NAME: LAST       
 FIRST      
   MI      
PART 1. STUDENT INFORMATION, ACKNOWLEDGEMENT AND RELEASE (to be completed by student and  parent/guardian).

Student Name:             Date of Birth:      /     /       Age:        Gender:  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F  Athlete’s Cell #      
Home Address:                 City:               Zip:                Parents E-Mail      
Name of Parent/Guardian:             Home #            Work #            Cell #       

Name of Parent/Guardian:             Home #            Work #            Cell #      
Emergency Contacts:  

(1) Name            Relationship           Home #           ​​ Work #            Cell #         

(2) Name            Relationship           Home #            Work #            Cell #       

Current Grade:         Date Entered 9th Grade:          Date Entered Current School:          Date of Latest Physical:          Birth Certificate on File:  FORMCHECKBOX 

PART 2. PARENT/GUARDIAN APPROVAL & PERMISSION TO PARTICIPATE

I hereby give my consent for the aforementioned student to:

     (1) represent his/her school in all activities (except those crossed out on this form completed by the examining physician),  (2) accompany any school group of which he/she is a member on any of its local or out-of-town trips, and (3) be transported in connection with participation in athletic activities by school bus, charter bus, school-owned car, approved private van, or personal automobile.  It is my clear understanding that participation in athletic activities creates a risk normally associated with such activities and that the risk increases as the sport becomes more vigorous and/or involves bodily contact. This application to participate in the athletic program for the middle/high school listed is entirely voluntary on my child’s part and is made with the understanding that to my knowledge, my child has not violated any of the eligibility rules and regulations of the State of Florida or the Florida High School Athletic Association. Because of the dangers of participation in the selected activities/athletics, my student and I recognize the importance of following the coaching instructions regarding playing techniques, training and other team rules. I will assume responsibility for obtaining information about the activity, including, but not limited to, transportation, location and schedules of activities, equipment requirements, safety procedures, risk specific to activity and provision for supervision. I agree to not hold The Villages Charter School, Inc. or any of its employees or agents or anyone acting on its behalf responsible for any injury occurring to the above-named student in the course of such activities or related travel.  I acknowledge responsibility for the cost of all medical treatment administered to my child and I will assume responsibility for the insurance coverage related to my child’s participation.  Payment of required activity fees for middle/high students is mandatory before participation. I will notify the coach/sponsor of any specific limitations to my child’s activities and will provide the coach/sponsor with a copy of the doctor’s evaluation and recommendation. I am also giving permission for my child to submit to a physical examination, which is required before being allowed to participate in the middle/high school athletic program. I also understand that if a parent, guardian, or student falsifies any signature(s) or other information on this form that the student will be declared ineligible for one full calendar year from the disclosure date.

I HEREBY STATE THAT I HAVE READ ALL OF THE INFORMATION PROVIDED IN THIS FORM AND IT IS ACCURATE TO THE BEST OF MY KNOWLEDGE AND BELIEF.

Parent/Guardian Signature: ________________________________________________________________________________                Date:       
PART 3. PARENT/GUARDIAN CONSENT FOR TREATMENT, INSURANCE AND MEDICAL HISTORY INFORMATION
In the event a physician’s consultation is required by your child’s injury or illness, The Villages Charter School Inc. will make a reasonable effort to contact you before medical referral is made and utilize the physician of your preference as indicated below. However, in the event of an emergency the need for prompt action may preclude the school contacting you prior to medical treatment and may preclude the use of your preferred physician.

I give my consent for my child’s treating physician, team physician, athletic trainers or other designated medical personnel to release to each other and to employees such information regarding my child’s medical history, record of injury of illness, and treatment/rehabilitation as may be deemed necessary to protect my child’s health and well-being during his/her participation in athletics. I further give my permission for appropriate school staff or their designees to render emergency treatment or authorize medical treatment by a hospital and/or physician and agree to hold The Villages Charter School Inc. and its employees harmless in the administration of such medical assistance.

Parent/Guardian Signature:____________________________________________Date:          Phone #:          
Preferred Physician’s Name:             Office Address:            Phone #:           
Insurance Information and Brief Medical History:   Insurance must be provided through the duration of the athletic season for your child to participate in the athletic program.                                                   

 List any condition the athlete has received medical attention for during the past two (2) years.  Please include name of provider.

      



















 List any allergies (food, medication, insect stings, etc)       
 List any medications the athlete is regularly taking       
 FORMCHECKBOX 
 YES, I will provide insurance for my child.   Parent Signature ____________________________________________  Date           Copy of Insurance Card:   FORMCHECKBOX 
      

 Primary Insurance: ( YES ( NO               HMO: ( YES ( NO (if yes, initial medical consultation after injury must be performed by selected HMO Primary Physician)

 Company Name:          Policy #:           Group #:       
 Address:             City:             Zip:              Phone #:       
 Policy Holder’s Name:              Relationship to Athlete:     
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