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2845 Greenbrier Road, Green Bay, WI

(920) 288-4725


Athlete Information
Player’s Name__________________________________________________ DOB ___/_​​__/____

Parents / Guardians Name ________________________________________________________

Address /City /State /Zip__________________________________________________________

 Mother’s Phone: (H) _______________ (W) ___________________ (C) ___________________

Father’s Phone: (H) ________________ (W) ___________________ (C) ___________________ 

Team U - _______ Boys / Girls Manager _____________________ Phone # ________________ 

Emergency Contact (if parents are unavailable) ________________________________________

Phone: (H) ___________________ (W) _______________________ (C) ___________________

Family Physician ___________________________________ Phone _______________________

Insurance Company ___________________________________ Policy # ___________________

Policy Holder____________________ Insurance Contact info____________________________

I, _________________, the parent/guardian of _____________________ give permission for medical treatment/care of my child, in case of an injury, illness or accident.

__________________________________________

____________________

Parent signature





Date

Health History

Please check all that apply and explain in the space provided below:

Family / Medical History:


Musculoskeletal History: Indicate Left or Right   

___Asthma




___Head / Face 

___Allergies




___Neck

___High Blood Pressure



___Shoulder

___Heart Conditions



___Elbow

___Dizziness with Exercise


___Wrist / Hand / Fingers

___Diabetes




___Back

___Epilepsy




___Hip

___Cancer




___Knee

___Anemic




___Ankle

___Respiratory Problems



___Foot / Toes

___Heat / Cold Problems



___Sprained / Torn Ligaments


___Concussions




___Strained Muscles

___Medications




___Surgery

Do you wear Contacts / Glasses  Y / N 

___Fractures 

Date of Last Tetanus shot _______________
Explanation: _______________________________

____________________________________
__________________________________________

____________________________________
__________________________________________

____________________________________
__________________________________________



A copy of this information will be kept by the team manager and with Aurora BayCare Sports Medicine, since they provide athletic training coverage for our home games during the ______________________ season.







