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ATHLETE’S MEDICAL HISTORY & ATHLETIC WAVIER FORM 

Athlete’s Name __________________________________ Athlete’s Birth Date _____________________ 

Parent’s Names _________________________________ Date _________________________________ 

Address _____________________________________________________________________________ 

Home Phone ___________________ Work Phone ___________________ Other ___________________ 

Who to contact in Emergency (if parents cannot be immediately contacted) 

Name ______________________________________ Relationship ______________________________ 

Home Phone ________________________________  Work Phone ______________________________ 

Name ______________________________________ Relationship ______________________________ 

Home Phone ________________________________ Work Phone ______________________________ 

Hospital Preference ___________________________ Emergency Phone _________________________ 

Doctor Preference ____________________________ Office Phone _____________________________  

MEDICAL HISTORY 
Has your child or did your child have any of the following?  Please explain, on the back of this sheet, any yes responses that 
have present implications for my coaching your child.  Describe proper first aid requirements, if appropriate. 

 
    Circle   Circle One  Circle   Circle One 
     One      Or Both    One                Or Both 
A.   General Conditions      B.   Injuries 
1.   Fainting Spells  Yes   No  Past   Present  1.   Toes Yes   No Past   Present 
2.   Headaches   Yes   No Past   Present 2.   Feet Yes   No Past   Present 
3.   Convulsions/epilepsy Yes   No Past   Present 3.   Ankles Yes   No Past   Present 
4.   Asthma   Yes   No Past   Present 4.   Lower Legs Yes   No Past   Present 
5.   High Blood Pressure Yes   No Past   Present 5.   Knees  Yes   No Past   Present 
6.   Kidney Problems  Yes   No Past   Present 6.   Thighs Yes   No Past   Present 
7.   Intestinal disorder  Yes   No Past   Present 7.   Hips Yes   No Past   Present 
8.   Hernia   Yes   No Past   Present 8.   Lower Back Yes   No Past   Present 
9.   Diabetes   Yes   No Past   Present 9.   Upper Back Yes   No Past   Present 
10. Heart disease/disorder Yes   No Past   Present 10. Ribs Yes   No Past   Present 
11. Dental Plate   Yes   No Past   Present 11. Abdomen Yes   No Past   Present 
12. Poor Vision   Yes   No Past   Present 12. Chest Yes   No Past   Present 
13. Poor hearing  Yes   No Past   Present 13. Neck Yes   No Past   Present 
14. Skin Disorder  Yes   No Past   Present 14. Fingers Yes   No Past   Present 
15. Allergies   Yes   No Past   Present 15. Hands Yes   No Past   Present 
      Specify _________________________________     16. Wrists Yes   No Past   Present 
       _______________________________________ 17. Forearms Yes   No Past   Present 
16. Joint dislocation      18. Elbows Yes   No Past   Present 
       Or separations  Yes   No Past   Present 19. Upper Arms Yes   No Past   Present 
        Specify ________________________________ 20. Shoulders Yes   No Past   Present 
         ______________________________________ 21. Head Yes   No Past   Present 
17. Other _______________________ Past   Present        Specify _____________________________ 
       _______________________________________ 22. Others ________________ Past   Present 
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Date of last tetanus booster _____________________________ 
 
Is your child currently taking any medication?   Yes    No  (circle one) 
 
If yes, describe medication, amount, and reason for taking. __________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
Does your child have any adverse reactions to medications?   Yes    No  (circle one) 
 
If yes, which medications and what are the reactions?  _____________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
Has a physician placed any restrictions on your child’s present activity?   Yes    No  (circle one) 
 
If yes, explain. _____________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
Athlete’s Signature and Date __________________________________________________________ 
 
Parent or Guardian Signature and Date __________________________________________________ 
 
Parent or Guardian Signature and Date __________________________________________________ 
 
 

 
      Oshkosh Christian/Valley Christian Athletic Wavier Form 

 

 
I hereby give my permission for the above named student to participate in school sponsored athletic events.  I realize 
athletic participation will put my child into bodily risk situations and I am willing to have my child participate knowing these 
possibilities exist.  I also hereby authorize the treatment, administration of anaesthesia and surgical treatment for my 
minor child in the event of a medical situation occurring during my absence or when the hospital or physician is unable to 
contact me. I also release from all medical responsibility and liability any attending medical personnel, Wisconsin 
Independent Christian Schools or anyone acting as an agent of Wisconsin Independent Christian Schools in emergency 
situations. 

 

Parent or Guardian Signature ___________________________________________________ 
 
Date _______________ Home Phone _________________ Alternate Phone _____________ 

 


