
COLUMBUS MUNICIPAL SCHOOLS ~ Columbus, Mississippi ~ Parent/Guardian MUST sign all 3 highlighted areas   
   

STUDENT’S NAME ________________________________________________ STUDENT ID# ____________________ 
 

======================================================================================================================================================================================================================================= 

PARENT STATEMENT OF CONSENT FOR ACTIVITIES PARTICIP ATION AND NOTICE OF PRIVACY ACT 
 

I - I certify that this with full knowledge and consent that my child or ward as named above, whose date of birth is 
__________________________ may take part in any of the school sponsored activities including, but not limited to  
    Month         Day      Year 

soccer, swimming, baseball, basketball, football, tennis, track, golf, band, cheerleading, volleyball, and cross country. (any 
activity not approved by the parent or guardian should be marked off this list) open to public participation at Columbus 
Municipal Schools  during the 20____-20____ school year. 
 

While I expect school authorities to exercise reasonable precaution to avoid injury, I understand that neither the Trustees 
of the Columbus Municipal School District nor any of its agents or employees are responsible for any injuries or damages 
sustained any child of ward as a result of or in any way connected with his/her participation in any of the above 
competitive sports or related activities. I agree that he/she may participate in such activities under these conditions. 
 

II – The Family Educational Rights and Privacy Act of 1974 protects the rights of parents and students in a way not 
heretofore provided. The school from time to time will be making available to the news media and to the public in general, 
information about students who participate in athletics. The information may include such things as names, grades, 
height, weight, age, date, and place of birth, address, telephone number, honors, and awards received, etc.  
 

Your signature below will indicate to the school principal that you consent that the name of your child or ward may be 
included on the list of any athletic team, event, program, or other information being made public as described above. 
 

Signature of Parent or Guardian ________________________________________________ Date __________________ 

======================================================================================================================================================================================================================================= 

COLUMBUS MUNICIPAL SCHOOL DISTRICT INSURANCE STATEM ENT 
 

Please check one of the following and sign: 
__________ My child has adequate coverage under our family health insurance policy and I take full responsibility for any    
                     injury my son/daughter receives while participating in any sport for the Columbus Municipal School District. 
                     

                     NAME OF INSURANCE COMPANY _________________________________________________________ 
__________ I wish to participate in the insurance program for varsity football at Columbus High. I will pay $68.00 and   
                    Columbus High School will pay $68.00, which will give my child coverage only in varsity football. This is not a  
                    major medical plan; it is only a supplement plan. 
__________ My child has purchased the school day insurance plan which covers all sports except  varsity football. 
 

Parent/Guardian Signature ______________________________________________________ Date ________________ 
 

======================================================================================================================================================================================================================================= 

MEDICAL CONSENT FORM 
 

Permission is hereby granted to the attending physician to proceed with any medical or minor surgical treatment, x-ray, 
examinations and immunizations for the above named student. In the event of serious illness, the need for major surgery, 
or significant accidental injury, I understand that an attempt will be made by the attending physician to contact me in the 
most expeditious way possible. If said physician is not able to communicate with me, the treatment necessary for the best 
interest of the above named student may be given. 
 

In the event that an emergency arises during a practice session, an effort will be made to contact the parents or guardian 
as soon as possible. Permission is also granted to the coach and/or athlete trainer to provide the needed emergency 
treatment to the athlete prior to his admission to the medical facilities. 
 

Signature of Parent or Guardian__________________________________________________ Date ________________ 
Phone Numbers where parents/guardians can be reached: 
 

Home: _________________________ Work: __________________________ Cell #1: ___________________________  
 

Cell #2: ________________________ Other: _________________________ Other: _____________________________ 
 

Name of Student’s Doctor: ____________________________________________ Phone: ________________________ 
 

======================================================================================================================================================================================================================================= 

FOR PHYSICIAN USE ONLY:   Ht _______ Wt _______ Blood Pressure ____________Pulse _____Date ____________ 
ORTHOPAEDIC EXAM  Norm Abnl ORTHOPAEDIC EXAM (con’t)  Norm Abnl General Health Comments: 

