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2011-2012 School Year

The purpose of this packet is: PRIVATE 


To provide the potential student-athlete and his/her family with the forms and information 



necessary for the student to become eligible to try out for a sports team at Rockville High 



School;


•  
All athletes must turn in a completed permission form (attached) prior to trying out for 


a team.  This should be returned to the RHS Main Office COMPLETED ATHLETIC 


FORMS box (for fall athletes) or to the coach (for winter & spring athletes).


•
All athletes must have on file in the school Nurses' Office the SPORTS PHYSICAL 


FORM (attached) filled out and signed by a physician prior to trying out for a team 




(the form must be dated May 1, 2011 or later).  The state mandated 10th grade 


physical or physician's note will also be accepted.


•
IMPORTANT:  The Vernon Board of Education Sports Accident Insurance Plan is an 


"Excess" Type benefit.  The policy does not cover treatment or service for which 
benefits are payable or service is available under any other insurance or medical service plan available to the individual.


•
Every medical procedure is not necessarily covered under the Sports Accident Plan.


•
While we have attempted to provide you with the information necessary for 
participation


in interscholastic athletics at Rockville High School, we realize some questions may arise.  Please feel free to contact the athletic office at the school at  860-870-6050 ext. 327.  We will be glad to assist you.

Steven R. Phelps






Director of Athletics
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ROCKVILLE HIGH SCHOOL


PERMISSION FORM

I hereby give my permission for                                                        to participate in the sport of  ____________________
    





(print full name of student)

for the 2011-12 school year, including field trips.  


I realize that such activity involves the potential for injury, which is inherent in all sports.  I acknowledge that even with the best coaching, use of the most advanced protective equipment and strict observance of the rules, injuries are still a possibility.  On rare occasions, these injuries can be so severe as to result in disability, paralysis or even death. 


I acknowledge that I have read and understand this warning and the CIAC and Rockville High School interscholastic rules and regulations.


To the best of my knowledge, my child is physically able to participate in this sport.

In case of injury, I hereby give authority to the advisor in charge to grant permission to a physician to examine and treat, if necessary, any injury sustained while participating in this activity.

	Consent for Athletic Training Services, Healthcare Procedures, and Release and Exchange of Personal Health Information (PHI) as applies to the Student Athlete

I hereby give consent for my child to participate in the school’s athletic program and to receive any necessary healthcare treatment, including but not limited to first aid, diagnostic procedures, and medical treatment when associated with athletic injury or illness.  I give my permission for that care to be provided by the appropriate certified school staff or medical personnel including treating school physicians, school nurses, Select Medical Certified Athletic Trainer (ATC), Select Medical facilities staff and any other appropriate healthcare providers.  I recognize that the treatment team associated with athletics is varied and extends beyond the medical staff to the coaching staff, athletic director, the guardian, and the individual athlete.  I give Select Medical’s ATC permission to release and exchange information that pertains to my son/daughter’s athletic injury as well as any other pertinent personal health information (PHI) with the appropriate members of the above defined treatment team.   In the event that I cannot be reached in an emergency, I hereby give permission for my child to be transported to receive necessary treatment.  I understand that Select Medical does research in the prevention of athletic injuries and uses generalized information that does not identify the individual student athlete.  Select Medical may use this generalized information that does not identify my child in such research.


Information:

Present Grade
          

Date of Birth
_____________       

Previous high school attended other than Rockville High School ___________________________________         









Signed
________________________________













(parent/guardian)













(parent/guardian)










Date

________________________________   
EMERGENCY INFORMATION ON OTHER SIDE
ROCKVILLE HIGH SCHOOL ATHLETIC EMERGENCY INFORMATION CARD
Athlete's Name
                                                                Sport  ​​​_________________________

Please Print


Last

First
 
  Middle

 Date of Birth _________________________


  Grade __________

Home Address ______________________________________________  Telephone ________________

Father ___________________________________
Mother ___________________________________

Address _________________________________

Address __________________________________

City _______________ State _____ Zip _______

City _______________ State _____ Zip _______

Home Telephone __________________________
Home Telephone __________________________

Business Telephone ________________________
Business Telephone ________________________

In the event parents cannot be reached, call
Name _________________________ Phone _________










Name _________________________ Phone _________

Family Doctor
__________________________________________
Telephone __________________

Orthopedist

__________________________________________
Telephone __________________

Dentist


__________________________________________
Telephone __________________

Primary Medical Insurance company or Plan:
______________________________________________

Policyholder _________________________ Policy No. ___________ Hospital Preference ____________

Allergies To ___________________________________________________________________________

Please answer

Yes or No       Epileptic ________  Diabetic ________  Asthmatic ________   Cardiac Problems ________

Contact Lenses __________  Medications ___________________________________________________

Please list all previous serious illnesses, injuries (include previous back or extremity strains, sprains, fractures), hospital confinements, and surgeries within the past 5 years.

______________________________________________________________________________________ 

______________________________________________________________________________________ 

You have my permission to take whatever action is deemed necessary for the health & welfare of my child.
Parent/Guardian Signature _____________________________________________  
Date _______________

Student Signature ____________________________________________________
Date _______________

