
MICHIGAN HIGH SCHOOL ATHLETIC ASSOCIATION  
MEDICAL HISTORY 

(To be completed by parents – must be signed in 3 places) 
 

Name: _______________________________________________  Grade:  _________     Age:  _______ 
                           Last                                       First 
Address:__________________________________________________________          ______________ 

                           Street                                    City                       Zip                           Date of Birth      

Father’s Name:  ______________________  Work Phone:  ______________ Cell Phone _____________ 

Mother’s Name:  _______________________Work Phone:  ______________ Cell Phone _____________ 

Home Phone:  ______________________   Parent E-Mail _________________________   

Family Doctor:  _____________________________________________  Office Phone:  _____________ 

 

 

 

 

 

 

 

            HISTORY 
Have you ever had: 
Fainting 
Diphtheria 
Scarlet Fever 
Rheumatism 
Rupture 
Rheumatic Fever 
Poliomyelitis 
Pneumonia 
Asthma 
Diabetes 
Heart Disease 
Kidney Disease 
Tuberculosis 
Jaundice 

PHYSICAL EXAMINA
(To be comple

              SYSTEM 
Urinalysis 
Vision 
Blood Pressure 
Pulse Rate 
Ears 
Nose 
Throat 
Teeth-Cavities 
Orthopedic 
RECOMMENDATIONS _____________

 

I certify that I have examined the abo
supervised athletic activities not cross
BASEBALL – BASKETBALL - COMP
EQUESTRIAN - FIGURE SKATING - 
SAILING – SIDELINE CHEER - SOCC
WRESTLING 
 
Date ________  Signature of Examin
------------------------------------------
I, ___________________________, 
recognize that as a result of athletic p
necessary, and further recognize that
emergency medical care; I do hereby
as may be deemed necessary under t
care. 
 
Date __________                _______
                  
 

Our son/daughter will comply with 
 
Family Insurance Company ______  
 
Signature of Parent  ___________
 

INSURANCE STATEMENT 
the specific insurance regulations of the school district. 

______________________  Policy Number _________________

____________________________________________________ 
YES NO  YES NO 
  Do you now have: 

Blurred Vision 
  

  Headaches   
  Fainting   
  Convulsions   
  Blackouts   
  Painful Joints   
  Backaches   
  Pounding of Heart   
  Shortness of Breath   
  Frequency of Urination   
  Cough   
  Nosebleeds   
  Frequent Sore Throats   
  Stomach Pains   

TION – CATEGORIES MAY BE ADDED OR DELETED 
ted by Physician – Check appropriate column) 

NORM ABN.             SYSTEM NORM ABN. 
  Thyroid   
  Chest   
  Lungs   
  Heart   
  Abdomen   
  Hernia   
  Genitalia/Testicular Exam   
  Neurological   
  Muscular   

______________________________________________________ 

ve student and recommend him as being able to compete in 
ed out below.  
ETITIVE CHEER – CREW - CROSS COUNTRY – DANCE TEAM  
FOOTBALL – GOLF – GYMNASTICS - ICE HOCKEY  – LACROSSE 
ER – SOFTBALL – SWIMMING – TENNIS – TRACK – VOLLEYBALL 

ing Physician ____________________________________________ 
----------------------------------------------------------------------------
the parent or guardian of __________________________________ 
articipation, medical treatment on an emergency basis may be 
 school personnel may be unable to contact me for my consent for 
 consent in advance to such emergency care, including hospital care, 
he then existing circumstance and to assume the expenses of such 

______________________________________________________ 
                Signature of Parent or Guardian 



 

STUDENT AND PARENT CONSENT FORM 

 
lease Print 

omplete Legal Name __________________________________________________ 

ate of Birth  _____________________    Place of Birth ______________________ 

rade  _____________ School _______________________________________ 

STUDENT PARTICIPATION 
 
his application to participate in athletics is voluntary on my part and the information 

 

     Date __________________ 

P
 
C
              Last                   First                 Middle 
 
D
                    Month          Day            Year                                        City                      State 
 
G
 

T
submitted is truthful to the best of my knowledge.  I have never received money or 
merchandise in any amount, or any emblematic award worth more than twenty-five 
dollars ($25.00) for participating in athletic events, nor have I ever competed under 
an assumed name.  After I have represented my school in any sport, I promise not 
to compete in any outside athletic contest in this sport until after the school season 
has been completed.  I understand that I am expected to adhere firmly to all 
established athletic policies of my school district and the Michigan High School
Athletic Association. 
   
 
            Signature of Student 

I hereby give my consent for the above high school student to engage in 
ssibility 

 

 
cars.  

     Date __________________ 

 
PARENT OR GUARDIAN CONSENT 

 

interscholastic athletics in MHSAA approved sports and understand the po
that serious injury may result from participating in athletic activities.  He/she has my
permission to accompany the team as a member on its out-of-town trips.  I 
understand that, on some occasions, coaches will assign athletes to ride with
SELECTED – APPROVED ADULT DRIVERS to athletic events in privately owned 
I further understand that my son/daughter will be expected to adhere firmly to all 
established athletic policies, of the school district and the Michigan High School 
Athletic Association. 
   
 
                                        Signature of parent or guardian 
 
 
 
 

This form must be on file in the High School office before practicing with any 
athletic team. The signing of this form is good for one school year covering all 
sports seasons. 

Emergency Information (To be completed by parents) 
 
___________________________________________  ________________ 

_____________________________________________________ Phone ______________________ 

r ____________________________________________________ Phone ______________________ 

y family doctor is ____________________________________________________ 
escribed 

_______________________________________________________ 

_
                   Student’s Name               Grade 
In Emergency contact: 
 
_
 
o
 
M
Please detail any special medical information (allergies, know drug reaction, current pr
medication, etc.) 
____________
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