[image: image1.jpg]


Lutheran South Unity School

5401 South Calhoun Street

Fort Wayne, IN 46807

P: 260.744.0459

F: 260.745.9265
2011 – 2012 Sports Physical Form
Psalm 25:4 Show me your ways, O Lord, teach me your paths.

Name__________________________________________________________________________

(please print)        Last                                                      First                                     Middle Initial

School Yr._______________;  Date of Birth_____________________;  Age__________________

(CHECK ONE)  Female_________;  Male__________;  Phone_____________________________

Address________________________________________________________________________

With whom do you live?  (CHECK ONE)  Parent_________;  Guardian_________;  Other________

_____________________________________________________________________________

PARENT CONSENT (To be completed and signed by parent or guardian)

I hereby give my consent for the above named student to participate in the following interschool sports which are circled:

Boys Sports:    Basketball       Football       Soccer         Track     Wrestling

Girls Sports:     Basketball       Cheerleading       Soccer      Track       Volleyball     Gymnastics


I understand that participation may necessitate early dismissal from classes and travel.  I will not hold the school authorities responsible in case of accident or injury as a result of this participation.  My child has adequate family insurance coverage (yes)_______     (no)_______.

Date__________________;  Parent/Guardian Signature_________________________________

PLEASE COMPLETE STUDENT’S MEDICAL HISTORY ON OTHER SIDE OF THIS FORM

STUDENT MEDICAL HISTORY (To be completed by parent or family physician)

Name of Student_______________________________________________________________

Parent’s Name_______________________________________  Phone____________________


(Circle One)


Yes        No       1.  Has had injuries requiring medical attention.


Yes        No       2.  Has had illness lasting more than a week.


Yes        No       3.  Is under physician’s care now.


Yes        No       4.  Takes medication now.


Yes        No       5.  Wears glasses. (yes) ___  (no) ___     Contact Lenses.  (yes) ___ (no) ____


Yes        No       6.  Has had a surgical operation.


Yes        No       7.  Has been in hospital (except for tonsillectomy)


Yes        No       8.  Do you know of any reason why the individual should not participate in all sports?

Please explain any “Yes” answers to above questions.___________________________________

_____________________________________________________________________________

_____________________________________________________________________________


Yes        No       9.  Has had complete polio myelitis immunization.


Yes        No     10.  Has had a dental check-up within the past 6 months.

                                       11.  Most recent tetanus toxoid immunization (date)_____________________

Parent or Physician Signature______________________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

PHYSICIAN’S CERTIFICATE (To be completed annually by physician)

(Cooperatively Prepared By The National Federation of State High School Association And The Committee on Medical Aspects Of Sports Of The American Medical Association.)

Name of Student__________________________________  School_______________________

Significant past illness or injury_____________________________________________________

Grade______; Age______; Height________; Weight________; Blood Pressure_______________

EXAMINATION



   SATISFACTORY

            UNSATISFACTORY

Vision                                                               
______



______                  

Hearing





______



______

Respiratory




______



______

Cardiovascular




______



______

Liver, Spleen, Kidney



______



______

Hernia, genitalia




______



______

Musculoskeletal




______



______

Skin





______



______

Neurological




______



______

Lab Tests-Urinalysis



______



______

Other____________________


______



______

_________________________


______



______

I hereby give my consent for the above named student to participate in the following interschool sports which are circled:

Boys Sports:    Basketball       Football       Soccer         Track     Wrestling
Girls Sports:     Basketball       Cheerleading       Soccer      Track       Volleyball     Gymnastics
Physician’s Address______________________________________  Phone_________________

Date of Examination_________________  Signed__________________________________M.D.

