






Athletic Release Form 

Athlete's Name:. __________________________ _ 

Grade: ___ Sport(s) Participating in this school year:. _____________ _ 

Parents/Guardians Name: _______________________ _

Home Phone: _______ Cell Phone:. _______ Work Phone: _____ _ 

Home Address: 
---------------------------

Mai Ii n g Address:. __________________________ _ 

City: ________________ Z.ip:. __________ _ 

Email (parents): __________________________ _ 

Email (students): _________________________ _ 

By signing this form, you are indicating that you have read, understand and will support the 
rules, policies and procedures of the Benzie County Central Schools. 

You are also acknowledging the fact that you understand athletics have an inherent risk 
involved while participating in sports. The coaches and staff are trained to maintain your 
athlete's safety as their most important priority, but you must also remind your athlete they 
need to follow the directions given by the coaching staff. 

Understand at times, the media and other educational institutions request information about 
your athlete and their athletic activities, you understand we will provide only the following 
items: name, grade, individual and/or team pictures, game statistics, and annual awards, other 
information will only be supplied with proper releases from the counseling office and principal's 
office. 

I hereby give my consent for my athlete (name) _____________ to 
engage in interscholastic athletics and for the disclosure of the MHSAA of information 
otherwise protected by FERPA and HIPPA for the purpose of determining eligibility for 
interscholastic athletics: and I understand the possibility that serious injury may result from 
participating in athletic activities. My athlete has my permission to accompany the team as a 
member on its out-of-town trips. I further understand that my son/daughter will be expected to 
adhere firmly to all established athletic policies of Benzie County Central Schools and the 
Michigan High School Athletic Association. 

Student/athlete Signature Parent/guardian Signature 

Date Date 





CONCUSSION DANGER SIGNS 

ln rare cases, a dangerous blood clot may form on the 
brain in a person with a concussion and crnwcl the b,·ain 
ilgainst the skull. An athlete should receive immediate 
medical attention if after a bump, blow, or jolt to the 

head or body s/he exhibits any of the following clanger 
signs: 

0 One pupil large,· than the other 
0 Is dl'Owsy 01· cannot be awakened 
0 A headache that gets wo,·se 
• Weakness, numbness, or decreased coordination
• Repeated vomiting or nausea
• SI u n·ecl speech
• Convulsions or seizures
• C.innot recognize people or places
0 Becomes increasingly confused, restless, or agitated
• Has unusual behavior
0 Loses consciousness (even a brief loss of consciousness

should be taken seriously)

WHAT SHOULD YOU DO IF YOU THINK 

YOUR ATHLETE HAS A CONCUSSION? 

1. If you suspect that an athlete has a concussion, remove
the athlete frolll play a11d seek medical attention. Do not
try to judge the severity of the injury yourself. l<eep the
athlete out of play tile clay of the injury and until a health
care prnfessiont1I, experienced in evaluating for

concussion, says s/he is symptom-free and it's 01< Lo
return to play.

2. Rest is key to helping an athlete recover from a
concussion. Exercising or activities that involve a lot of
concentration, such as studying, working on the computer, 
and playing vicleo games, may cause concussion symptoms
to reapµear or get worse. After a concussion, returning to

sports and school is a gradual prncess Lhal should be

carefully managed and monitored by a health care
professional.

3. Remember: Concussions affect people clifferenlly. While

most athletes with a conc11ssion recover quickly ancl fully,
sonie will have symptoms that last for days, or even
weeks. A more serious concussion ct1n last for months or

longer.

WHY SHOULD AN ATHLETE REPORT 

THEIR SYMPTOMS? 

If an athlete has a concussion, his/her brain neecls time to 
heal. While an athlete's brain is still healing, s/he is much 
rno1'e likely to have another concussion. Repeat conc11ssio11s 

can increase the time it takes lo 1'ecover. In ,,are cases, 
repeat concussions in young athletes can ,,esult in brain 
swelling 01· permanent damage to their brain. They can even 
be fatal. 

STUDENT-ATHLETE NAME PRINTED 

STUDENT-ATHLETE NAME SIGNED 

DATE 

PARENT OR GUARDIAN NAME PRINTED 

PARENT OR GUARDIAN NAME SIGNED 

DATE 

JOIN THE CONVERSATION rr_. www.facebook.com/CDCHeadsUp 





professional. Symptoms indicate that your brain has not yet recovered from the concussion and 
needs more rest. 

