Verona Lacrosse

MEDICAL HISTORY FORM

Name: __________________________________________________ Date: ________/_________/_________

 

Address: ________________________________________________ Birth Date: ________/_______/_______

 

Home Phone: __________________________ Cell Phone: __________________________ Grade: ________

WHO TO CONTACT IN CASE OF EMERGENCY

Name: _____________________________________ Relationship: __________________________________

Daytime Phone: _____________________________ Evening Phone: ________________________________

Cell Phone(s): ____________________________________________________________________________ 

Physician’s Name: __________________________________ Phone: ________________________________

Hospital Choice: __________________________________________________________________________

Insurance Information

Participant Primary Insurance Carrier __________________________________________________________________
Policy Number_____________________________________________________________________________________

Name of Policy Holder ______________________________________________________________________________

Signature of Policy Holder________________________________________________________ Date ______________
PLEASE COMPLETE THE FOLLOWING:

If the answer to any of the following questions is or was yes, please describe the problem and it’s implications for proper first aid treatment on back of this paper.

Physical Conditions:


Circle One




Circle One

Head injury (Concussion, skull fracture) 
  Yes
  No

Diabetes


  Yes
  No

Fainting spells



  Yes
  No

Impaired Vision

  Yes
  No

Heart Murmur



  Yes
  No

Impaired Hearing

  Yes
  No

Convulsions / epilepsy


  Yes
  No 

Neck or back injury


  Yes
  No

Injuries to:
Asthma




  Yes
  No

Shoulder

  Yes
  No

High blood pressure


  Yes
  No

Knee


  Yes
  No

Kidney Problems



  Yes
  No

Ankle


  Yes
  No

Hernia




  Yes
  No

Fingers


  Yes
  No

Allergies (including medications)

  Yes
  No

Arm


  Yes
  No

Specify: _______________________________________________________________________________________

Have you had a recent tetanus booster? ___________If so, when? _________________________________________

Are you currently taking any medications? ________What? Why? _________________________________________

Has the doctor placed any restrictions on your activity? ______Explain__________________________

______________________________________________________________________________________

Parent or Guardian Consent to Treat

This is to certify on this date, I ________________________________________ as a parent or guardian of ___________________________________, give my consent to The Verona Lacrosse Club and it’s medical representatives for a period of one (1) year to obtain medical care from any licensed physician, hospital, or clinic for the above mentioned athlete, for any injury that could arise from participation in any Verona Lacrosse sanctioned event. 
Signed: [Parent/Guardian]____________________________ Date: _______________
Equipment Waiver

I   __________________  parent/guardian of ______________________ do certify that it is my responsibility to ensure that said child is properly equipped to participate in lacrosse games, scrimmages and practices. Boys will wear a helmet, mouthpiece, shoulder pads, rib pads, chest protector (goalie), arm pads, gloves and cup. Girls will wear goggles, mouth piece and a chest protector (goalie).
