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tMpoRTANT: This form must be compreted annuoily,kept on fire with the school, and is subject to inspection by the Rules compliance Tearn
Yage r ut L

Please Print

M /F Date ofN Cell Phone:

HomePhone:

WorkPhone:
State:-ZiP

Home Address:

Parent /

FAMILY MEDIOAL.HISTORY:
Yes No Condition
fl tr Heart Attack/Disease

n r] Stroke
tr E Diabetes

yourfamilY under age 50 had these

Yes No Gondition
trl tr SuddenDeath
n tl High Btood Pressure

H E si6t t" cellTraivAnemia

Yes No Condition
tr tr Arthritis

tr tr Kidney Disease

n tr EPitePsY

Whom

Cyde:

Has anY member of

Whom

Date

conditions?
Whom

Has the athlete had anY of the following injuries?
Date

Yes No Condltion
Stinger
HandL/R

Yes No
t]tr
trtrtrtrutr
trtr

Condition
Shoulder L / R

Back
Knee Ll R
Ankle L / R
Pinched Nerve

Date

Yes. ition
lnjury / Concussion

E El NCCK lnjury /
6 Arm/ Wrist/

rl Et Thigh L/B
E E Ghronic Shin SPlints

11 tr Severe Muscle Strain

Previous Surgeries:

rltrtrtrtrtrtrtrtrtrtrtr

Head
Elbow L/ R
HioL/R
LowerLegL/R
FootL/R
Chest

ATHLETE MEqlgAL HISTORY: Has the athlete

Yes No Condltlon';- 'E ilJ"J rtlu*ut / chest Pain / Tishtness

n Et Seizures
n E Kidney Disease

E E ttreguiar Heartbeat
n fl Single Testicle

E tr High Blood Pressure

tr A Di;arllFainting
E E otgin Loss (kidneY' sPleen' etc;

tr E Surgery

had anv of these conditions?
Ye-s No Condl$on'tr tr RstnmalPrescribed Inhaler.

; ; sno'tn"ut of breath / Coughing

E tr Hemia
E E knocttedout/Concussion
6 g Heart Disease
E E Diabetes
E t] Liver0isease
n n Tuberculosis
E fr Pr.s"tibed EPIPEN

Condition
ilr"nitt 

"t 
inegularities: Last

Raoid weight loss t galn 
.

Tai<e suPPlementslvitamlns
Heat related Problems
Recent Mononudeost

Yes No
utr
Eutrtrntr
trt]trlu
I]E
nt]

tr E Medications

List Dates foc Last Tetanus
Measles

Signature of Parent

Vaccine:

PARENTS'WAIVER FORM

ro rhe best orour knowredse, we have givenlrue & accurate inrormation & herebv srant eqT'::f,Xr"1J:: l:ffir1,""ffi$til3''1fl1'lliHi'flfl:"t'no
evatuation invotves u ririt|i"#rninuii* "nJ't" "l["ii^fr"'i9i1"i""ry:q: 

norwill it prevent injury !

examination is providecr nitr.,ou[."p""t"tron or pay;;;'ir[ie snarr o" no 
"u'uiIoi "a:'Jn 

p'ouu;t " 
Jti'[i]i" i-"d"d:zzsa "s"inliih; 

iu"m volunteer health-

ill'piouio", unoro' "^provJi'il!' 
LoJ"i"""r"i'' 

odor, osteopathic.d-octor'.uffiiJ::H"',1"J::t}#3"o?:"ffii"#ffii":i:;#:l
rhis waiver, executJ'onrhe'date belorrv bv the undersisnrjd medicar tt",fil'"T't'ffiH;:["d;;il;ti*"lf::"**l:ru:t'"1'":Jlffi::lilJf':11?o1t"gu

srudent athrete n"med aui#, ilH; "; 
il*ripri""nlu"Jii ioui=i.n. law with the full understandtng t

caused by any act o,. o*,J.iIi.,'i"IJ,J io m" t ""rtri[L 
iJ.iiJ", ir r"no"r"o'ioiuit"iiiri"no *itt'o't t#:ffi;;;il"vt"nt herein unless such loss or oan

i"ll""."tObyg'o""ne-glioence' Additionally' ,anamedstudent-athleteneedscareorreatm:ll::."resultoI"llll::'-........-.-.-.."""""'Yes 
No

1 . rf, in the judgment or ;'$iffi *prJJ",iirti"'",.the named student-athrete needs care or rreatment as a result of an injury

, tft"j:ffi,'ff11"fi:*;;;:d.**":l#.x::nm:m:"1'rum'"'?itri$'"'lilfiii3hjtll:i9:, 
Yes N.

:i$:$r*ilr*xi+f**lll**,,ru1;:,,,m*,:1,'#:il',":il:Iff'l;'* 1"" ::
4. By my sisnature u""i" r""' ";;;i".n 

to'3loy mv chld's medical nu"Yfi:.T.:::l]':'''';'::':l::.'""""""""

by the LHSM o, O" ,"i*!"ndtive(s)"or me 
"."otiuttd 

medical personnel' 'i " """ " " ""'

-oate Slgned bY Parent

Heatth Care Provider section on page 2

Typed or Printed Name of Parent



Page zor z

tMpoRTANT: This form must be completed annuary,kept on file with the school, and is subject to inspection by the Rules compliance Teant

Date of Age:

DR (DO), NURSE PRACTITTONER (APRN) OT PHYSICIAN'S ASSISTANT (PA)Schoo

il. CoMPLETED ANNUALLY BY MEDIGAL DOCTOR (MD)', OSTEOPATHIC

GENERAL MEDICAI.#qM

ENT
Lungs
Heart
Abdomen
Skin

ORTfIOPAEDIC EXAM

l. Qpine / Neck

Cervical
Thoracic
Lumbar

u
t]
E]
n
n

Abn
B
tr
tr

rl
tr
tlHip

Abnl
tr
tr
t]
n

tl
tr
t]
tr

Norm
tr
tr
tr

Abnt
tr
tr
tr
tr
n

Abnl
tl
tr
t]

lll. Lower ExtremW
ll. UPoer Extremitv

Norm
Shoulder
Elbow
Hand / Fingers
Wrlst

Norm

Knee

Ankle

Blood
Weight

Height

Heafth Care Ptovider notes (if

I I Medicalty eligible for all sports without restriction

[ ] MedicaltY eligible for certain

[ ] Medically eligible for all sports without restriction

[ ] Not medically etiglble pending further evaluation

I I Not medically eligible for any sports

This recommendation is from a limited screening'

Printed Name of MD' DO, APRN or PA

Revised 5/23

with recommendations for further evaluation or treatment of

Date of Medical Examinatlon

Slgnature of MD, DO' APRN or PA

This physical expires 13 months from the date it was signed and dated by the MD, Do, APRN or PA.