*If there is anything on this sheet that you do 1101 understand, please ask an adult to exp/ai11 or read it to you.

Athlete Name: 

This.form must be completed by eve1y athlete, even if'there are multiple athletes in the household. 

Parent or Legal Guardian Name(s): 

Review and sign even if athlete is I 8 or older 

D We have read the "Athlete and Parent or Legal Guardian Coneussion Information Sheet
{( true, please check box 

Athlete After reading the information sheet, I am aware of the following information: 
Initials 

A concussion is a brain injury, whieh should be reported to my parents, my coach(es), or athletic 
trainer. 

A concussion can affect the ability to perform everyday activities such as ability to think, balance, 
and pe1fo1111 in the classroom. 

A concussion cannot be "seen." Some symptoms might be present right away. Other symptoms 
can show up hours or days after an injury. 

Parent or 
legal 
guardian 
Initials 

I will tell my parents, my coach, or athletic trainer about my injuries and illnesses. Not Applicable 

If! think a teammate has a concussion, I should tell my coach(es), parents or athletic trainer. Not Applicable 

I will not return to play in a game or practice ifa hit to my head or body causes any concussio, Not Applicable
related symptoms. 

I will/my child will need written permission from a medical professional trained in concussion 
management to return to play or practice after a concussion, an athletic trainer then a doctor. 

According to the latest data, most concussions take days or weeks to get better. A concussion may 
not go away right away. I realize that resolution from this injury is a process and may require more 
than I medical evaluation. 

I realize that emergency department or urgent care physicians will not provide clearance if the 
patient is seen right away after the injury. 

After a concussion, the brain needs time to heal. I understand that I am/my child is much more 
likely to have another concussion or more serious brain injury, even death, ifretum to play or 
practice occurs before concussion symptoms go away. 

Sometimes, repeat concussions can cause serious and long-lasting problems. 

I have read and understand the concussion symptoms on the Concussion Information Sheet. 

Signature of athlete Date 

Signature of Parent or Legal Guardian Date 



Consent for IVledical Treatment 

MUNSON HEALTHCARE 
Benzie Central High School·Athletic Training 

!, ______________ , an 18-yea1· old or Parent or legal guardian of 

____________ , born _____ , recognize that as a result of athletic 

participation, medical treatment on an emergency basis may be necessary, and further 

recognize that school personnel may be unable to contact me for my consent for emergency 

medical care. The emergency medical care initially, will be provided by a Certified Athletic 

Trainer or Board Certified Sports Clinical Specialist in Physical Therapy {SCS). I do herby consent 

in advance to such emergency care, including hospital care, as deemed necessary under the 

then-existing circumstances and to assume the expenses of such care. 

Student's Name: ____________ Gender: _______ Grade: ____ _ 

Emergency Contact 1 Name: ________________________ _ 

Cell: Work: Relation: _______ _
--------- -----------

Emergency Contact 2 Name: ________________________ _ 

Cell: ________ Work: __________ Relation: ________ _ 

Date: _________ _ 

Signature of r>arnnt or Guardian or 18 vear·old 









Student N a me: ______________________________ _ Dcile of Birth:
----------

Doctor: _____________ _ 

) Has " doctor cvm denied or restrrcted your participation rn !;ports for any reason? 
Do you_have any ongoing rnHdical con<lrfons'I If so. pte;,se identify below· 

LI A�thma J Anemir1 J Diabetes U tnfectrons □ Other: -----.. -···· i Have vou ever spent the night u1 the hospital or havo you ever h,id suruory? 

!_ __ .--. .. 
H«vc vou ever p3ssed Olli or nearly passed out DUR ING or AFTl:f{ exorcise? 
H,we vou ever had diScQmfort, pmn, tightness, or pressure in your chest dunng exercise? 
Does your he,,rl evBr rflGe o, skip beJts (irregular heats) <lunng exerc1s,i? 
Has a doctor cv<;r told you that you have any heart problems? Check nll lhilt apply 

U High hli:,..-J prnssurc □ Hci1rl murmur U Henrt 1nfec1ron U Hig11 cholesterol 
U Kai.v:1sak1 rli5f.'!i\Se lJ Other: 

1 Has a d•l<:tor orrl,m)(I ,1 to.st for you, h,;arj? (example. ECG/El<G. echocM<lrowam) 
I Do you (l<lt hghthead0cl or· feel nlOl'0 sh�;i·�r'i;7�;th than expected du;;ng exerc1se'I 
1 Do yoti havo a

.
ht:Hory of seizure disorde1 or had an unexplained seizur�? 

