MARINERS CHRISTIAN SCHOOL

Parent form

STUDENTS NAME:
Last First

GRADE: BIRTH DATE:

Day / Month / Year
HEALTH HISTORY OF STUDENT (To be completed by parent)
***Please check appropriate line. Has your child experienced any of the following
conditions? If YES please explain below. S o
YE N

Diabetes
Asthma
Unusual weakness, fainting or dizziness

Any broken bones, torn ligament or tendons

Previous hospital care or surgeries

Irregular heartbeat or murmur

Taking any medications (please explain reason)

Hernia

Seizures / convulsions / epilepsy

Hearing or visual impairments

Under the care of a physician at the present time

Are there any conditions that the coaches should be aware of
Please explain any yes answers:

The above information is correct to my knowledge. | am aware that participation on
extracurricular sports teams can cause serious injury and even death. Knowing that, |

hereby permit my son/daughter to participate on extracurricular sports teams sponsored by
Mariners Christian School.

Signature of parent or legal guardian:

DATE:




MARINERS CHRISTIAN SCHOOL
ATHLETIC PHYSICAL FORM

THIS PORTION IS TO BE COMPLETED BY EXAMINING PHYSICIAN

NAME: poB:.____
HEIGHT:___ WEIGHT:____

PULSE:___  BLOOD PRESSURE: /

EARS:___ NOSE: THROAT:

Dental evaluation (missing teeth, dental bridge, false teeth)
Respiratory impairment?
Cardiovascular abnormalities?
Neurological evaluation:

MUSCULOSKELETAL EVALUATION
Neck, shoulder girdle, upper extremity

Abnormalities?
Limitations of movement?

Trunk
Rib abnormalities?

Thigh and knee
Hamstring or quadriceps abnormality?
Knee ligament and stability?
Knee joint effusion or crepitiation?

Calf, ankle and foot
Achilles tendon disorder?
Ankle ligament stability?
Ankle joint effusion or crepitation?
Foot problems?
Limitation of movement?

| examined this student on . No physical condition was detected which
would reasonably be anticipated to render this athlete physically unfit to engage in any
sport, except . (If none, state “none”.)

Examining Physician
Phone:




