
Dear Student-Athlete:

Welcome to Marquette University Athletics.  The Sports Medicine Staff wants to ensure
that you have a safe and successful career while an athlete at Marquette University.  As
such, there are several steps you must take and forms you must complete before you will
be allowed to participate in any Marquette University athlete team workout, practice or
game.  The Marquette University Sports Medicine Staff will issue final medical clearance
for participation.

All new or transfer athletes are required to have a physical exam.  This may be done
by your primary care physician or a physician of your choice.  It must be done before you
report to campus and done at your expense.  The Athlete Medical History Form must be
completed in its entirety and signed by you and your physician.  This form is separate
and in addition to the Immunization Record, Tuberculosis Screening and Medical
History Form that is required for all newly matriculating students at Marquette
University.

All forms in this packet must be completed.  Incomplete forms will not be accepted.
Please read each form carefully and provide the required information.  Some forms may
require multiple signatures.  The Assumption of Risk Form requires a witness signature
in addition to your signature.  Any individual over the age of 18 qualifies as a witness.
Your parent or guardian must also sign the forms if you are under the age of 18.  The
accurate completion of these forms is very important.  All new and returning athletes
are required to submit a new set of forms every year.

Please submit all completed forms no later than July 27th.  You may return your forms
to the Al McGuire Sports Medicine Center, 770 N. 12th Street, Milwaukee, WI, 53233.
Failure to return your completed forms will result in a delay in your clearance for
participation.  If you have any questions, please contact a member of our sports medicine
staff at (414) 288-0329.  We look forward to seeing you in the fall.

Sincerely,

Jeremy Johnson, ATC
Head Athletic Trainer

Aaron Doering, ATC
Assistant Athletic Trainer
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Exercise and Weight Training History Form

Name: ________________________ Sport: __________________________

1.  Do you have any experience training in a weight room/fitness center?  Y / N

If yes, please check all that apply:

Olympic Lifting ___ Free Weights ___ Nautilus ___

Cardio Machines ___ Plyometrics ___ Sport Specific Training___

2.  Were you workouts in the weight room/fitness center supervised?  Y / N

If yes, please check who provided supervision:

Strength Coach ___ Head Coach ___ Assistant Coach ___

Teacher ___ Parent ___ Other ____________

3.  What type of exercises did you perform in the weight room?

________________________________________________________________

________________________________________________________________

________________________________________________________________

4.  Have you attendee a sport performance camp related to exercise and

training?  Y / N

If yes, what type of exercises did you perform? ___________________________

________________________________________________________________

5.  On average, how often do you weight train weekly? ____________________

6.  Have you ever experienced an injury due to weight training or exercising?

Y / N

If yes, please explain: ______________________________________________

________________________________________________________________
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Female Athlete History Questionnaire

This form is strictly confidential and will only be reviewed by the team physician.

Name: __________________________ Sport : _____________________

1. At what age did you have your first menstrual period? _______________

2. When was your most recent menstrual period? ____________________

3. How many menstrual cycles have you had in the last year? __________

4. Are you currently taking oral contraceptives? ____________

5. Have you ever taken oral contraceptives? ____________

If yes, when did you stop? _________

6. How tall are you? ________

7. Are you happy with your present weight? _________

8. At what weight do you perform best? ________

9. In the last year, what has been your lowest weight? __________

10. In the last year, what has been your highest weight? __________

11. Have you ever used any of the following methods to loose weight?

             (check all that apply)

  ___Excessive Exercise ___Food Restriction ___Diuretics

  ___Diet Pills ___Laxatives ___Binging/Purging

12. Have you ever or do you currently suffer from anorexia or bulimia?_____

13. Do you take any vitamin or mineral supplemente (ex. Iron)? __________

 If yes, please list____________________________________________

14. Have you ever used a nutritional supplement to improve performance in

the last year? _______

If yes, please list____________________________________________

15. Have you ever had a stress fracture? ______

If yes, at what sites? _________________________________________

16. Do you have a family history of osteoporosis? ________________



Part 1 
 

Marquette University Student Health Service 
A Division of Student Affairs 

 
Schroeder Complex, Lower level 

545 N. 15th St. 
Milwaukee, WI  53233 

PHONE: 414-288-7184 FAX: 414-288-5681 
Email:  immunizations@marquette.edu 

 
MARQUETTE UNIVERSITY REQUIRED IMMUNIZATION RECORD, 

TUBERCULOSIS SCREENING AND MEDICAL HISTORY FORM 
 
Welcome to Marquette University.  The Student Health Service (SHS) provides students with a broad range of primary care, health 
promotion and disease prevention services.  The SHS website provides helpful details: www.marquette.edu/shs 
 
