player Name: ________________________________________               Date of Birth: ______________________

Guardian(s):

Name: ___________________________________        
  Name: ______________________________________

Address: _________________________________
  Address: ____________________________________

Home #: __________________________________        
 Home #: _____________________________________

Work/Cell #: ______________________________         
 Work/Cell #: _________________________________

Insurance Company: ____________________________   ID/Policy #: _________________________________

Physicians Name: ______________________________    Phone #: ___________________________________
Hospital of Choice: _________________________________________________________________________
Does this player have any of the following?
Heart Murmur



Yes
No

Ear, Nose, Throat Trouble 

Yes
No

High Blood Pressure


Yes
No

Eye Trouble/glasses/contacts

Yes
No

Appendectomy



Yes
No

Chest Pain



Yes
No

Disease or Injury to Joints

Yes
No

Hernia Repair



Yes
No

Stomach Trouble / Ulcers, etc

Yes
No

Back Problems



Yes
No

Epilepsy



Yes
No

Tuberculosis



Yes
No
Gum or Tooth Trouble


Yes
 No

Rheumatic Fever


Yes
No

Hay Fever, Asthma


Yes
No

Bee Stings



Yes
No

Shortness of Breath


Yes 
No

Poison Ivy



Yes
No

Dizziness, Fainting


Yes
No

Physical Activity Restriction

Yes
No

Head Injury



Yes
No

General Allergies_________________________

Diabetes



Yes
No

Other__________________________________
Medications:_____________________________________________________________________________

Will they be carried with the player to each game and practice?    Yes    No

To participate, we, the undersigned, agree to hold, now and in the future, St. Mary’s Athletics, their officers, agents, and employees free from any liability for any personal injury or damages incurred as a result of participation in a program sponsored by the St. Mary’s Athletic Association.

In the event that my child needs emergency medical treatment or hospitalization while at a St. Mary’s Athletic sponsored event, I hereby give my permission for the rescue squad to be called, and for emergency medical treatment to be given by the rescue squad, and if deemed necessary for my child to be transported to the nearest hospital or hospital of choice indicated above.  (A copy of this will be provided to the coach.)
Parent/Guardian Signature: ________________________________     Date: _________________________

