
  DELBARTON SCHOOL  
ATHLETIC PREPARTICIPATION FORM  2010-2011

                                        Information Update for Athletic Participation 
****Return this form to the School Nurse before the first practice of each sport season- no 

earlier than 60 days prior to beginning of sport**** 
  
 
Name: _______________________                 Grade: _______                Date of Birth:  _____________    
 
Home Phone: _______________________    Date of Last Medical Examination: ___________________  
 
Sport:  _____________________________     Season:   Fall   Winter   Spring  
 
Father’s Name __________________________          cell phone __________________________________  
 
Mother’s Name _____________________________   cell phone __________________________________ 
 
Physician’s Name _____________________________ phone ____________________________________ 
 
Chronic Medical Conditions ______________________________________________________________ 
 
Orthopedic Conditions ____________________________________________________________________ 
 
Allergies _______________________________________________________________________________ 
 
Medication(s) Taken _____________________________________________________________________ 
      

 
 

Directions: Since the last medical examination, the above named child has experienced the following medical 
changes (please explain in full any “YES” answers, including dates):  You must respond to each question. 
 
HEALTH HISTORY UPDATE SINCE LAST MEDICAL EXAMINATION 
 
1.   Any injuries requiring medical attention?      ⁫Yes    ⁫No 
________________________________________________________________________________________ 
 2.  Any illness lasting more than five (5) days?       ⁫Yes    ⁫No 
________________________________________________________________________________________ 
 3.  Taking medicine or under licensed medical provider’s care at this time?  ⁫Yes    ⁫No 
________________________________________________________________________________________ 
  4.   Any feeling of faintness, dizziness or fatigue after exercise or exertion?  ⁫Yes    ⁫No 
________________________________________________________________________________________ 
 5.    Any other information that the coach/trainer should know?                                           ⁫Yes    ⁫No 
________________________________________________________________________________________
________________________________________________________________________________________ 
 

I clearly understand these questions are asked in order to decide if my child can safely participate on the 
athletic team named above.  I certify the information provided herein is accurate to the best of my knowledge 
as of the date of my signature, and my son has my permission to participate.  I authorize the release of 
information contained in this document to those who may be responsible for my child’s care. 
 
Parental Consent: 
In the event that I cannot be contacted, I give permission for such diagnostic, therapeutic and operative 
procedures as may be deemed necessary for my son. 
 
Parent/Guardian Name (printed) _____________________________________________ 
 
Signature: ______________________________               Date: _________________________ 

 