Enclosed you will find a pre-matriculation Immunization Record, Tuberculosis Screening and Medical History Forms.  Marquette 
University requires all newly admitted or readmitted undergraduate, graduate, professional and transfer students to submit proof 
of the following: 
 

•  1 Tetanus-Diphtheria Booster within the past 10 years 
 

•  2 MMR (measles, mumps, rubella) Vaccines OR 2 Measles, 1 Mumps, 1 Rubella Vaccine; 
     Dose 1 on or after the first birthday; Dose 2 must be at least one month after the 1st dose. 
 If immunization date is not available, a laboratory report of a blood test (titer) showing immunity will be accepted.  
 Vaccine/Titer not required for those born prior to 1957. 
  

•  History of Chickenpox Disease OR Varicella Vaccine OR positive blood Titer 
    Two doses of vaccine if given after 13 years of age or 1 dose if given before 13 years of age 
 
•  Tuberculosis Screening Questionnaire and results of Tuberculosis Testing/PPD if indicated 

 
In order to avoid delays, complete these forms or see your healthcare provider as soon as possible, especially if your 
immunizations are incomplete, and to get any required immunizations.  Required immunizations are available from your 
healthcare provider, local health departments or the Marquette Student Health Service.  You may contact SHS to arrange an 
appointment for any necessary immunizations and tests.  
 
The information you submit will be maintained by the Student Health Service and will not be released to anyone without your 
knowledge and consent. 
 
HEALTH SCIENCE, DENTAL, AND NURSING STUDENTS may be required by their department to receive additional 
immunizations.  Contact your department for specifications. 
 
Please return your completed forms to the address noted above 30 days prior to the start of your first session /term or immediately 
upon your arrival at Marquette University.  Failure to return your completed forms within 30 days after the start of your first 
session/term at Marquette will result in a medical hold preventing future registrations. 
 
Questions may be directed to: immunizations@marquette.edu or by calling the SHS at 414-288-7184. 
 
 
 
PLEASE COMPLETE ALL PARTS OF THIS FORM AND MAKE A COPY OF THESE FORMS BEFORE SUBMITTING. 
 



Part 2 
Marquette University Student Health Service    Self-Reported Immunization Record 
 
Schroeder Complex, Lower level           
545 N. 15th St. 
Milwaukee, WI  53233 
Phone: (414) 288-7184     Fax: (414) 288-5681 
 
Effective in the Fall of 2006, all newly admitted or readmitted students are required to return this completed form to Student Health Services at 
the address above within 30 days of the start of the session/term of enrollment.  Failure to show proof of immunizations will result in a block in 
your registration for subsequent sessions/terms. 
 
__________________________________________________________________________     GENDER:   M    F 
LAST NAME (print)  FIRST NAME   MIDDLE 
 
__________________________ ____________________________ ___________________ ___________________________ 
DATE OF BIRTH   COUNTRY OF BIRTH  MARQUETTE ID # (MUID #) MU EMAIL 
 
___________________________________________________________________________________________________________________ 
PERMANENT ADDRESS  CITY  STATE  ZIP CODE  AREA CODE/PHONE NUMBER  
 
CLASS YOU ARE ENTERING (circle): 
UNDERGRAD    GRAD    PROF    NON-DEGREE 

SEMESTER/TERM ENTERING (circle): 
FALL    SPRING    SUMMER    OTHER:     

__________________________ 
ENTRANCE YEAR  

 
REQUIRED IMMUNIZATIONS 
Please complete this form as soon as possible.  You may obtain dates/documentation from your health care provider or previous school records.  
If documentation/data is unavailable, a laboratory report of a blood test (titer) to determine level of immunity or re-immunization is required.  
Immunizations are available at the Marquette University Student Health Service for a fee. Call (414) 288-7184 for an appointment. 
 
