Please fill out using Black or Blue Pen                                                                    AHS Athletic Medical Release
Athlete’s Legal Name:   _________________________________________     Nickname: ___________________     




Last                                                    First

Birth date: ___________________Athlete’s Cell # ________________________  Student ID # _______________
Gender:   M      F      

 Age: _________  

Circle One:
Frosh.    Soph.      Jr.      Sr.
 
Circle sports you would like to participate in.

Please - only 1 sport per season. If you change your mind at a later time, simply advise the Athletic Director’s office.

Fall and Winter:
Cheer Squad 

Fall Sports: 

Cross Country 

W Volleyball 
W Golf 
Football 
W Tennis



W Water Polo

M Water Polo 

Winter Sports:

W Basketball 

M Basketball 


W Soccer 
M Soccer
Spring Sports:

 Track & Field 

M Volleyball 
M Golf 

Baseball 
Softball



 W Swimming/Diving
M Swimming/Diving
 
M Tennis
Badminton 
In the event that I (parent/guardian) cannot be reached, I hereby authorize the administrator, or coach in charge, as agent to the student, to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by and is to be rendered under the general or special supervision of any physician or surgeon licensed under the provision of the Medical Practice Act., whether such diagnosis or treatment be rendered at the office or at the hospital. 

Every student participating in interscholastic athletics must be covered by medical insurance. Please indicate the insurance carrier that insures your son/daughter, the policy number, and the name of your family physician and attach a copy of your medical card. If you do not have insurance you must purchase an insurance policy.  Applications are available in the school main office. After completing the application and before mailing it in make a copy of the completed application and the form of payment and attach copies to this Athletic Release for verification. 
INSURANCE CARRIER: _________________________________________ POLICY #: _________________ 

NAME OF PHYSICIAN: _________________________________________ PHONE #: __________________ 

Known Allergies: ___________________________________________________________________________ 

Is the student currently taking any medication? ______ If so, please list: ________________________________ 

Is the student allergic to any medication? ______ If so, please list: ____________________________________ 

Has the student had any major operations or serious injuries? ______ If so, please list: ____________________ 

__________________________________________________________________________________________ 

Parent Name (Print): _________________________________________________________________________ 

Address: __________________________________________________________________________________ 

                                 Street, City, State, Zip Code 

Home Phone:_____________________Cell Phone:____________________Work Phone:__________________

Parent(s) Email: _____________________________________________________________________________ 

____ I do not authorize the Athletic Dept. permission to share information on this page with the Athletic Boosters.

SIGNATURE OF PARENT/GUARDIAN: __________________________________DATE:________________
_____________________________________________________________________________________________________________________________________________________________________________________

NAME OF PERSON TO BE CONTACTED IF PARENTS/GUARDIANS ARE NOT AVAILABLE 

Name: ____________________________ Home Phone: __________________ Work Phone: _______________ 
______________________________________________________________________________________________________________

Copied_______     Spreadsheet______


         2 - Medical Release