I. Spine/Neck 
Cervical 

                      Thoracic 
                      Lumbar 

  II. Lower Extremity 
Hip 

                      Knee 
                      Ankle 
                      Feet 

  
    
    FLEXIBILITY  LEFT RIGHT 
    Neck   

III. Upper Extremity 
Shoulder 

                      Elbow 
                      Wrist 
                      Hand/Fingers 

    Hips   
  OTHER EXAMS   Hams   
  ENT   Back Ext/Flex   
  Heart   Shoulder   
  Skin   Quads   

Physician must sign below  
Indicating results of physical.  

Lungs   Heelcords   
Abdomen   Comments: 
Hernia   

 

_________________________________________________From this limited screening I see no reason why this student cannot participate in athletics. 
 

_________________________________________________Student needs further evaluation as described __________________________________. 



HIGH SCHOOL ATHLETIC PARTICIPATION FORM 
(All  information must be completed  and signed  by parent/guardian  before physical.) 

Name:  
 

DOB: 

Address:  
 

SS#: 

Phone:  
 

Email:  

School:  
 

Sport:  
 

MEDICAL HISTORY: 
Height: Weight: Gender: Ethnicity: 
 

ANSWER YES OR NO (AS PERTAINING TO THE STUDENT ATHL ETE): 
Have you ever fainted or passed out when exercising?  
Do you ever have chest tightness?  
Does running ever cause chest tightness?  
Have you ever had chest tightness, a cough, or wheeze, which made it difficult for you to perform in sports?  
Have you ever been treated/hospitalized for asthma?  
Have you ever had a seizure? Told that you had epilepsy?  
Have you ever been told to give up sports because of health problems?  
Have you ever been told you have high blood pressure?  
Have you ever been told you have high cholesterol?  
Do you have trouble breathing or do you cough during or after activity?  
Have you ever been dizzy during or after exercise?  
Have you ever had chest pain during or after exercise?  
Do you have or have you ever had racing or you heart or skipped heartbeats?  
Do you get tired more quickly than your friends do during exercise?  
Have you ever been told you have a heart murmur?  
Have you ever been told you have a heart arrhythmia?  
Do you have any other history of heart problems?  
Have you had a severe viral infection (for ex. myocarditis or mononucleosis) within the last month?  
Have you ever been told you have rheumatic fever?  
Do you have any allergies? If so please list, _________________________________________________  
Are you taking any medications at the present? If so please list __________________________________  
Have you routinely taken any medication in the past two years?  
Have you ever had surgery? If so please list __________________________________________________  
Have you ever been hospitalized? If so please list _____________________________________________  
Have you ever had a concussion or been unconscious?  
Have you ever had heat exhaustion, heat stroke, or other heat problems?  
Do you have diabetes or sickle cell anemia?  
Do you wear glasses or contacts?  
Have you had an injury that caused you to miss a game/practice? Please list_________________________  
Have you ever had head/neck, shoulder, knee, ankle/foot surgery or injury? If so please circle.  
 

FAMILY HISTORY (PLEASE ANSWER YES OR NO) 
Has anyone in your family less than 50 years old:  

Died suddenly and unexpectedly? 
Been treated for recurrent fainting? 
Had unexplained seizure problems? 
Had unexplained drowning while swimming? 
Had unexplained car accident? 
Had a heart transplant? 
Had a pacemaker or defibrillator implanted? 
Been treated for irregular heart beat 
Had heart surgery? 

 
 
 
 
 
 
 
 
 

Has anyone in your family experienced sudden infant death (cot death)?  
Has anyone in your family been told that they have Marfan syndrome?  
 

I authorize ____________________________________ to provide screening and medical services as necessary  to  
                                                               (Medical Provider) 

the minor for whom I am responsible. I hereby autho rized the release of medical information to the athl etic staff 
or a representative of the school this minor attend s. 
 

___________________________________ ____________________________________ ____________ 
          Athlete’s Signature     Parent/Guardian’s Signature           Date 

 