1.  TETANUS/DIPHTHERIA 
       Booster dose within 10 years   Booster: ____/____/____ 
       (mos) (day)   (year)          
2.  MMR (measles, mumps, rubella) 
     Immunization with two doses of MMR, given on or after first birthday and separated by at least one month 

 
MMR #1____/____/____ MMR #2 ____/____/____        

     (mos) (day)   (year)  (mos) (day)   (year) 
       

OR 
Measles #1____/____/____    Measles #2____/____/____   or attached lab report showing positive immunity____ 

     (mos) (day)   (year)                               (mos) (day)   (year) 
Mumps____/____/____  (Date of last dose.) or attached lab report showing positive immunity____ 

                     (mos) (day)   (year) 
Rubella____/____/____ (Date of last dose.) or attached lab report showing positive immunity____ 

                      (mos) (day)   (year) 
 
3.  VARICELLA 
     History of chickenpox disease, immunization or positive titer 

Date of Chickenpox Disease____/____ or attached lab report showing positive immunity____ 
(mos)     (year) 
OR 

Varicella #1___/____/____ Varicella #2____/____/____ 
          (mos) (day)   (year)                                         (mos) (day)   (year) 
RECOMMENDED IMMUNIZATIONS 
Meningitis Vaccine                                               Hepatitis  B                                           Polio 
Dose: __/__/__                                                       Series of 3 doses; 0, 1, 6 months           Three doses 
                                                                                Date #1: __/__/__                                  Date #1: __/__/__ 
                                                                                Date #2: __/__/__                                  Date #2: __/__/__ 
                                                                                Date #3: __/__/__                                  Date #3: __/__/__ 
I HAVE READ AND UNDERSTAND THE IMMUNIZATION REQUIREMENTS OF THIS FORM AND THE ENCLOSED 
INFORMATION.  This form has been truthfully completed to the best of my knowledge and I freely consent to this form being used for my 
treatment at Marquette University. 
 
Student Signature:____________________________________________________________________________________  Date:___________ 
 
Parent Signature (if under 18 years of age):________________________________________________________________   Date:___________ 

SHS use only Date Received ___/___/___ 
 
MMR #1____#2____Td____Varicella____TB___ 
 
Complete Y   N Entered Y   N 
Reviewed by: _____ Date Hold Removed: _____



Part 3 

TUBERCULOSIS QUESTIONNAIRE 
  All newly admitted students are required to submit this completed form to the Student Health 

Service within 30 days of the start of the session/term of enrollment 
 
NAME:  _____________________________   MU ID#: ___________________DATE:_____________ 
 
To answer the following questions, please refer to the list below which details the list of countries with high rates of TB.* 

 
Afghanistan Chad  Guinea  Macao SAR Nigeria  Sri Lanka 
Angola  China  Guinea-Biss Macedonia  Niue  Sudan 
Armenia  Columbia  Guyana  Madagascar N. Mariana Is. Suriname 
Azerbaijan  Comoros  Haiti  Malawi  Pakistan  Swaziland 
Bahamas  Congo  Herzegovina Malaysia  Palau  Syrian A.R. 
Bahrain  Congo, DR Honduras  Maldives  Panama  Tajikastan 
Bangladesh Cote D’Ivorie Hong Kong SAR Mali  Papua N.G. Tanzania UR 
Belarus  Croatia  India  Marshall Is. Paraguay  Thailand 
Benin  Djibouti  Indonesia  Mauritania  Peru  Togo  
Bhutan  Dominican Republic Iran  Mauritius  Philippines Tokelau 
Bolivia  Ecuador  Kazakhstan Micronesia Portugal  Turkmenistan 
Bosnia  El Salvador Kenya  Moldova Rep. Principe  Uganda 
Botswana  Equ. Guinea Kiribati  Mongolia  Romania  Ukraine 
Brazil  Eritrea  Korea, DPR Morocco  Russian Fed. Uzbekistan 
Brunel Dar. Estonia  Korea Rep. Mozambique Rwanda  Vanuata 
Burkina Faso Ethiopia  Kyrgyzstan Myanmar  Sao Tome  Vietnam 
Burundi  Gabon  Lao PDR  Namibia  Senegal  Yemen 
Cambodia  Georgia  Latvia  Nepal  Sierra Leone Zambia 
Cameroon  Ghana  Lesotho  N. Caledonia Soloman Is. Zimbabwe 
Cape Verde Guam  Liberia  Nicaragua  Somalia 
Cen. Afr. Rep. Guatemala  Lithuania  Niger  So. Africa 
 

*World Health Organization. Global Tuberculosis Control. WHO Report 2002. 
 

