Fayette Academy
Sports Medical Form
Must be completed and returned BEFORE any sports participation
I. Physician’s Certificate
I hereby certify that (name) ______________________________________________ has been examined
by me and found physically fit to engage in all school athletics.
Height _______________ Weight _________________ Blood Pressure _________________________
Date: _________________________ Physician’s Signature ___________________________________
II. Emergency Treatment
To All Parents:
Since the malpractice question has come to the forefront, many hospitals and doctors will not treat a child
without a parent’s consent (unless a matter of life or death). It is requested that you complete the information
below so that if your child requires a visit to the hospital while under the supervision of the school, this will
allow the hospital to treat the injury.
Emergency Information
Name _________________________________________________________ M _________ F_________
Grade __________________ Age ________________ Date of Birth _____________________________
Parent’s Name ________________________________________________________________________
Home Address ________________________________________________________________________
Home Phone _______________ Father’s cell ________________ Mother’s cell _____________________
Another Person to Contact _______________________________________________________________
Relationship _______________ Home phone ________________ Cell phone _______________________
Insurance Company _________________________ Policy Number ______________________________
Group Name ________________________________ Group Number _____________________________
ALLERGIES ___________________________________________________________________________
MEDICATIONS ________________________________________________________________________
III. Parent’s Consent for Athletic Participation
I hereby give my consent for (student’s name) ______________________________________________
TO REPRESENT FAYETTE ACADEMY IN THE FOLLOW SPORTS:
_______________________________________________________________
_______________________________________________________________
Parent’s Signature _________________________________________ Date _______________________
IV. Parent’s Consent Statement: Authorizing Treatment
I/We hereby give consent for (athlete’s name) ____________________________ to represent Fayette
Academy in athletics realizing that such activity involves potential for injury. I/We acknowledge that even
with the best coaching, the most advanced equipment, and strict observation of the rules, injuries are still
possible. On rare occasions these injuries are severe and result in disability, paralysis, and even death. I/We
grant permission to the school and TSSAA, its physicians, athletic trainers, and /or EMT to render aid,
treatment, medical, or surgical care deemed reasonably necessary to the health and well-being of the
student athlete named above during or resulting from participation in athletics. By the execution of this
consent, the student athlete named above, and his/her parent/guardian(s) do hereby consent to screening,
examination, and testing of the student athlete during the course of the pre-participation examination by
those performing the evaluation, and to the taking of medical history information and the recording of that
history and the findings and comments pertaining to the student athlete on the forms attached hereto by
those practitioners performing the examination. As parent or legal Guardian, I/We remain fully responsible
for any legal responsibility which may result from any personal actions taken by the above-named student
athlete.
Parent’s Signature ___________________________________ Date ______________________________

Student-Athlete Authorization
For
Disclosure of Protected Health Information
I hereby authorize the physicians, athletic trainers, physical therapists and sports
medicine personnel representing Campbell Clinic to disclose protected health
information regarding any injury or illness affecting the student-athlete’s training
for and participation in athletics at Fayette Academy. Campbell Clinic is
authorized to disclose this protected health information to any coach, the athletic
director, or any school official in connection with his/her participation in
interscholastic sports. This protected health information may concern the studentathlete’s medical status, injuries, prognosis, diagnosis, athletic participation
status, and related personally identifiable health information. This protected
health information may be disclosed to other health care providers within the
Campbell Clinic system; to Fayette Academy Administrators; and to officials of
the Tennessee Secondary School Athletic Association.

I, _________________________, parent or guardian of
___________________________,
(name of parent/guardian)
(name of student)
understand that parent/legal guardian authorization/consent for the disclosure of
the student-athlete’s protected health information is a condition for participation
as an interscholastic athlete at Fayette Academy and for care during
interscholastic athletics. I understand that my child’s protected health information
is protected by the federal regulations under either the Health Information
Portability and Accountability Act (HIPAA) or the Family Educational Rights and
Privacy Act of 1974 (the Buckley Amendment). This protected health information
may not be disclosed without parent/legal guardian authorization under HIPAA or
consent under the Buckley Amendment. I, the parent/legal guardian, understand
that once information is disclosed per authorization or consent, the information is
subject to re-disclosure and may no longer be protected by HIPAA and/or the
Buckley Amendment. I, the parent/legal guardian, understand that I may revoke
this authorization/consent at any time by notifying in writing Campbell Clinic. If
authorization or consent is revoked, it will not have any effect on the actions
Campbell Clinic personnel took in reliance on this authorization/consent prior to
receiving the revocation. This authorization/consent is enacted on the date of
signature and expires on May 31, 2022. Campbell Clinic will not condition your
treatment on the signing of an authorization, except for any possible researchrelated treatment.
REQUIRED SIGNATURE FOR PARTICIPATION FOR INTERSCHOLASTIC SPORTS

________________________________

______________________

Print Student-Athlete’s Name

Signature of Parent/Legal Guardian

CONCUSSION
INFORMATION AND SIGNATURE FORM
FOR STUDENT-ATHLETES & P ARENTSILEGAL GUARDIANS
(Adapted from CDC " Heads Up Concussion in Youth Sports")

Public Chapter 148, effective January 1, 2014, requires that school and community organizations
sponsoring youth athletic activities establish guidelines to inform and educate coaches, youth athletes and
other adults involved in youth athletics about the nature, risk and symptoms of concussionlhead injury.

Read and keep this page.
Sign and return the signature page.
A concussion is a type of traumatic brain injury that changes the way the brain normally works. A
concussion is caused by a bump, blow or jolt to the head or body that causes the head and brain to move
rapidly back and forth. Even a "ding," "getting your bell rung" or what seems to be a mild bump or blow
to the head can be serious.

Did You Know?
•
•
•

Most concussions occur without loss of consciousness.
Athletes who have, at any point in their lives, had a concussion have an increased risk for
another concussion.
Young children and teens are more likely to get a concussion and take longer to recover than
adults.

WHAT ARE THE SIGNS AND SYMPTOMS OF CONCUSSION?
Signs and symptoms of concussion can show up right after the injury or may not appear or be noticed
until days or weeks after the injury.
If an athlete reports one or more symptoms of concussion listed below after a bump, blow or jolt to the
head or body, s/he should be kept out of play the day of the injury and until a health care provider* says
s/he is symptom-free and it's OK to return to play.
SIGNS OBSERVED BY COACH ING STAFF

SYMPTOMS

Appears dazed or stunned
Is confused about assignment or position
Forgets an instruction
Is unsure of game, score or opponent
Moves clumsily
Answers questions slowly
Loses consciousness, even briefly
Shows mood, behavior or personality changes
Can't recall events prior to hit or fall
Can't recall events after hit or fall

Headache or "pressure" in head
Nausea or vomiting
Balance problems or dizziness
Double or blurry vision
Sensitivity to light
Sensitivity to noise
Feeling sluggish, hazy, foggy or groggy
Concentration or memory problems
Confusion
Just not "feeling right" or "feeling down"

BY ATIILETES

*Health care provider means a Tennessee licensed medical doctor, osteopathic physician or a clinical
neuropsychologist with concussion training

