New Tampa Lacrosse Association Medical Form

Medical History

	PARTICIPANTS NAME
	
	

	1
	Any injuries requiring medical attention?
	YES
	NO

	2
	Any Surgical Operations?
	YES
	NO

	3
	Any illness lasting more than a week?
	YES
	NO

	4
	Currently under a Physicians care?
	YES
	NO

	5
	Currently taking any medications?
	YES
	NO

	6
	Wears glasses or contact lenses?
	YES
	NO

	7
	Wears a hearing device?
	YES
	NO

	8
	Wears braces or other prosthesis?
	YES
	NO

	9
	Completed poliomyelitis (sabin) immunization by oral Vaccine?
	YES
	NO

	10
	Do you know of any reason that your child should not participate in any sport?
	YES
	NO

	11
	Has your child ever been diagnosed with scoliosis?
	YES
	NO


Please explain any “YES” answer (except # 9)__________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

	Allergies:
	Insurance:

	Last Tetanus:
	Policy #

	Present Medication:
	Family Physician:

	Other:
	Physician Phone:


Parent/Guardian Signature

TO BE COMPLETED BY THE PHYSICIAN
	Height:
	Weight:
	Blood Pressure:

	Eyes:
	EENT:
	GU:

	Respiratory:
	Cardiovascular:
	Neurological:

	Liver/Spleen:
	GI:
	Hernia:

	Musculoskeletal:
	Skin:
	Prior Physical:


Physician’s Comments____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

I certify that I have examined this participant on the date indicated.  On the basis of the examination requested by the organization and the participants medical history, as provided to me, I have found no medical reason which would prevent this participant from taking part in supervised athletic activities.








            



                      /          /

Physician’s Signature









Date