1. To the best of your knowledge, have you had close contact with anyone       YES  NO 
who was sick with tuberculosis (TB)? 

2. Were you born in one of the countries on the above list?        YES   NO 
 
3. Have you lived or traveled for more than one month in any of the       YES   NO  

countries on the above list? 
 
If you have answered YES to any of the above questions, a PPD (Mantoux) skin test is required, even if you 
have had BCG vaccination in the past. Test must have been performed within one year before enrollment 
and must be completed in the United States.   
 
This test will be available, if necessary, at the Marquette Student Health Service after you arrive on campus.  
Please contact SHS by telephone (414-288-7184) for an appointment.   
 
Health Care Provider must complete and sign below as proof of test: 
 

TB (PPD) Skin 
Test 

 
Date Administered: 
 
________________ 
Date Test Read: 
 
________________ 
 

Skin Test Result 
(size of induration) 

 
 

__________________ 
mm 

 
 

___________________ 
Signature of Health Care 

Provider 

Chest X-Ray 
Required if TB skin test is 

positive 
 

__________________ 
Date of X-ray 

 
Result:  NEG     POS 

 
(attach copy of written 

report) 

Health Care Provider 
 

_______________________ 
Signature 

 
Address:________________ 

 
_______________________ 

 
_______________________ 

Treatment 
(if any) 
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Medical History 
Please answer all questions.  Consult your health care provider and parents for accurate, complete answers.  The information is treated confidentially and will  
not affect your admission status.  
 
Name: __________________________________________    MU ID#:_____________    Date: ___________ 
            LAST                                                                 FIRST                                       MIDDLE  

 
List any chronic or recurrent medical conditions or any condition that  List any medical problems in any of your immediate family members 
you regularly take medication for:   (parents, siblings, grandparents) for example, high blood pressure,  
     diabetes, cancer, etc. 
_________________________________________________________ _________________________________________________________ 
 
_________________________________________________________ _________________________________________________________ 
 
_____________________________________________         None _____________________________________________         None 
 
 
List any past surgeries, serious illness, injuries or hospitalizations:  List current medications (including oral contraceptives): 
________________________________________________________ _________________________________________________________ 
 
________________________________________________________ _________________________________________________________ 
 
______________________________________________        None _____________________________________________         None  
 
 
Are you currently under a physician’s care?  Yes  No   If yes, explain: List medication allergies or adverse drug reactions (include type of reaction): 
 
________________________________________________________ _________________________________________________________ 
 
________________________________________________________ _________________________________________________________ 
 
________________________________________________________ _____________________________________________         None  
 
 
Name and address of current physician(s):  
 
________________________________________________________ 
 
________________________________________________________ 
 
________________________________________________________ 

 
Insurance Data 
 
Are you in an HMO or PPO?           Yes           No  
 
Name of insurance company: _____________________________________________________________ Group No.: _____________________________ 
 
Cert. No.: ______________________________________________________  Insurance phone number to call in emergency: ______________________ 
 
Please obtain a copy of your medical insurance card to keep it with you.   
 
 

Emergency Contact  
 
Name: __________________________________________________________ Relationship to student: _________________________________________ 
 
Home telephone: (___) ____________________________________________ Work telephone: (___) __________________________________________ 
 
 
Parental consent for care of students under age 18  
The law requires that a parent/guardian grant permission for medical evaluation and/or treatment of minors (anyone under 18 years of age).   
The following consent must be signed by a parent/guardian of a minor so that he/she may receive medical evaluation/treatment.  No major medical or 
surgical procedure will be performed, except in an emergency, without the parent/guardian first being contacted.   
 
Authorization: I concur with the above and authorize, at the discretion of Student Health Service personnel, medical and surgical care including 
examinations, treatments, immunizations and the like for my son or daughter.  In the event of serious disease or injury or the need for major surgery, I 
understand that all reasonable efforts will be made to contact me, but that failure to make contact will not prevent emergency treatment necessary to help 
preserve life or health.  
 
Name of parent/guardian: ___________________________________________________________ Work telephone: (___) ____________________ 
 
Signature of parent/guardian: __________________________________________________________________________ Date: ________________ 
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Medical Policy Statement

This is to inform you of particular procedures that pertain to health care of you/your son
and/or daughter while they are participating in their respective sport(s) for Marquette
University (MU).  Please keep the information handy.  Should you/your child be injured
as a result of participating in athletics at MU, the following information will be useful
and pertinent.

