CAPE MAY COUNTY TECHNICAL HIGH SCHOOL ATHLETIC DEPARTMENT
STUDENT AND PARENT CONSENT FORM

PLEASE PRINT
Complete Legal Name:

(First) (Middle) (Last)
Address: Telephone:

Date of Birth / / Place of birth: Grade: Sport trying out for:

STUDENT PARTICIPATION
This application to participate in athletics at €dypay County Technical High School is voluntaryron part and is
made with the understanding that | will abide Dytlzé eligibility rules set up by the New JersegtBtinterscholastic
Athletic Association and Cape Atlantic League, agxkive prior to play a physical examination.
Signature of Student: Date:

PARENT OR GUARDIAN CONSENT
| hereby give my consent for the above high sclstadent to engage in interscholastic athleticsagteMay County
Technical High School for the above sport during ¢hrrent school year and to accompany the teaamasmber on
its out-of-district trips. | understand that myngdaughter will be expected to adhere firmly toeslablished athletic
policies, and eligibility rules, and receive prtorplay, a physical examination.

Signature of Parent or Guardian: Date:
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EMERGENCY INFORMATION AND MEDICAL TREATMENT CONSENT
(To be completed by parent)

In emergency, contact Phone , or
Phone

l, , the parentadian of the above high school student recegmiat as
a result of interscholastic athletic participatiomedical treatment on an emergency basis may lessaxy, and
further recognize that school personnel may be lertalcontact me for my consent for emergency natdiare.
Therefore, | do hereby consent in advance to so@rgency care, including hospital care, as maydeened
necessary under the then existing circumstanceasBlmake the following notations on my son’s/dtertghrecords:

Medication allergies: List Fosatt allergies: List If yes, does

your child require emergency medication? NO Y@&me of medication):

Other relevant medical information (e.g., glassestact lenses; prior surgeries, epilepsy; heartmy diabetes,
seizure disorder, etc.)

Medication for long-term or chronic iliness (indieghysical or mental health condition and medice):

Signature of Parent or Guardian: Date
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Athletic Director Approval: Health Office Approval: Restrictions:
Eye protection (rec specs) due to vision problé&ye effected: R L Both Condition:
Coach: provide athlete with attached agreen®INK PAPER)“Athletes with”:  Asthma Life-Threatening Allergies Diabetes

Individual Emergency Health Care Plan provided foAsthma Diabetes Life-Threatening Allergy Other:

Note for Coach: See school nurse for training and questions déggmathlete’s medical condition.
p: 1z sport\PE on file consent 2004, 2008, 2010




