
 
2009-2010 WEST CAMPUS ATHLETIC CLEARANCE FORMS 

 
Dear Parents of West Campus Student Athletes, 
 
 As the Athletic Trainer at West Campus High School, I’m ready for an exciting and healthy season.  This year 

I will work to provide the best preventative and rehabilitative care to your sons and daughters.  Please read through and 

COMPLETE the following packet of student athlete information, returning the last 5 pages back to your coach 

PRIOR to the first practice.   If your son/daughter participates in more than one sport, their emergency information 

will be given to the coach of their next sport, so this packet will only need to be completed once. 

The following forms are vital for athletic participation.   Please be sure to include accurate health history 

information about your son/daughter, current insurance carriers and identification numbers, as well as a 

completed pre-participation physical signed by an MD before any physical activity during the ’09-10 season.  This 

must be completed in order to ensure the athletes’ safety, and overall performance in their sport.  

Physicals 
Must be completed every year.  The year begins July 1, 2009.  Physicals must be performed and signed by an MD or 

nurse practioner.   A physical by a chiropractor  is NOT acceptable. 

Emergency Numbers 
If an athlete is seriously hurt and a parent cannot be contacted, someone else must be notified.  Therefore, having at 

least 3 different contact numbers is essential.   

Insurance Company, Identification Number, and Copy of Insurance Card 
This information is important and is absolutely necessary should an athlete need to be transported by ambulance.  A 

copy of the student’s insurance care is preferred for verification purposes.  Be sure to sign and verify your insurance 

information.  If your son/daughter does not have insurance coverage, insurance must be purchased through the school 

prior to any activity. 

Physician Referrals  
The athletic trainer may refer an athlete to a physician should he/she feel it is necessary.  This protocol will be 

followed to rule out a fracture or if an athlete is not progressing with the treatment and rehabilitation that has been 

implemented.  If the athletic trainer feels a condition needs a doctor’s consultation, he/she will contact the coach and 

the parent to explain the present concern.  The athlete will not be cleared to play until the physician states this in 

writing.    This policy is to protect the athlete from further injury. 

If an athlete is seen by a physician for further evaluation, whether taken directly by a parent OR referred by the 

athletic trainer, it is ABSOLUTELY NECESSARY that the athlete returns with a note from the physician stating the 

athlete’s diagnosis, treatment and participation status.  If the athlete is referred by the athletic trainer a medical 

referral form, will be sent with the athlete and must be filled out completely by the physician before an athlete will be 

cleared to play.  Without such a note/form the athletic trainer can only presume that the athlete has not been cleared to 

participate and will not be allowed to return to his/her sport until a medical clearance is received from the physician. 

If there are any questions pertaining to the completion of these forms please email me at: neemanumber1@yahoo.com        

or  HunterH@sac-city.k12.ca.us 

 

Neema Kianfar      Hugh Hunter   Gregory Thomas    John McMeekin  
West Campus Athletic Trainer     West Campus Athletic Director West Campus Principal     West Campus Assistant Principal 
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Original to be held on file in the Main Office for a period of one (1) year after the date the Team Participation Ends 

SCUSD AGREEMENT FOR SPORT / TEAM PARTICIPATION 
[Including Waivers and Releases of Potential Claims and Statement of Other Obligations] 

2009/2010 School Year 
All sections of this Agreement must be completed, with the signed original turned in to the School Office, 

before a Student will be allowed to participate in any manner in Sporting Activities defined below.  
► NOTE: A separate Agreement is required for each Sport in which the Student may participate. 

 
Name of Student Address: 

Grade: DOB: 

School: Telephone: 

Team: Cell Phone: 

 
In Consideration for the Student’s ability to participate in the Team [including any Sport, Cheerleading, Dance, or Marching Band], 
including try outs for the Team, participation in Team practices or training sessions, receiving coaching, training, and direction, 
participating in Team events, shows, performances, and competitions, and traveling to and from any of the foregoing activities (“Team 
Activities”), the Student and the Parent or Legal Guardian (“Adult”) signing this Agreement agree as follows: 

1. It is a privilege, not a right, to participate in extra-curricular activities, including Team Activities.  The privilege may be 
revoked at any time, for any reason, that does not violate Federal, State or District laws, policies or procedures.  There is no guaranty 
that the Student will make the Team, remain on the Team, or actively participate in Team events, shows, performances, or 
competitions.  Such matters shall remain exclusively within the judgment and discretion of the District and its employees. 