1. All athletes receive the same care whether they are Male, Female, Scholarship
Athletes, Non-scholarship Athletes, Revenue Sport or Non-Revenue Sport.

2. The National Collegiate Athletic Association (NCAA) does not allow MU, or
any other NCAA school, to pay for health insurance or any medical referral
that is not a direct result of you /your child’s athletic participation.

3.  All athletes are required to have medical insurance.  Athletes are required to
submit a copy of their insurance card to the MU Sports Medicine Staff.

4. MU’s accident insurance for athletes is designed as a secondary provider.

A. Explanation of Insurance Coverage

a. The primary source of payment is the individual health insurance
coverage of the athlete or of the athlete’s parents.  YOUR INSURANCE
WILL BE BILLED FIRST.  We may occasionally ask you to check on or
obtain referrals or authorization through your insurance prior to non-
emergency injury treatment.  It is the ATHLETE’S RESPONSIBILITY to
obtain proper authorization and/or verify coverage with his/her insurance
company.  If your insurance company procedures are not followed, (i.e.
authorization, obtain referral, etc.), MU will be unable to pay your claims.

b. If you follow all of your insurance company’s procedures and your
insurance policy does not fully cover the charges, MU will pay the balance.  It
is the ATHLETE’S RESPONSIBILITY to send us the necessary paperwork
from your insurance company to process the claim.  The following items are
needed to process any claim: 1. Explanation of Benefits or Denial.  2.
Itemized Bill.

c. MU’s insurance coverage is a secondary insurance policy.  This policy
covers only sport-related injuries and/or illness as described in the medical
referral policy.



d. All insurance claims must be resolved within one calendar year of each
specific injury.  If this is not followed, the athlete and/or family may be
responsible for any remaining bills.

B. Physician Referrals/Consultations

a. All student-athletes must be evaluated by a MU staff athletic trainer
before referral to a physician will be made.  A MU staff athletic trainer
must authorize and properly refer all student-athletes for care
administered by a physician or medical consultant (except in the event
of a sport-related medical emergency).

b. If a student-athlete seeks medical care from a physician/medical
consultant and/or receives any medical evaluation or treatment
without prior authorization (including a signed medical referral form),
the student-athlete and/or the parent(s)/guardian(s) will be financially
responsible for any and all medical bills incurred.

                C. Medical Bills

a. In the event that a student-athlete and/or parent(s)/guardian(s) should
receive a bill/statement for medical care associated with an
injury/illness that occurred as a direct result of participation in
intercollegiate athletics at Marquette University, the student-athlete
must submit the bill/statement to his/her staff athletic trainer within 30
business days of receipt.

**BILLS RECEIVED AFTER 30 BUSINESS DAYS WILL BE THE
RESPONSIBIILTY OF THE STUDENT-ATHLETE AND/OR THE STUDENT-

ATHLETE’S PARENT(S)/GUARDIAN(S).  **

Any questions concerning your child’s health care can be directed to:
Jayd Grossman, ATC – Head Athletic Trainer

Marquette University
(414)288-3067

Any questions concerning your child’s insurance coverage can be directed to:
Jeremy Johnson, ATC – Assistant Athletic Trainer

Marquette University
(414)288-0328

PLEASE KEEP THIS MEDICAL POLICY
INFORMATION PACKET FOR YOUR RECORDS.
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Medical/Insurance Policy Statement Acknowledgement

I, ___________________________, have read and understand the stated

Marquette University procedures concerning health care and insurance coverage

for injuries that may occur to myself/my son/my daughter while participating in

intercollegiate athletics for Marquette University.

