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In addition, I assume any expenses for lability not covered by the above required
insurance policy for injury received by the above named student while participating in
sports authorized above and accept full responsibility for medical and hospital expenses
and any other related expenses and do hereby hold harmless the Bay/Waveland School
District and the Board Of Education of the Bay/Waveland School District, their agents or
assigns, of responsibility for any such injury or expenses and waive any and all claims
which may arise against them. [ realize that participating in organized high school
athletics involves the potential for injury which 1 inherent in all sports, sometimes severe
enough to result in total disability, paralysis or death.

PARENT/GUARDIAN SIGNATURE DATE



;
3

A 2 L o

e .
i I A AP
QY SIER] LY Rz

YViston: R 29/

/ o /
~ Unequat

 MEDICAL

i

[

Appearance A
Skin “
Marfan Sugmata ]

Abdomen

Othﬁ»ri |

SESUE SESNS, NSO SN S N

|
:{
- . R - [
IV T ——— — - — )
MUSCULOSKELETAL }
 Deek e ]
] Back e B . e NJ
;S‘bouidrzr/}\rm ) o ~ 1
_Elbow/Forearm - — —]
_}}f_ rist/Hand . o _ _ o }
Hip/Thigh _ ) .
Knee i L . _ ]
Leg/Ankle | ) - B i[
Foot E I . i
CLEARANCE
0 Cleared
[ Cleared after completing evaluation/rehabilitaition for:
[ 1 NotCleared for: Reason:
Recommendations: . I
Namnie of Physician (print/type): - Date: B
Address: o - Phone: . 3
Signature of physician: - . e MD or BO



B4Y HICH SCROOL TIGHR PRITF, BAND Foir e

PARENTAL BR SSION FOR EMERCENCY MADICAL TREATYENT ,?

Srodent's Name

“ ~v“7 —w»---rmxmnw. ” A t
SBaramiGuacdian’'s Name :
; :
| :
H
. ‘f $
Sdgdrass |
City State Zip :
|
Home Bhone # Wo s Phane § ] Call Phone # \
; |
!
Tnsurance Go Name !
i
Foliey # Group§ |

i
i
List any medicine allergies: L
List any surgerias with approximalc: dates: [ J
| |
x e . -
Listany ongoing medical problerns ; - |
’ i
, i f
T
|

List any madications and dosages sken on g daily bafaif;@:

1

!

List any medications and dosagas:
for insect stings, headache meds. allergy/sinus meds, elc)

| : j
taken occasionally [(This includes emergency meds such as epinenn’

!
i
I
j
¥
f
i

= shot?

Wohan was vour chitd's tast tetar
Has your child ever had? l

[ High Blood Pressure
1 Low Blood Pressure
{1 Diabates
1 Low Blood Sugar f’
1 Asthma ‘
i
| authorize emergency medical reatment for above _éﬂame:«fd rridnor,

-

i

i

oo

{1 Altergic Reaction o mwzz Difgsrermgs
£1 Allergic Reaction to Medi¢ation

{1 Fainting Spsils |

1 Selzures

1 Bleeding Froblems

{Jate



