West Campus Athletics 2011 - 2012
STUDENT ATHLETE EMERGENCY INFORMATION 

NAME: _______________________________  Class of 20___  SPORT: _____________

ADDRESS: _____________________________________________________________








     (CITY)

(ZIP CODE)

DATE OF BIRTH: ___________________ SEX: M  □      F  □
Please complete the following with the MOST reliable contact number

Parent/Guardian Name: ____________________phone (___) ________________ (H w C)

Parent/Guardian Name:_____________________phone (___) ________________ (H W C)

If parents/guardian CANNOT be reached in an emergency please contact: 

1. _______________________ Relationship To Student: __________________

    PHONE: (___)______________ (H W C) – circle one

2. _______________________ Relationship To Student: __________________

    PHONE: (___)______________ (H W C) – circle one

Does the athlete have medical insurance? 
Yes   □  No  □
Medical Insurance Company: ______________________Policy  #________________________

My son/daughter currently has or has had any of the following health conditions:  (Yes or No)
   Diabetes ______
Epilepsy  _______
Heart Condition _____       Asthma _______

   Drug Allergy (state drug) __________________  Other (state condition) __________________

I, hereby:

· attest that all the above information given is true. 

· give my consent, in case this student is injured or becomes ill, for the school and/or its representative to secure medical aid, ambulance transportation, and for the medical agency to render treatment.
· give my consent to the team physician, athletic trainer and/or coach to apply first aid treatment until the emergency personnel can be contacted.

· acknowledge that I have read and clearly understand the policy regarding physician referrals provided in the athletic clearance form cover letter.
____________________________________________
________________

Parent Signature:





Date:
