
...,.

AAU JUNIOR'VOLLEYBALL PROGRAM

'I'MEDICALHISTORY ANDRELr;isE FORM .
. This form must be cari1edwith the cOach during all training and co~tltlons. Pleasecompleteall sections

of this fol1)1.Both tt1eplayer and his or her parent/guardian must sign In all appropriate aress. By signing this
, form,the participantand parent/guardianaffirmsthey have read and understand It. . "

LAST NAME. . FiRST NAME
(CIRCLEONE) ,M F

Mt

STREET ADDRESS

CITY ' STATE ZIp CODE

I I
BIRTH. DATE .AGE SOCIAL SECURITY No. , MU MEMBERSHIPSNo.

HEIGHT WEIGHTTEAM NAMe DIVISION

The Participant, , has permissionto participateinthe MU Junior
NationalVolleyballProgram.t certifythatthe participanthas fullmedicalinsurancewiththecompanylistedbelow
and is physicallyfitto engage inthe activitiesof the program.Iapprovethe leaders and coaches of thisProgram
andrecognizethattheyWillserveto the bestoftheirability. .

MUST SIGN: Date:
PARTICIPANT SIGNATURe'. .' .'

MUST SIGN: Relationship: ,
PARENT/GUARDIAN SIGNATURE

PrintName:
PARENT/GUARDIAN, ., I HOME PHONE , WORK PHONE

STREET ADDRESS . CITY STATE. ZIp.
.'

ACCIDENTS? .
INSURANCE COMPANY

DOES THIS POLICYCoveR SPORTS RELATED

GROUP PoLIcY# (CIRCLEONE) . YES NO

MEDICAL RELEASE:
Ifmy son or daughter should,become IIIor sustain an injuryduring his or her activities of th, volleyballprogfam,"
herebyauthorizeyouto obtainemerg~ncymedical/dentalcare. . .

SIGN:.

PARENT/GUARDfANS~~TURE ..

Date.:.

Ido notauthorizeemergencymedical/dental.care for myson or daughter.

SIGN: " -. ' ... , , Date:,
D.6DI:r I~. ...~'" """'LlA'ft ,......



i(:,..,
. : '. .. . . MEDICAL .HiSTORY' . , .' ;.;\'

'.; \: ",. .
. ,.QQ1" ... :, ,:" ',.PLEASE SPECIFY

ALLERGIES

ASTHMA

DIABETES'

EPILEPSY

HEADACHES

HEART

KIDNEY DISEASE

MOTION SICKNESS

INJURIES:

ANKLE ~ N

KNEE, Y N

BACK Y N

HEADmECK Y N.
SHOULDER . Y N
ELBOW Y N

WRIST Y N

HAND y, N

FINGER' Y N

OTHER Y N

IMMUNIZATIONS(please state month and year):
Tetanus Polio

Is the participanttakingany medications? '~NO

Ifyes, please name the drug(s),dosageandfrequencyneeded:

'''is :Q1t.~(t
Y N

Y N

, 'y" N""

Y N

Y N

Y N

Y N

Y N

, , ,,'. ..;
.

"

Measles (Rubella),

YES

. " .

Is there any psychQ-social or physical Condition for which the participant is currently under professional care?

r ..NO YES ,

, PI~ase list any injuries the participant has suffered in the last two months:

Elaborate on any other medical conditions:

STATEOF~

COUNTY OF

SWORN TO BEFORE ME. A NOTARY REPUBLIC. BY SAID-

KNOWTO METHIS~___~ ~_DAY OF,

- PERSONALLY

a18 :.

NOTARY REPUBLIC ",\ ,;'

..OM --------