2. The Student and the Adult understand the nature of the Team, including the inherent or potential risks of Team Activities.  
The Student is in sufficiently good health and physical condition to participate in Team Activities, and voluntarily wishes to 
participate in Team Activities. Before participating in a Team Activity, a medical clearance shall be submitted (valid for one calendar 
year), signed by a medical doctor (nurse practitioners, chiropractors or other non-California licensed medical doctors are not 
acceptable), stating that the Student has been physically examined and is deemed to be in sufficiently good health and fitness so that 
the Student may fully participate in Team Activities. 

3. The Student shall comply with the instruction and directions of Team Activity teachers, coaches, supervisors, chaperones, 
and instructors.  During the Student’s participation in Team Activities, as well as academic and/or other school activities, the Student 
shall comply with all applicable Codes of Conduct.  The Student shall also generally conduct himself/herself at all times in keeping 
with the highest moral and ethical standards so as to reflect positively on himself/herself, the Team and the District.  Failure to meet 
these obligations may, in the discretion of the District, result in immediate removal from Team Activities and a prohibition against any 
future involvement in Team Activities or other extra-curricular activities.  Should the violation of these obligations also result in 
bodily injury or property damage during a Team Activity, the Adult will (a) pay to restore or replace any property damaged as a result 
of the Student’s violation, (b) pay any damages caused to bodily injury to an individual, and (c) defend, protect and hold the District 
harmless from such property damage or bodily injury claims. 

4. Team Activities contain potential risks of harm or injury, including harm or injury that may lead to permanent and serious 
physical injury to the Student, including paralysis, brain injury, or death (“Injuries”) Injuries might arise from the Student’s actions or 
inactions, the actions or inactions of another Student or participant in a Team Activity, or the actual or alleged failure by District 
employees, agents or volunteers to adequately coach, train, instruct, or supervise Team Activities.  Injuries might also arise from an 
actual or alleged failure to properly maintain, use, repair, or replace physical facilities or equipment available for Team Activities.  
Injuries might also arise from undiagnosed, improperly diagnosed, untreated, improperly treated, or untimely treated actual or 
potential Injuries, whether or not caused by the Student’s participation in Team Activities.  All such risks are deemed to be inherent to 
the Student’s participation in Team Activities.  By this Agreement, the Student and Adult are deemed to fully assume all such risks 
and, in consideration for the right of the Student to participate in Team Activities, understand and agree that to the fullest extent 
allowed by law they are waiving and releasing any potential future claim they might otherwise have been able assert against the 
District, or any Board Member, employee, agent or volunteer of the District (“Released Parties”) by or on behalf of the Student or any 
parent, administrator, executor, trustee, guardian, assignee or family member, and further understand that transportation to or activities 
at another location are “field trips” or “excursions” for which there is complete immunity pursuant to Education Code § 35330. 

5. If the Student believes that an unsafe condition or circumstance exists, or otherwise feels or believes that continued 
participation in Team Activities might present a risk of Injury, the Student will immediately discontinue further participation in Team 
Activities, notify School personnel of the Student’s belief, and notify a parent or guardian of the Student’s belief.  Any parent or 
guardian of the Student shall, thereafter, not allow the Student to participate in Team Activities until the unsafe condition or 
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circumstance is remedied, with any question or concern regarding the alleged existence of the unsafe condition or circumstance 
addressed to their satisfaction. 

6. Emergency medical information regarding the Student is on file with the District and is current.  The Adult agrees to provide 
updated medical information during the course of the Student’s participation in Team Activities.  If an injury or medical emergency 
occurs during Team Activities, District employees, agents or volunteers have my express permission to administrator or to authorize 
the administration of urgent or emergency care, including the transportation of the Student to an urgent care or emergency care 
provider.  In such circumstances, notice to me and/or the Emergency Contact of the injury or medical emergency may be delayed.  
Therefore, any urgent or emergency care provider has my express authority to conduct diagnostic or anesthetic procedures, and/or to 
provide medical care or treatment (including surgery), as they may deem reasonable or necessary under all existing circumstances.  
All costs and expenses associated with such care are solely my responsibility. 

