
MEDICAL DEPARII{ENT

SPORTS CANDIDATESI
(To be completed

QUFSTIONNAIRE
by Parent)

UTICA CITY SCHOOL DISTRICT

Gradc-

School

ATIII,MCHEAIUIHISIOff

NAI{E -Birth Date-
nanrcipation in athletics is volunury and is not a required part of the regular physical education

program.

SFORISACTIVIIIES

Identfi any sports in which you do not n'ish your child to participate

TIIIS FONM MUST BE @MPI.EIED AND REXTJRNED ON IIIE DAY TIIE
ATTIIETE IIAS IIISAM, PTrySICAI.

HEAXTH HISTORY
TO BE COMPI.ETED BYPARS{T

Has your child ever had: (please check)
Yes No Yes No

AllcryieVHay Fever
B€e Sting Allergy
Ashma
Anemit
Anhriris
Blrdder/Kidncy Problcm or lniurl
Conwlsions/Seizures
Fainting Splls
Diabetes
Ear ProblemVHearing loss
Eye Problems/Vision Loss
lniury to thc Splcen

Joint Spruin/Liglnrenl'l'car/[tusclc Pull

Elevlted llltxxl Pressure
Headrches
Head lniury;Conosion
Hern Problem l\lurmur-Chest Pains
Nosc lllerds frequenl or Scvcre
Anklc lniury
llack Prin, Iniun
tracture-Disltration EonesrJoirus
Knce Paiillniury
Neck lniury
Nosr fracrure
Rhcurn:rtic fcler
Stortnclt l-lltr:r
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Is there a cunent medical exrmination on file in the nurse's office?

ls your child arsigncd to thc Adaptivc l)ltisicul tldtrtltion l'rogrrtnt

or ha.s he/she been ln an Atlaptive Phvsical Educltion?

Hus 1,0ur chil<J been unconscious or lost mcmon from a lllos on the head?

l'es No
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Hltttrl&irrtilurd

Docs your child have any of rhc followlng:'

One Eye or Sarerc Uncorrccrable
$everc Heering loss in both ears

Lsis of Vision in one or both eyes
No
o
o
o
o
o

Yes
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One Kidney
One Tcstide
tlas yorr child been ill for five (5) consecudve days?

tlas your child ever lud an illrcss, condition, or iniury tlut required him/lter to Bo to the hmpiul,
either as a patient ovemight or in the emagencl room or for x-nys; rquired an opention;
causcd yorr child to miss a game or pncrice?

oo

Is your child undei medical czrc now? o
o

.tr
oHas your child uken any medication in the past ycar?

lf rc, why?

ls yor child uking any medicr0on now? oo
If so, why?

Has your child wer fainted during excercisc? oo
If so,
Has then ever been sudden death in a family member under fift1'(50) y'ean of age? oo
Do you have any wonies about your ctrild's h€alhor clrer que*ions y'ol n'orH like to dirols wirh a darori-O
Does your child have Onhodontic Appliances? o
Apped Teeth?
Vear conuct lens for spons?
Vear glasscs for spons?
Since your child's last physical examination has your child had rny iniurl or medictl illnes? O

I agree with the above aruwen and conscnt to participation of my child in tlre interscholastic program of
hisArer school including practice sessiors and rlvel to and from athlctic contests.

I also agree to emergency medical treatment as deenrcd necessary by the physiciars designated by school
authorities.

PANf,NT SIGNATTJRE

ADDRESS TELEPHONE N1JMBER
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THIS FORM IS TO BE
ALLOWED TO PMCTICE

FILLED OUT COMPLETELY
AlrD/oR CoMPETE.

BEFORE THE STUDENT IS