, Do you �et more l1rcd or sh<�t of breillh more quickly than your frronds during exercise? 

, _t: '.8-.�.?�J.<'l_'fl 111 y:,ur family had unexpla.in,id _f��.�.t�-�9.:_�nexpfained se11.ures or n<rnr drowning? 
Does anyone in 101ir f31111ly have a heart problem, pacemaker or 1111plant0d dcfillrillalor' \--.-

.
.. ...-............... ' --·-

! Has any farn:ly member or relatrvc died of heart problems or lmd an unexpecte<I or unexplained sudden 
'. .. rJcath �efore age !">O 1rnch1rl1ng drowning, unexplnined r.ar actident or sudt1on infant death syndrome)? 

Docs rlnvone 111 your family hilve hypcrtroph1c c;irrlil}rnyopallf' Marian syndrome, arrhythmo91m1c 
nghl vuntnwlar ,;ardiomyopathy. long QT syll(lrome, short O syndrome, llrtrgada syndrome or 
cnlechnl,1m1nergic polymorphic ventncular tachyc;mli;1? 

Have yoo ever haj an in1ury 10 a bone. muscle. lrga,nenl or tendon lhal caused you to m,ss a pracrrce or a oame? 
: i·tave vou over l,;�l.any broken ,,r fractured bones, dislocatud joints or stress frar.ture? 

Have i•ou ,wor l,ac an 1n111r1 that rcq111rcd x-r,1ys, MRI, er scan. in1ectrons, the.rapy, a lir.1r.c, a ,.1st or c�1tcl\Os? 
Do you rngulmly use a brar.e. ortholic;; or olher assistive devici,? 

( \ D" you havo ;J bone, muscle or Joint injury that bothers you? 
� Do �-�;;;··;x;;�;;·�()ints become painful. s;�Jl�r�. foci wnrm or look rorl? 

Do yO:J_h�ve �ny history of jL1venile arthril1s or connr1rtive tissue disease? 
1 .��V..'.'}9.H.�v, ,

.
r .1.1.;l(I an ..ray fr)r neck i1.1stallility or aUantoaxral insWbility !Down syndrome. or dwarfism)'/ 

Doctor's Phone:  __________ _ Date of Exam:
----------

. --�-
-- ·-··-·· 

.,.,.�,- ,_ 

Do vou cough. wheeze or have diffictrlly breathing during or after exercise? 
t-:-:----""--:----;_,:,._,:,___;:,,.;,,,_...:c..:_..:....:,_::__:--=:.:__----j--. --... -Hove you ever used 11n inhaler or laken aslhma med1c11re'> 

Is there iinyonc in your family who lrns ilSthma? 
· W�ro y�u born wilhout. or missing a kidney, eye, toslicle (;;�ie;). ;pleen or ;�;;�·-1-hc_r_o_rg_a_n_? --J .

.
. ..... . .

.
..
.
.
.. 
. 

Do you have groin pnln or a palnf(II bulge or 11,m1ra in the groin nrea? 
H,we you 11,KI infectious mononu<:leos1s !mono) within tho Inst month? 
Do you have nny r/lsl1es, pressure sores or ot11or sk111 problems? 
Have yo(I 1·rad a herpes or MRSA skin infection? 
Do you ll/lve IHW<lorhes or get frequr.nl muscle cramps when exertisrng'I 
Have you over IJecomc ill wliile exercising 1n lhe lieat? I---'----------_;; _______________ ........... .Do you or someone in your l;rmily hnve sickle w11 trail or d1se,1se'/ 

Have you 11,1(1 any problems wilh your eye,; or vision or any eye inJlines? 
Do you wear glilSSflS or contacl lenses? 
Do you wear proleclive oyewoar such as goggles or a filce shield'> 
Immunization History: Are you missing any rncommendcd vaccines? 
Do you h,we any alle.r!Jies?
Have you evr,r had ti he�d in1ury or conr.ussion? 
Do you have any concerns tlwt you would like to discuss with a doctor? 
ffave you ever received a blow lo tho l1ead t11m caused confusion. prolonged headache or 
memory problems? 
Have you ever had r1111nbness. tingling, weilkness or inabilily to move your :mns or leqs 
after hninfJ hit or f,i lling1 

Hav.1 you ever had an e;Jlin� disorder? 
Do you worry ol1out your weight? 

