PERSONAL AND EMERGENCY INFORMATION
PERSONAL INFORMATION

Student’s Name: _____________________________________________  Age: ______  Grade: _______

Current Address: ______________________________________________________________________

Home Phone # (______)_______________     Parent/Guardian Cell Phone # (______)_______________

EMERGENCY INFORMATION

Primary Emergency Contact Person’s Name:___________________________ Relationship: _________

Address: _______________________________________ Contact Phone # (______)_______________

Secondary Emergency Contact Person’s Name:__________________________ Relationship: ________

Address: _______________________________________ Contact Phone # (______)_______________

Medical Insurance Carrier: __________________________________  Policy Number: ______________

Address: ______________________________________________ Phone # (______)_______________

Family Physician’s Name: ______________________________________________________________

Address: ______________________________________________ Phone # (______)_______________

Student’s Allergies: ____________________________________________________________________

Student’s Health Condition(s) of Which an Emergency Physician Should be Aware: _________________

________________________________________________________________________________________________________________________________________________________________________

Student’s Prescription Medications: _______________________________________________________
Permission to administer emergency medical care: I consent for an emergency medical care provider to administer any emergency medical care deemed advisable to the welfare of the herein named student while the student is practicing for or participating in Inter-School Practices, Scrimmages, and/or Contests. Further, this authorization permits, if reasonable efforts to contact me have been unsuccessful, physicians to hospitalize, secure appropriate consultation, to order injections, anesthesia (local, general, or both) or surgery for the herein named student. I hereby agree to pay for physicians’ and/or surgeons’ fees, hospital charges, and related expenses for such emergency medical care.

Parent’s/Guardian’s Signature: _______________________________________  Date: ______________

Conestoga Intramural Participation Agreement

Student Participant

Student Name (please print legibly)
_________________________      __________________      _____________________
Last



First



Email Address

I, _______________________________, agree to follow all of the rules as outlined below or forfeit my privilege to attend intramurals or be involved with intramural tournaments.

· All players will participate in an appropriate, respectful, and fair manner of play.

· All players will adhere to the rules established by the Conestoga Code of Conduct.

· CHS will not be responsible for articles lost or stolen after the regular school day ends.

· Transportation is not provided by the District.  Students are responsible for obtaining their own transportation to and from the site.

_________________________________

____________
     Student Signature  



         Date
Parent or Guardian

If you, the parent or guardian of the student above, allow your son/daughter to participate in intramurals, please print and sign your name below.  Also, please fill out the Personal and Emergency Information form on the other side.

Relation to the participating student (please circle):


Mother

Father


Other: ____________________

________________________   _____________________________   _______

          Name (print)


                 Signature

        Date

Return to Mr. Strogen in room 160 or bring with you to VFMS








