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Sport: _______________________

Athlete’s Full Name: __________________________________

Address: _______________________________________________________________________________
Home Phone: (_____) ______ - ___________

Date of Birth: _____/_____/_______

Grade: _______
 Major Allergies/Health Conditions: ______________________________________

Father’s Name: ___________________________
Address:__________________________________________________________________________
Phone: (_____) ______ - ___________

Employer: ________________________________

Mother’s Name: ___________________________

Address:__________________________________________________________________________
Phone: (____) _____ - ____________

Employer: ________________________________


Primary Insurance: _______________________

Name of Policy Holder: ____________________
Policy Number:___________________________
Ins. Company Address:____________________

________________________________________

Ins. Company Phone: (____) ____ - ___________

Secondary Insurance: ______________________

Name of Policy Holder: _____________________

Policy Number: ___________________________

Ins. Company Address: ____________________

_________________________________________

Ins. Company Phone: (____) ____ - ___________

Consent to Treat

In the event of an injury, illness, or emergency, I give the certified athletic trainers and physicians associated with James F. Byrnes High School permission to evaluate and treat me/my child.  In the event that the athlete is unable to communicate, the sports medicine staff has permission to take whatever measures they deem prudent and necessary in a life-threatening or potentially life-threatening situation.

Athlete Signature: ______________________________________
Date: ____/____/_______

Parent/Guardian Signature: _______________________________
Date: ____/____/_______

Release of Medical Records and Information

I authorize the release of any and all medical records and information to the certified athletic trainers and physicians associated with James F. Byrnes High School.  
I also authorize the sports medicine staff to release medical information to the following: parents/guardians, coaching staff, and athletic administration of James F. Byrnes High School.
Athlete Signature: _______________________________________
Date: ____/____/_______

Parent/Guardian Signature: ________________________________
Date: ____/____/_______