1-A..:.r..:.e.1.y.:.ot:.1 .::.1ry'-'rn-'-'u'-'t.::.o.::.o.::.
r 1,,,:,a

..
:.s..:.,1.::.ny

'-'o.::.n..:.e.::.re:.• c..:.or.::.n..:.rn.::.nr_,< ..:.U_,a_t .:.yo_ _n_o_r_to..:.se_. _w_e1::.g1_1t_? ______ f------!· .... 
·
---

l\r� you on a sper.ial diet or do you moid ccrtnin types of foocts? 

Havn you Aver harl a menstrual period? 
How old w<,re you when you had your first menstrual pori()( I? 1-------'---'---'---------------------i,, ........ 
How many periods have you l1acl in the 111st 12 months? 

01.�•· •• , ;-r-..:r·. • • • 

l!H_F?:HYSICAL:.1EXAMINA:rilON"&,Ml;f?ICAL'•C�EARA,NCE: Completed:_by MD,,.DO,· PA-or NP, • RETURN DIRECTLY TO PATIENT

EXAMINATION: Height: Weight: 0 Male O Female 

[,MEDICAl'l'�'PI . ,, ""'· :· '.--,:q,-, -;��\;;•:i,\';l'�'J.'>r'1~-; ,, --
-- J.,n: ��.'.,.� ... •, .. ;,L �:,,� ... -• �, . .._:��':';, 

"' 
' 

Ii,,.,-,, '''•L 

, Appe.irnnce. Marf.111 stig1m1t,, lkyphoscolios1s. IHgh-arc 1ec pa ate. pectus excav<1 um. arac ino ;:,c y y, I I d t I 
, �"" span , hcig�I. hyperlasity, myopia. MVP, aortic insuffrc,cncy) 
I Eycs!Ears/NoscffhroaL Pupils Equal Hearrnq 
: L vrnph nodes 

Hearl: Mtmnurs ('u1scultalion standinq . supine, +/- Valsalva\ l.ocntion of 1J-Oint of 1naximal 1moulse fPMII 
Pulsrt.. Sunull.:;1nenus fo:mornl 3nd radial pulses 

' L trrl(JS 

Abdomen 
G�nitourrn,l!) lm8le,; only/ 
Skrn: 

LNourolo9ir; ... 
HSV: 

·-·�·--···" --�-·-··.,···· 
Lesions sugqo�t,ve of MRS!\, linon cornorrs 

______ ... � .. ,, .. 

BP: Pulse: 
,,,. ,, I NORMAL·, : i·ABNORMAL 

Vision: R 201 

: MUSCULOSKELETAL 

Neck 

Back 
Shoulder/Arm 
Elbow/Forearm 
WrisllHand/Finaers 
Hio/Thiah 
Knee 
l.eolAnklo 
Foot/Toes 
Functional Duck W,1 lk 

L 20/ 

I 

Corrected: 0 Y O N 

NORMAL ABNORMAL 

R ECOM MEN DATIONS: 
1 certify that I have exami ned the above student and recommo11d him/her as bolng able to compe_to i 11 supervised athletic activities NOT crossed out below, 

BASEBALL _ BASl<ETBALL - BOWUNG - COMPETIT IVE CHEE!� - CROSS COU NTRY -:- FOOTBA�L-- GOLF - G.YMNASTICS - (CE HOCl<EY 

LACHOSSE - Sl< I ING - SOCCEH - SOFTBALL - SWIM M I NG/DIVING - TENNIS - rHACI< & HHD - VOLLEYBALL - WHES rLt NG 

Dale: ___________ _ � Name of Examiner  (pr int/type) :
� Signature of  Examiner: _____________________ _ (Ct1eck One): 0 MD □ DO 0 PA □ NP

.. , F "' '·l f  I ( , 1 t '  