_________________________________
Athlete’s Name (print)

_________________________________ ____________
Athlete’s signature Date

__________________________________ ____________
Parent/guardian signature (if under 18 yrs old) Date



Marquette University Sports Medicine
Revised 6/07

Athlete Information Form

Demographics

Name: __________________________ Sport::_____________________

Age: _____ DOB: ___________ SSN: ______________________

Local Address: _____________________ Local Phone: _______________

_________________________________ Cell Phone: ________________

_________________________________ E-Mail: ____________________

Home Address:  ___________________ Home Phone: _______________

_________________________________

_________________________________

Emergency Contact Information

1. Parents/Guardian Name___________ Relationship: ________________

Address: _________________________ Home Phone: _______________

_________________________________ Work Phone: ________________

E-Mail: ___________________________

2. Parents/Guardian Name___________ Relationship: ________________

Address: _________________________ Home Phone: _______________

_________________________________ Work Phone: ________________

E-Mail: ___________________________

Miscellaneous

Allergies:  Y / N

(if yes please specify): _________________________________________



Insurance Information Form

Insurance Company: _______________ Policy Holder: _____________________

Insurance Address: ________________ Relationship: ______________________

_________________________________ Policy Holder’s SSN: ________________

Insurance Phone: __________________ Policy Number: _____________________

Group Number: _____________________

*Does this company require authorization prior to treatment?  Y / N

*Do you have prescription insurance coverage?  Y / N

If yes, please provide a copy of the prescription card along with the medical card below.

YOU MUST PROVIDE A COPY OF YOU INSURACE CARD(S) – FRONT & BACK

FRONT BACK

By my signature, I agree that the above information is accurate and that falsification or
omission on my part would relieve Marquette University of any obligation that may result from
this falsification or omission.

______________________________________________ ____________
Athlete’s signature Date

______________________________________________ ____________
Parent/Guardian Signature (if under 18 yrs. of age) Date
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Personal Information Disclosure Consent Form

Under the Family Education Right and Privacy Act, personally identifiable
information about a student may not be released to a third party without the
written permission of the student.  Therefore, it is necessary for the Athletic
Department to have your written release before we can share the following kinds
of information with the news media and/or other interested parties.

For each item you DO NOT want made public, you need to:
1. Write the phrase “Do not release”
2. Initial the corresponding phrase

REGARDLESS OF WHETHER OR NOT YOU OBJECT TO ANY OR ALL OF
THE BELOW LISTED INFORMATION, PLEASE PRINT YOUR NAME, SIGN
AND DATE THIS FORM WHERE INDICATED.
------------------------------------------------------------------------------------------------------------

I hereby consent to and agree that Marquette University may release, to any third
party or representative of the news media, information concerning me of the
following nature:

1.  Directory information (e.g. name, address, year, major, height, weight, etc.)

2.  Marital status (e.g. single, married, divorced, spouse’s name, etc.)

3.  Academic performance record (e.g. cumulative GPA, semester GPA,
     academic eligibility, etc.)

4.  Athletic performance record (game, season, career, etc.)

5.  Current Health/Injury Status

6.  General outcomes of any disciplinary action that might occur while I am a
team member (specific details will not be released without my consent)

_________________________________
Athlete’s Name (print)

_________________________________ ____________
Athlete’s signature Date

_______________________________ ____________
Parent/guardian signature (if under 18 yrs old) Date
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Acknowledgment of Assumption of Risk

I, _________________________________, hereby expressly and affirmatively

state that I wish to participate in the sport of ____________________ at

Marquette University.  I realize that my participation in this activity involves risks

of injury, including, but not limited to severe sprains, strains, fractures, head and

neck injuries, the possibility of paralysis or death.

I also recognize that there are many other risks of injury or illness including

serious disabling injuries which may arise due to my participation in this activity

and that it is not possible to specifically list each individual injury/illness risk.

However, knowing the material risks and appreciating, knowing and reasonably

anticipating that other injuries and death are possibilities, I hereby assume all of

the delineated risks of injury, all other possible risk of injury, and death which

could occur by reason of my participation.

I have had an opportunity to ask questions.  Any questions I had have been

asked and answered to my complete satisfaction.  I understand the risks of my

participation in this activity. Knowing and appreciating these risks, I voluntarily

choose to participate, assuming all risks of injury or death due to my

participation.

_____________________________________ _____________
Athlete’s signature Date

_____________________________________ _____________
Parent/Guardian Signature (if under 18 yrs. of age) Date

_____________________________________ _____________
Witness Date
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Medical Treatment Consent Form

I, __________________________________, hereby grant permission to

Marquette University, its team physicians, Athletic Trainer(s), and other

Marquette representatives to provide the needed emergency treatment prior to

admission to a medical facility.

_____________________________________ _____________
Athlete’s signature Date

_____________________________________ _____________
Parent/Guardian Signature (if under 18 yrs. of age) Date
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