
 
SPORTS  HEALTH  BACKGROUND  &  MEDICAL  RELEASE 

ATHLETE’S  MEDICAL  INFORMATION 
ATHLETE’S NAME: ____________________________________________________ 

Father: ________________________________________________________________ 
  Name    Day Phone   Evening Phone  

Mother: _______________________________________________________________ 
  Name    Day Phone  Evening Phone  

Address: _______________________________________________________________ 
   No. and Street   City    Zip  

Date of Birth: ________________   Height. ___________   Weight. __________  

School: ________________________________________________________________ 

Team:  BASKETBALL CLUB of WOODINVILLE          Grade: ___________  

Is the athlete currently in the care of a physician? ____________________________            If you checked YES to any of the above conditions, please explain: 

  If yes, please explain: ___________________________________________________  ______________________________________________________ 

Has the athlete been injured recently? If so, explain type of injury and severity:   ______________________________________________________ 
____________________________________________________________________ 
              MEDICAL RELEASE 

Is there any condition which might limit the athlete’s participation in a sports I, ______________________, authorize all medical, surgical diagnostic and 
program?    If so, please explain:_________________________________________       (parent or guardian) 
____________________________________________________________________ hospital procedures as may be performed or prescribed by a physician for   

________________________if I cannot be reached in case of an emergency. 
Date of Last Tetanus Shot: ____________________________________         (athlete’s name) 
Regular Medication: __________________________________________________ I hereby grant permission to have my child/ward treated by a 
Physician Name: _______________________ Phone: _______________________ physician/dentist if necessary in case of an emergency.  This care may be 
Clinic Name: ________________________________________________________ given under whatever conditions are necessary to preserve life, limb or 
Hospital Preference: __________________________________________________ well being of my child/ward.  He is physically fit according to our family 
Medical Insurance Carrier: ____________________________________________ physician, and I acknowledge I am responsible for any and all medical 
Insurer: __________________________ Policy No.: ________________________ expenses due to my child’s/ward’s illness or injury. 
Insured Social Security No.: ________________________ 
Other Medical Information: ___________________________________________ Signature: _________________________________ Date: ______________ 

____________________________________________________________________ Print Name: _________________________ Relationship: ______________ 

Email Address: _________________________________________________ 

YES  NO CONDITION 
  Asthma/Breathing Problems  
  Seizure disorders  
  Altered States of Consciousness  
  Allergies (include medications)  
  Headaches  
  Heart Problems  
  Diabetes  
  Bleeding Disorders  
  Musculoskeletal injuries/chronic conditions  
  History of Cancer  
  Hearing Impairment  
  Vision Impairment  