7. California Education Code Section 32221 requires each member of a Team to have insurance protection for medical and 
hospital expenses resulting from bodily injuries in one of the following amounts: (a) a group or individual medical plan with accident 
benefits of at least $200 for each occurrence and major medical coverage of at least $10,000, with no more than $100 deductible and 
no less than 80% payable for each occurrence; (b) group or individual medical plans which are certified by the Insurance 
Commissioner to be equivalent to the required coverage of at least $1,500; or (c) at least $1,500 for all such medical and hospital 
expenses.  You may meet this obligation in one of two ways: 

a. Provide your own private medical and hospital expense insurance coverage.  If this option is selected, please provide 
___________________________ (Name of Insurance Company), ________________________ (Policy number), 
______________________________(list coverage dates or “continuous”).  Under this option, by signing below, the Adult is 
certifying that the Student is presently covered under the listed Policy, the Student will remain covered under the Policy during 
the length of the Team season, and the provided insurance coverage complies with Section 32221.   

b. Purchase insurance meeting the requirements of Section 32221, for the period during which the Student is 
participating in the Team, through a coverage provider made available through the District and is available at your school office 
or by calling Risk Management at 643-9421.  If you are financially unable to pay for such insurance, a payment waiver can be 
submitted [please contact Risk Management If the waiver is submitted, it remains the obligation of the Student and Adult to 
ensure that such coverage is actually purchased; with the District assuming no liability or obligation arising from any actual or 
alleged failure timely to assist or obtain such coverage for the Student. 

8. Employees, agents or volunteers of the District, members of the press or media, or other persons who may attend or 
participate in Team Activities, may photograph, videotape, or take statements from the Student.  Such photographs, videotapes, 
recordings, or written statements may be published or reproduced in a manner showing the Student’s name, face, likeness, voice, 
thoughts, beliefs, or appearance to third parties, including, without limitation, webcasts, television, motion pictures, films, newspapers, 
yearbooks, and magazines.  Such published or reproduced items, whether or not for a profit, may be used for security, training, 
advertising, news, publicity, promotional, informational, or any other lawful purpose.  I hereby authorize and consent to any such 
publications or reproductions, without compensation, and without reservation or limitation. 

9. This Agreement shall be governed by the laws of the State of California.  This Agreement is to be broadly construed to 
enforce the purposes and agreements set forth above, and shall not be construed against the Released Parties solely on the basis that 
this Agreement was drafted by the District.  If any part of this Agreement is deemed invalid or ineffective, all other provisions shall 
remain in force.  No oral modification of this Agreement, or alleged change or modification of its terms by subsequent conduct or oral 
statements, is allowed.  This Agreement contains the sole and exclusive understanding of the parties, with no other representation 
relied upon by the Adult or Student in determining whether to execute this Agreement or in agreeing to participate in Team Activities. 

BY SIGNING BELOW: (1) I AM GIVING UP SUBSTANTIAL ACTUAL OR POTENTIAL RIGHTS IN ORDER TO ALLOW THE STUDENT 
TO PARTICIPATE IN TEAM ACTIVITIES; (2) I HAVE SIGNED THIS AGREEMENT WITHOUT ANY INDUCEMENT OR ASSURANCE OF 
ANY NATURE, AND WITH FULL APPRECIATION OF THE RISKS INHERENT IN TEAM ACTIVITIES; (3) I HAVE NO QUESTION 
REGARDING THE SCOPE OR INTENT OF THIS AGREEMENT; (5) I, AS A PARENT OR LEGAL GUARDIAN, HAVE THE RIGHT AND 
AUTHORITY TO ENTER INTO THIS AGREEMENT, AND TO BIND MYSELF, THE STUDENT, AND ANY AND ANY OTHER FAMILY 
MEMBER, PERSONAL REPRESENTATIVE, ASSIGN, HEIR, TRUSTEE, OR GUARDIAN TO THE TERMS OF THIS AGREEMENT; (6) I 
HAVE EXPLAINED THIS AGREEMENT TO THE STUDENT, WHO UNDERSTANDS HIS/HER OBLIGATIONS. 
 

