MEDICAL HISTORY FORM

Player’s Name ___________________________________________________________




(Last)



(First)


(Initial)

Address ________________________________________________________________


  (Street)



(Town)

(City)

(Zip)

Birthday___________
Age_____ School____________________Entering Grade______

Parent or Guardian’s Name _________________________________________________

Home Phone_________________________

Work Phone___________________

To be completed by Physician:

I have examined ____________________________ on this day ____________ and find him/her free of any contagious disease and to be physically fit to participate in the Glenview Jr. Titan Football Program.


__________Ht.
_______Wt.
____________ Date of last Tetanus Shot


    (inches)

(pounds)


Is the participant now under the care of a physician or taking any medication? If so, explain: _________________________________________________________________

Does the participant have any of the following frequently, or is the victim of any of the following:

___nosebleeds
     ___rupture     ___ear aches     ___stomach cramps    ___heart condition


___sore throats     ___heat exhaustion     ___diabetes     ___epilepsy

List and describe any sickness or injuries the participant has had in the last 6 months:    

________________________________________________________________________

________________________________________________________________________

Has the participant ever been hospitalized? If yes, explain:_________________________

________________________________________________________________________

______________________________

_________________________


Physician’s Signature



   Parent/Guardian Signature

______________________________

_________________________


Physician’s Telephone



       Date

______________________________




Physician’s Address



Return To: Glenview Jr. Titan Football-P.O. Box 2103-Glenview, IL. 60025
THIS FORM MUST BE IN PRIOR TO FIRST PRACTICE

