INTERSCHOLASTIC SPORTS PERMISSION/EMERGENCY NOTIFICATION/PHYSICAL FORM

Student Name: Date of Birth:

Permission & Liability Waiver
My son or daughter, named above, has permission to participate fully in all Carolina Friends School athletic activities during
the 2007-08 school year.

Signature Relationship Date

Signature Relationship Date

I, as parent or legal guardian, do hereby grant the Carolina Friends faculty & coaches the right to authorize emergency
medical treatment for my child named above in the event that I, or my designated representative, cannot be reached. I agree
to hold harmless Carolina Friends School and its agents from liability arising out of an accident situation. The North
Carolina Good Samaritan Law will apply.

Signature Relationship Date

Signature Relationship Date

If your child needs ibuprofen, Tylenol or other medication and you would like CFS personnel to provide any of these
medicines, please sign below to authorize him/her to do so. I give permission to provide to my child:
Ibuprofen Tylenol Other

Parent Signature
Family Information

Parent/ Guardian Phone H: W: Cell:
Address:

Street City State/Zip code
Parent/ Guardian Phone H: W: Cell:
Address:

Street City State/Zip code

Names of relatives or friends in the event you cannot be reached:

Phone:

Phone:

Insurance Information (The School requires that your child is covered by health insurance)

Policy Holder: Company

Insurance Company: Policy #

Health Care Information

Family Physician: Phone: Dentist: Phone:

Orthodontist: Phone: Hospital preference:

OVER



To be completed by parent/guardian - Please attach an additional sheet to explain any “Yes” answers.

. Has your child had an illness or injury in the past year? Y N
. Has your child been hospitalized or had surgery? Y N
. Is your child currently taking any prescription or over the counter medications or using an inhaler? Y N
. Does your child have allergies to food? Y N Medicines? Y N Stinging insects? Y N
. a. Has your child ever passed out? Y N
b. Has your child ever been dizzy durmg or after exercise? Y N o
c. Has your child ever had chest pain during or after exercise? Y N
d Does your child tire more quickly than his/her friends during exercise? Y N
e. Has your child ever had a racing heart or felt his/her heart skip a beat? Y N
f. Does your child have high blood pressure or cholesterol? Y N
g. Has your child ever been told he/she has a heart murmur? Y N
h. Has any family member died of heart problems or sudden death prior or to age50? Y N
i. Has your child had a severe viral infection within the past month? Y N
j.- Has a physician ever denied or restricted his/her participation in sports s for any heart problems? Y N
6. Does your child have any current skin problems? ¥ N
7. a. Has your child ever had a head injury or a concussion? Y N
b. Has your child ever been knocked out, become unconscious, or lost his/her memory? ¥ N
c. Has your child ever had a seizure? Y N
d. Does your child have frequent or severe re headaches? Y N
e. Has your child ever had numbness, tingling in his/her arms, hands legsorfeet? Y N
f. Has your child ever had a stinger, burner or pinched nerve? ¥ N
8. Has your child ever become ill from exercising in the heat? Y N
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9. Does your child have asthma or seasonal allergies that require medication or inhibit his/her ability to exercise? Y

10. Does your child use any protective equipment or braces not usually used in sports? Y N
11. Does your child have any vision problems? Y _ N Does your child wear contacts or glasses" Y N _
12. Has your child ever had a sprain, strain or swelling after injury? Y N

TO BE COMPLETED BY A PHYSICIAN

I have reviewed above history
Please check or note problems below:

[lVision L R L] Heart [ Neurologic [ Knees

[] Ears, Nose, Throat [] Abdomen [] Neck/Shoulder [ Flexibility
[J Lungs [ Lymphatic [ Back [ Asthma
If asthma was checked is an inhaler used during/prior to athletic participation: yes no
Comments:

Major Injuries (especially recent orthopedic):

Protective equipment (beyond what is required by sport):

Review by physician Full, unlimited participation

Limited participation

Limitations:

Physician’s Signature: Date:

Address: Phone:
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N__