;� 1w: , , c; : : 1ir ;  ( J i' l ,·: , m ,1, 1 :\ i ' l l)J' I !  r; ,) 11,1 ; 1 1 , �·r;c; rJ :r( [J;,\ ? ;:!, J'l" f '  1) 1' rj tJ :\nrJ l :\1'1 ')I' · J• ;J ,'(�: ;\ [{ · ') LU 

0 Stude1t: ______________ Gracie: 

IN EM ERGENCY (1 ): _____________ _ 

Doctor: ______________ _ 

Home #: ( ___ )r __________ _ 

Phone: ( ___ ). _______ _ 

Cel l  II : ( __ ), ______ _ 

IN EMERGENCY (2) _____________ _ Home ti: ( __ ), _________ _ Cell II : ( __ ), _______ _ 

Drug Reactions: ____________________ _ C u rren t  Med ications: __________________________ _ 

All!Jrgies ---------------------------------------------------- f- l lHr-.l A /,lJ1,,0 1, 1 7



'.t 
-- ' 'I 

1nict-qtM1Wr,ll:.d1twll 
Nlfifflk 'ftWff�!klHUh 

PRE-PARTICIPATION PHYSICAL - CONSENT - INSURANCE 

There are FOUR (4) sirJnaturns on this page[@�·. to be completed by stuclent. parenUguardian and/or 18-year-old 

A CURRENT-YEAR PHYSICAL IS ONE GIVEN ON OR AFTER APRIL 15 OF THE PREVIOUS SCHOOL YEAR 

Student Name:---------------------------------------------------
LAST MlflDI.F INITIAL 

Student Address:--------------------------------------------------
STREET CITY ZIP 

Gender· 0 M O F Age.__ Date of Birth: __________ Place of Birth (City/State): _________________ _ 

School.--------------------------------- Circle Grade: 6 7 8 9 10 11 12

Father/Guardian Name:------------------------------------------------

Phone (home): ______________ (work): _____________ (cell): _______________ _ 

Mother/G_1ardi<1n Name: _______________________________________________ _ 

Phone (home): ______________ (work): _____________ (cell): _______________ _ 

Email Address: Parent/Guardian/18-Ycar-Old: _______________________________________ _ 

::;-PJD.:::fff ?;\j�·risJ?J.YfJCJJJ C:: ?;.\,�EJ'ff 'J( S!.J;.\i�!:)J;.\iJ 'J( ·J '.,• /E;.1,�-CJ!.,!:) S!Ji'J :i.:::J ff 

The information subm1ttcid herein is truthful to the best of my knowledge. By my/my cl1ilcl's signature below. I/we acknowledge that I/we have received 
concussion educational information that meets Michigan Department of Health and Human Services and MHSAA requirements. 

Further. 111 cons1cleration of my/my child's parlic1pation in MHSAA-sponsored athletics. I/we do hc➔reby agree, understand. appreci<1te, and acknowledge: 
that participation in such athletics is purely voluntary; that such activities involve physical exertion and contact and that there Is inherent risk of 

0 
personal injury associated with participation in such activities, which risk I/we assume; and that I/we agree to, and hereby waive any and all claims, swts. losses. 
actions. or causes of action against the MHSAA. its members, officers, representatives. committee members. employees, agenls. attorneys. insurers. volunteers. and 
affiliates bas�cl on any inJury to me. my child. or any person. whether because of inherent risk, accident. negligence. or otherwise. dunng or arising in any way from my/my 
child's participation m an MHSAA-sponsored sport. 

I/we understand that I am/we are expected lo adhere firmly to all established athletic policies of my school district and the MHSAA. I/we hereby give my consent ror the 
above student to engage in 1nterscholast1c athletics cind for the disclosure to the MHSAA of information ot11erw1se protectect by FERPA and HIPAA for the purpose of 
detcr111i111ng eligib1ilty for interscholastic athletics. My cl1ilcl has my penniss1on to accompany the team as a member on its out-of-town tnps. 

1(1) .J- -> Signature of STUDENT: ________________________________ Date: ______ _ 

r®< ) Signature of PARENT or GUARDIAN or 18-YEAR-OLD: _______________________ Date: _______ _ 

ll\'�l11,/.\l\'l'I.:: ::.:1ATl.:l�1l::lx'l"

Our son/daughter will comply with the specific insurance regulations of the school district. 

The student-athlete has health insurance: □ YES □ NO 

If YES. Family Insurance Co: _________________ Insurance ID#: ___________________ _ 

Additionally, I hereby state that. to the best of my knowledge, my answers to the medical history questions (see reverse) are complete and correct. 