   
Printed Name of Parent/Guardian Signature Date 
 
As the Student, I understand and agree to all of obligations placed on me by this Agreement. 
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SPORT / TEAM  MEDICAL CLEARANCE FORM 
School Year: 2009/2010 

 
Student Name   
 
Last: ____________________________________First:   __________________________ 
 
DOB: ___________________________________   Phone: _________________________ 
 
School: __________________________________________ 
 
 
Anticipated Team Activities     
 
Fall: __________________________________ 
 
Winter: ________________________________ 
 
Spring: _________________________________ 
 

 
A medical clearance shall be submitted (valid for one calendar year), signed by a medical 

doctor (nurse practitioners, chiropractors or other non-California licensed medical doctors are 
not acceptable), stating that the Student has been physically examined and is deemed to be in 
sufficiently good health and fitness so that the Student may fully participate in Team Activities. 

 
 

For Physician’s Use: 
 
 
I certify that I examined the above student and found him/her fit to compete in Team activities as 
 
follows:    ___________________________________________________________________ 
 
 
 
Past injuries and physical conditions that should be watched are: 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
This Medical Clearance shall be valid for one year from the date signed below. 
 
________________________________   _____________________________  
Date               Physician’s Signature 
                      



 
West Campus Athletics 2009 - 2010 

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 had 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. 

 
____________________________________________ ________________ 
Parent Signature:      Date: 
 
 
 



 
West Campus High School ATHLETIC MEDICAL HISTORY FORM 

 
NAME: __________________________ CLASS of 20___ SPORT: _________________DATE: ______ 

 
PLEASE LIST ANY DETAILS OR SPECIFIC INFORMATION NEXT TO THE CONDITION (INCLUDING SURGERIES) 

Check the correct box CONDITION Check the correct box CONDITION 
Yes  �   No  � Neck Injury involving nerves or 

bones 
Yes  �   No  � Knee injury 

Yes  �   No  � Shoulder Injury Yes  �   No  � Shin Splints 

Yes  �   No  � Elbow Injury Yes  �   No  � Ankle injury 

Yes  �   No  � Wrist Injury Yes  �   No  � Foot injury 

Yes  �   No  � Hand or Finger Injury Yes  �   No  �  Other fractured bones 

Yes  �   No  � Back Injury, or low back pain 
requiring medical treatment. 

Yes  �   No  �  Do you have a broken, chipped or loose 
tooth? 

Yes  �   No  � Hip Injury Yes  �   No  � Broken Nose 

Yes  �   No  � Groin Injury Yes  �   No  � Liver Disease 

Yes  �   No  �  Blood in Urine Yes  �   No  �  Migraine Headaches 

Yes  �   No  � Depression Yes  �   No  � Mononucleosis 

Yes  �   No  � Diabetes Yes  �   No  � Kidney disease 

Yes  �   No  � Epilepsy or Seizures Yes  �   No  � Skin Problems (recurrent infections) 

Yes  �   No  �  Anemia Yes  �   No  � Concussions? If yes please list month / year 

Yes  �   No  � Heart Disease Yes  �   No  � Ulcers 

Yes  �   No  � Heart Murmur or Palpitations 
 

Yes  �   No  � Unusual Bleeding 

Yes  �   No  � Heat Illness 
 

Yes  �   No  � Unusual Bruising 

Yes  �   No  � Hernia Yes  �   No  � Weight change greater than 10 lbs. in past 
year. (loss or fluctuations.) 

Yes  �   No  � High Blood Pressure Yes  �   No  � 
 

Eating Disorder. 

CHECK WHETHER YOU HAVE ANY OF THE FOLLOWING CONDITIONS. IF YES, PLEASE EXPLAIN. 
Yes  �   No  � 

 

Asthma, or exercise induced asthma   If yes, is an inhaler used?               Type? 

Yes  �   No  � 
 

Allergy to any medications (specify medication and type of reaction) 

Yes  �   No  � 
 

Any other allergies i.e bee sting (specify type of reaction) 

Yes  �   No  � 
 

Anyone in your family died suddenly before age 50? (Specify relation to you) 

Yes  �   No  � 
 

Are you missing any organs: eye, kidney, or testicle? 

Yes  �   No  � 
 

At times have you needed to control your weight using practices such as food restrictions, excessive exercise,  
diet pills, fasting, laxatives or diuretics, self-induced vomiting, etc.) 

 
Current Medications ______________________________for __________________ 
 
The above information is true as of  (date)_______ Athletes Signature: ___________________  
 
Parent Name: ______________________  Parent Signature:____________________ 
    (Please Print) 
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