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           Principal
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        JAMES R. HARRISON






        Assistant Principal

SPORTS PERMISSION FORM
2007-2008

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






                   (print full name of student)
_____________________  for the 2007-2008 school year.  


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. 


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.

Information:

Present Grade
          

Date of Birth
_____________       










Signed
________________________________













(parent/guardian)













(parent/guardian)










Date

________________________________ 
EMERGENCY INFORMATION ON OTHER SIDE

VERNON CENTER MIDDLE 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 _______________