11�3, � -· Signature of PARENT or GUARDIAN or 18-YEAR-OLD: _______________________ Date: _______ _ 

0 
t, _________________ , an 18-year-old, or the parent or guardian of ___________________ . iecog111ze lhat as a result of 
�thlellc p�rtic1r.at1on, medical lre,1t111ent on an P.mergency basis may be necessary, and further recog111ze that school personnel may be unable to conlacl me for my consent for emergency medical 
care. I do hercJy consent 1n ndvance lo such emergency earn. including hospital care, as may be deemed necessary tinder lhe then-existing c1rcu111slances and to assume the expenses of such care. 

�- .- Signature of PARENT or GUARDIAN or 18-YEAR-OLD. _____________________ Date: ______ _ 



This Sports Health Questionnaire may only be used far students who received a valid sports physical during the 2019-20 school year 
(one completed on or after April 15, 2019). A school may require a student to have a valid physical exam. 

�-2020-21 MHSAA SPORTS HEAL TH QUESTIONNAIRE 
Date __ / __ / __ 

Name________________ Age ___ _ Birth Date __ �/ ___ �/ __ _ 

Grade ____ School. __________ Sport(s) .  ____________________ _ 
Address 

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

Phone 
----------------

Date of Last Sports Qualifying Physical Exam --�! __ �/ __ _

� Yes or No for each question. 
Since your last complete Sports Qualifying Physical Exam with your physician, HAVE YOU HAD ANY OF THE FOLLOWING? 

1. Has a doctor ever restricted or denied your participation in sports for any reason without clearing you to return to sports?

2, Do you have a heart condition or has a doctor ever told you that you had an abnormal heart test (e.g., ECG, echocardiogram)? 

3. In the last year, have you ever passed out or nearly passed out during or after exercise?

4. In the last year, have you had discomfort, pain, tightness, or pressure ln your chest during exercise?

5. In the last year, did your heart race, flutter in your chest or skip beats (irregular beats) during exercise?

6. In the last year, did you get light-headed or feel more short of breath than expected during exercise?

7. In 1he last year, have you had an unexplained seizure?

8. In the last year, has anyone In your immediate famlly dfed suddenly and unexpectedly for no apparent reason?

9. In the last year, has any family member or relative died of heart problems or had an unexpected or unexplained sudden death before
age 35 (Including an unexplained drowning or an unexplained car accident}?

10. In the last year, has anyone in your immediate family had Instances of unexplained fainting, seizures, or near drowning?

11. In the last year, has anyone in your immediate family been diagnosed with a genetic heart problem such as hypertrophic cardlo
myopathy (HCM), Marfan Syndrome,.arrhythmogenic right ventricular cardiomyopathy (ARVC), long or short QT Syndrome, Brugada
Syndrome, or catecholaminerglc polymorphic ventricular tachycardia (CPVT)?

12. In the last year, has anyone in your immediate family before age 35 had a heart problem, pacemaker, or implanted defibrillator?

13. In the last year, have you had a head injury or concussion that still has symptoms like continuing headaches, concentration problems
or memory problems?

14. In the last year, has a doctor restricted or denied your participation In sport due to a serious Injury or medical condition without
clearing you to return to sports?

YES NO 

Parents or Legal Guardians: Please note below any health concerns, medications, or allergies that may be Important for the coaches
and/or athletic director to know (attach additional notes If space below does not allow for complete comments). 

Schools may require a student to have a valid physical exam at their discretion. 

I do not know of any existing physical or additional health reasons that would preclude participation in sports. 
I certify that the answers to the above questions are true and accurate and I approve participation in athletic activities. 

Student Signature Date 

FOR ATHLETIC DIRECTOR USE: A YES answer to any of the above questions requires a physical exam from a MD, DO, NP, PA prior to participation. 

