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This form must be renewed annually, in order to ensure the student athlete’s safety while participating in sports at CWCHS, ECHS, FCHS, GHS, LHS, MCHS or RHHS. Also, if there is information within this form that changes throughout the academic year, the parent/guardian is responsible for notifying the certified athletic trainer with the most current information. This information will be used to help the medical staff, student athlete, and parent/guardian in case of an emergency during a CWCHS, ECHS, FCHS, GHS, LHS, MCHS or RHHS event.
****FIRST TIME APPLICATIONS MUST COMPLETE ALL FIELDS****
	Athlete General Information
	
	

	Name (First, Middle Initial, Last):
	Gender:

 M     F
	DOB:

	Home Address, C/S/Z:
	Sports (list all intending to play):

	Grade Level:    6     7      8      9      10      11      12
	Athlete’s Phone Number:


For families with multiple children in sports at one school, you may refer to one child’s form where duplicate information is concerned.

	Parent/Guardian Information                    
	

	Name(s):

	Primary Phone #:
	Permanent Address:    ____ Same As Athlete or different:

	Secondary Phone #:
	

	Parent Email Address :


Parents will be contacted first in event of an emergency unless otherwise noted.
	Emergency Contact Information (if parents cannot be reached)
	

	Contact Name(s):
	Relationship:

	Primary Phone #:
	Secondary Phone #:

	
	

	Contact Name(s):
	Relationship:

	Primary Phone #:
	Secondary Phone #:


	Student Medical Information                                
	

	Health Problems (Allergies, medical conditions, past surgeries/injuries that required a physician visit etc)

	Current Medications:

	Primary Insurance Co:
	Secondary Ins Co (if applicable):

	_____ Health Maintenance (HMO)   _____ Preferred Provider (PPO)     _____ Other

	Pre-Authorization needed for a Dr. appointment?         YES                     NO                      N/A


Athlete Name: _______________________________
Assumption of Risk:





I,                  

, am aware that participating in any sport can be a dangerous activity involving many risks or injures.  I understand that the dangers and risks for myself (if 18 y/o or older) / my child, 



, could possibly include, but are not limited to, any athletic injury to their general health and their well-being, or even death.  I do understand that it is important that I / my child follow instructions from the coaching staff for proper techniques, rules of the sport, and certain instructions to prevent injury.  I also understand that it is essential that I / my student-athlete follow instructions from the certified athletic trainer on site. Compliance to the certified athletic trainer’s instructions are vital for the prevention and/or healing process of myself / my child while participating in a sport.  I understand the possible risks associated with my/my child’s participation in a sport and I agree to pardon, release, and hold harmless to Wabash General Hospital, the certified athletic trainers, the physicians, and other practitioners of the medical staff from all, and any kind of, liability, claims, actions, cause of actions, demands, costs, losses, and expenses of any kind and nature associated to myself / my child’s participation in a sport.  



Allow Consent

Decline Consent
------------------------------------------------------------------------------------------------------------------------------
Release to Treat:

This consent gives the Wabash General Hospital medical staff proper release to provide treatment and medical attention in emergency and non-emergency situations related to myself / my child’s exposure in athletics.  The medical staff will provide proper modalities, rehabilitation, and treatments within their scope of practices in their medical field.  Revoking of this consent after release can only be done in writing, but you have the right to revoke treatment at any time in writing.

Allow Consent

Decline Consent

 
--------------------------------------------------------------------------------------------------------------------------------------------------------
Release of Medical Information to Coaches:

This consent will allow, or decline, the ability to release any sport related medical, injury, and playing status information among the Wabash General Hospital medical staff and the coaching staff of myself / my child.  This information includes, but is not necessarily limited to, the nature of the injury or medical condition, possible treatment, projected playing status, and rehabilitation information.  Any other information concerning the student-athlete will remain strictly confidential within the medical staff.  Authorization maybe revoked at any time in the form of writing.





Allow Consent

Decline Consent


------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
I give authorization to the Wabash General Hospital medical staff and / or medical consultants to evaluate and treat any injures that occur during my child’s participation in athletics.  I understand that the certified athletic trainer has the capability to limit my child from participation because of an injury and / or because of undue risk.  I give authorization to Wabash General Hospital’s athletic training staff to release medical and insurance information to the institution’s secondary insurance company for payment of excess bills due to any injury that may have or may occur. 





Allow Consent

Decline Consent

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Concussion Information Sheet: (Initial where appropriate)

_____ Athlete initials 
I learned about concussion and talked with my parent or coach about what to do if I have a concussion nor other serious brain injury. 

_____ Parent initials
I have read the fact sheet for parents on concussion with my child or teen and talked about what to do if they have a concussion or other serious brain injury.  
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
For Students already 18 y/o:

Per HIPAA law, students 18 y/o or older, retain ownership over their medical information.
List the family member(s) or other person(s) that we may inform of your medical condition, treatments, test results, appointments, and other medical information.

Name: ___________________________________________ Relationship: ______________ Phone #: ______________

Name: ___________________________________________ Relationship: ______________ Phone #: ______________
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Authorization for release of information for publication
__ I give Wabash General Hospital WHG) permission to photograph, videotape, audiotape, and/or quote me for the use of the website, newspaper advertisements, brochures, and all other marketing needs. (This authorization shall remain valid unless revoked. I impose no specific restrictions regarding the above other than those that follow:


I understand that I have the right to review all materials in which I appear before they are published, by indicating my desire to do so here. However, approval of such material will be done on a timely basis so as to not impede the operations of WGH.
 ___ Review   ___ No Review

__ I do not give WGH permission to photograph, videotape, audiotape, and/or quote me for the use of the website, newspaper advertisements, brochures, and all other marketing needs.

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Parent/Guardian Signature (not required for athletes 18 y/o)


Date

Athlete Signature (if 18 years or older)





Date
MEDICATION AUTHORIZATION 
PARTICIPANT INFORMATION: Provide name and age of your child. For families with 2+ children, one form may be completed for all involved. (Hereafter “Athlete”)

	ATHLETE NAME

	SCHOOL YEAR

	
	

	
	

	
	

	
	


I give permission for the athletic trainer to administer the following medication to my Athlete(s) consistent with medication directions, for treatment purposes, should the need arise. Check all that apply.

	
	Benadryl for swelling, hives, allergic reaction

	
	 Bug repellant

	
	Calamine lotion for bug bites and poison ivy

	
	Hydrocortisone cream for mild skin irritations, poison ivy and insect bites

	
	Ibuprofen

	
	Medicated lip ointment for dry, chapped lips, lip blisters or canker sores

	
	 Medicated powder for skin irritation

	
	Throat lozenges and or spray for sore throat

	
	Tylenol/Acetaminophen

	
	 Visine or other eye drops for minor eye irritation


Please initial the following statements:
___ I understand that these over-the-counter medications are not required to be kept on-hand, nor readily available to be administered immediately.

___ I understand that OTCs does not include emergency medical devices such as Epi-pens and inhalers which are the responsibility of the parent and the Athlete.  Such devices may be kept with athletic trainer during practices and games, but I understand it is not the responsibility of the athletic trainer to provide such devices since such medications are prescribed from physician to patient.

___ I authorize the administration and/or observation of use of medications to my Athlete as indicated above as part of a comprehensive treatment plan and general first aid for illness or injury. 

	Parent/Guardian Name:
	

	Parent/Guardian Signature:
	                                        Date:


This form must be updated annually and kept in the appropriate file(s).

