Student's Name

Please Sign

San Jose High Schoo
Athletic Department
insurance/Parent Consent/Risk Warning

Last Firsi Middle Grade

I have the foliowing health insuvance covering my child:

Insurance
Company Group number
Insurance
Company Group number

I hereby give my consent for the above named student o compete in sports. I anthorize my
child to be supervised by a representative of the school during any athletic practice or event.
To case my child becomes ill or is injured, you are authorized to have him/her treated. 1 also
authorize the medical agency to render any freatment deemed pecessary for the health and
welfare of my child.

Risk Warning

Participating in competitive athletics may result in severe injury, including paralysis or death.
Changes in rules, improved conditioning programs, modern equipment and medical coverage
have reduced these risks. HOWEVER, 1T IS IMPOSSIBLE 7O TOTALLY
ELIMINATE SUCH INCIDENTS FROM OCCURRING.

Players may reduce the chance of injury by obeying all safety rules in their sport, reporting
all physical problems to their coaches, following a proper conditioning program, and
inspecting their own equipment daily. Even if all of these requirements are met, a serious
injury may eccur.

Studeni/Arhlete  date - Father/Guardian  daie Mother/Guardian  dote




Mission San Jose High School
Authorization For Emergency Medical Care

Last Firsy Middle
Name Name Fuivial
Grade Male/Female Date of Birtk ' Age
Address

City Zip
Father’s Home Work
Mame Phone Phone
Wiother's Home Work
Name Phone Phoue

Name and phone number of another person who is authorized (o approve emergency medical treatment:

Name Relation_ _ Phone
Family Doctor Phoue }

Family Dentist Phome

Health lnsarance Co. Policy #

This card is to enable parents and guardians to anthorize emergency medical treatmen!? for studeni-athletes who
become §ll or injured while under school authority, when parents or guardians cannot be contacted.

Full authorization is given for the administration of any wedical treatment deemed necessary by & licensed
tratner or medical practitioner and/or the transfer of son/daughter to any licensed hospital or emergency
clinic reasonably accessable. It is understood that ¢his autherization is given in advance of any specific
diagnosis, treatment or hospital care being required, but is given te provide “duthority and Power” on the
part of the school anthorities to provide reasonable care.

Biood Tvpe Allergies

Last Tetpanus Booster Allergies to medications

Any previous significant medical problems

Signature of
Parent or Guardian Date

T R e S L




