ST. THOMAS MORE
Parish Athletic Association

Physical Examination Form

Athletes – Boys and Girls

*Approved for one (1) year from date of completion.
Student Name: _______________________________________________________________________



Last


Middle


First

Date of Student’s Birth ____/____/____ Age: _______ Grade: ______  Sex: M / F

Current Physical Address: ______________________________________________________________
Current Home Phone: (     )____________ Parent/Guardian Mobile: (    )____________
In Which Sports will Athlete Participate: ___________________________________________________

EMERGENCY INFORMATION:
Parent’s/Guardian’s Name: _____________________________________________________________

Address__________________________________________ Emergency Contact Number____________

Secondary Emergency Contact Person’s Name _____________________________________________

Address: _________________________________________ Emergency Contact Number____________

Medical Insurance Carrier: ______________________________________________________________

ID# _______________________________ Group # ______________________________

Physican’s Name: ____________________________________________ Telephone: _______________

Known Allergies: ______________________________________________________________________

Health Condition(s) of Which an Emergency Physician Should be Aware: _________________________

___________________________________________________________________________________ 

___________________________________________________________________________________ 

-------------------------------------------------------------------------------------------------------------------------------------------

Physician Section:

I hereby certify a physical examination has been performed and that the above name student is physically fit to participate in practices, inter-school practices, scrimmages and/or contests in the sport(s) consented to by the student’s parent/guardian.
____________________________________________________________________________________

Physician Signature








Date

____________________________________________________________________________________ 

Physician Name (printed)