INFORMATION IS COMPLETE STUDENT REQUIRES FOLLOW-UP 

Reference: Prepartlclpatlon Physical Evaluation (Fifth Edition): AAFP, AAP, ACSM, AMSSM, AOSSM, AOASM; AAP, 2019 

••••••••••••••••••••••.•••••. (DETACH l·IERl,IF NEEDED TO ACCOMPANY STUDENT-ATHLETE) · • • • • • • · · • • • • • • · • • • • • • · • • • • • 

1�:11tlll!\llllh:iY10.il�iiilHJhliFJ!iifJ,�)i\\'iftllii'�Y'i$Bj0:Mt!El1i.§fil�i�x?ii1i�:i£�1\r��g]Dih1f1£ti:\'i.�J(i3'zi!i1��§11v);J:W�� 
Studenl: ____________ Grade: _ Doctor: _____________ Phone: ,_ _ _.. ______ _ 

IN EMERGENCY (1): ______________ Home#: c__�c,__ ________ Cell#: 

IN EMERGENCY (2): Home#: Cell#: 

Drug Reactions: Current Medications: _______________________ _ 

Allergies:: _______________________________________________ _ 



tllilhi�dO l•inh ,du11,1 
,11h!c!it,1"'"'i,1thm 

Student Name: 

MHSAA SPORTS HEALTH QUESTIONNAIRE· CONSENT - INSURANCE 

There are FOUR (4) signatures on this page \rtI(j)��:;/} to be completed by student, parent/guardian and/or 18-year-old

as first middle initial 

Student Address:-----,--,--------------------�---------------------
street city 1.ip 

Gender: M F Age:_Date of Birth: __________ Place of Birth (City/State): _______________ _ 

School: ________________________________ _ Grade: __ _ 

Father/Guardian Name:-----------------------------------------------

Phone (home): ______________ (work): _____________ (cell): _______________ _ 

Mother/Guardian Name: _____________________________________________ _ 

Phone (home): _______________ (work)_· ______________ (cell): ________________ _ 

Email Address: Parent/Guardian/18-Year-Old: _____________________________________ _ 

The information submitted herein is truthful to the best of my knowledge, By my/my child's signature below, I/we acknowledge that I/we have received 
concussion educational information that meets Michigan Department of Health and Human Services and MHSAA requirements. 

Further, in consideration of my/rny child's participation in MHSAAMsponsored athletics, I/we do hereby agree, understand. appreciate, and acknowledge: 
that participation in such athletics is purely voluntary; that such activities involve physical exertion and contact and that there is inherent risk of 

personal injury associated with participation In such activities, which risk I/we assume; and that !/we agree to. and herebywaiveany and all claims, suits. losses, 
actions, or causes of action against the MHSAA, its members, officers, representatives, commilteemernbers, employees. agents, attorneys, insurers, volunteers, and 
affiliates based on any injurytome, my child, or any person, whether because ofinherentrisl<, accident, negligence, orothe1wise, during or arising in anyway from my/rny 
child's participation in an MHSAAMsponsored sporl. 

I/we understand that I am/we are expected to adhere firmly to all established athletic policies of my school district and the MHSAA.1/we llerebygive my consent for the 
above student to engage in interscholastic athletics and for the disclosure to the MHSAA of information otherwise protected by FERPAand HIPM for the purpose of 
determininfJ eligibility for interscholastic athletics. My child t1as my permission to accompany the team as a member on its outMof-town tri ps. 

(i) Signature of STUDENT: ________________________________ Date: _______ _

i L
(

Z};' '• Signature of PARENT or GUARDIAN or 18-YEAR-OLD: _____________________ Dale: _______ _ 

Our son/daughter will comply with the specific insurance regulations of the school district. 

The student-athlete has health insurance: YES NO

If YES, Family Insurance Co: __________________ lnsurance ID#: ____________________ _ 

Additionally, I hereby state that. to the best of my knowledge, my answers to the medical health questions (see reverse) are complete and correct. 

[\{(�_);}()> Signature of PARENT or GUARDIAN or 18�YEAR�OLD: _______________________ Date: _______ _

iiil i 1: 

1. , an 18-year-old, or the parent or guardian of ___________________ ,, recognize that as a result of
athletii; particip1tion, rnedk:c1I treatment on an emergency basis may be necessmy, and further recognize that school personnel may l>e unable to contact me for my consent for emergency medical 
care. I {JO hereby consent 1n advance to such emergency care, lnclucling hospital care. as may be deemed necessary under the then-ex1st1ng circumstances and to assume tile expenses or st1ch ca re. 

@ ' 'Signature of PARENT or GUARDIAN or 18-YEAR-OLD: _____________________ ,Dote: _______ _ 
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