
Steubenville High School
Athletic Department
Medical Consent Form



Student’s Name: _________________________________


MEDICAL PROCEDURE

Any injury occurred by your child will be immediately taken care of by our staff of physicians and dentists. If by your choice, you choose to use your own family physician that will be acceptable to us. If you do choose your own physician, your child will need a written medical release from your doctor before he or she can return to participation.

	If it becomes necessary to take your child to a doctor or hospital after practice or a game, please notify the appropriate coach as soon as possible.



EMERGENCY RELEASE

In cases of an emergency I agree to emergency medical treatment as deemed necessary by the Steubenville High School Medical Staff. This consent would include practice sessions, travel to and from athletic contests and the athletic contest itself. In event of serious illness, major surgery or significant injury, I understand that an attempt will be made by the attending physician to contact me immediately. If said physician is not able to contact me, the treatment necessary for the best interest of the athlete will be given.

I further understand that the Steubenville High School Medical Staff will not be held liable for any emergency treatment deemed necessary during the emergency.



______________________________________________		_______________________
Parent/Guardian							Date





[bookmark: _GoBack]
COMPLETE AND SIGN THIS FORM AND RETURN TO THE HEAD COACH:

Student’s Name: ____________________________	SS#: _______________________________
Address: __________________________________	Phone#: ____________________________
Father’s Name: _______________________	Place of Employment: _______________________
Father’s Employer Group Insurance: _________________	Policy#: ___________________
Mother’s Name: ______________________	Place of Employment: _______________________
Mother’s Employer Group Insurance: _________________	Policy #: ______________________
We have read the statement concerning insurance procedures and agree to use our hospitalization in case of an athletic injury to our child.

In case of cancellation of family’s insurance, you must notify the Athletic Department immediately; failure to do so will result in you assuming all medical expenses for your child.

ADDITIONAL EMERGENCY INFORMATION
List two persons to contact in case of emergency.

Name: __________________________________	Home Phone: ________________________
Address: _________________________________	Work Phone: ________________________
Relationship: _____________________________
Name: ___________________________________	Home Phone: ________________________
Address: _________________________________	Work Phone: ________________________
Relationship: _____________________________
Family Physician: __________________________	Family Dentist: _______________________

IMPORTANT:
Is your child allergic to any drugs? ______	If so what? ________________________________
Does he/she have any allergies (i.e. bee stings)? ______________________________________
Does he/she need to use an epi-pen? ___ If yes, where is it located? _______________________
Is your child on medication? ____ If yes, what? _______________________________________
Does he/she wear contacts? _______________
We agree to emergency medical treatment as deemed necessary by the Steubenville High School Team Physician.

___________________________________________________		________________
Signature of Parent/Guardian									Date

