
Student’s Name ____________________________________________________________________________    Grade _________

 Male  Female

Address ___________________________________________________________________________________________________

(Place an asterisk [*] next to the telephone number we should call first.)

Father’s Name ______________________________Office # ______________________Home # ___________________________

Cell # ___________________Pager # __________________

Mother’s Name ______________________________Office # ______________________Home # ___________________________

Cell # ___________________Pager # __________________ Legal guardian (student lives with) ____________________________

Name _____________________________ Relationship _________________________Office # ___________ Home # _________

Name _____________________________ Relationship _________________________Office # ___________ Home # _________

Names and grades of other children at St. Martin’s. _________________________________________________________________

Allergies (Use another sheet if you need more room) _______________________________________________________________

Physician’s Name ________________________________________________ Telephone Number __________________________

Hospital of Choice ___________________________________________________________________________________________

Dentist’s Name __________________________________________________ Telephone Number __________________________

Insurance Company _______________________________________________ Policy Number ______________________________

In the event of any illness or if injury occurs, and it is not possible to contact me or my designated physician, I give authority to St. Martin’s
Episcopal School to obtain emergency medical, surgical or dental treatment for my child.

My child has permission to leave school on all authorized field trips in a school vehicle. The school does not provide student-accident
insurance at its cost. See the school’s directory/handbook for information on the optional program under which parents may purchase
secondary student-accident insurance, at their own expense, to cover eligible medical expenses from accidental injury.

Furthermore, I give my permission for this information to be shared with specific St. Martin’s faculty on a “need to know” basis.

PARENT’S SIGNATURE _________________________________________________ DATE _________________________________

ST. MARTIN’S EPISCOPAL SCHOOL GRADES  6 - 12
2008-2009 HEALTH INFORMATION/PARENT PERMISSION & RELEASE

LAST FIRST MIDDLE

STREET CITY STATE ZIP

MEDICATIONS
Please check medications the school may administer. (No medications will be given unless indicated on form by parents.)

Students may not attend school without this form on file.
Please complete and submit the entire original form - no faxes or copies will be accepted

EMERGENCY PHONE NUMBERS (if parents cannot be reached)

 Acetaminophen – Tylenol
 Ibuprofen – Advil
 Motrin

 Robitussin
 Cough drops

 Antacid – Tums
 Claritin

 First aid/cortisone cream
 Benadryl (for allergic reactions)

EMERGENCY MEDICAL RELEASE

CONTACT TELEPHONE NUMBERS

Date of birth

Due to business office, Attn. School Nurse, by July 18, 2008



MEDICAL HISTORY
To be completed by parent

1. Health conditions and/or chronic illnesses (i.e., asthma, diabetes, etc.) ______________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

2. Health problems that may affect classroom work. (i.e., vision – eyeglasses or contact lenses, hearing, physical limita-
tions, etc.) _______________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

3. Medications taken regularly or frequently by student. ____________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

4. Allergies (Please complete even if you have listed allergies on the front).

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT

ALLERGY REACTION USUAL TREATMENT



ST. MARTIN’S EPISCOPAL SCHOOL AND LHSAA
2008-2009 Athletic Medical Evaluation Form

To be completed by grades 6-12 Due July 18, 2008

 MEDICAL HISTORY

Middle and Upper School students may not participate in athletic practices or games until this form is on file.

Has or does this athlete... (Please explain all “yes” answers below)

1. Have a medical problem or injury since his/her last evaluation? ............................................................................................................................... Yes   No 
Ever not been allowed to participate in sports for a medical reason? ...................................................................................................................... Yes   No 

2. Ever been hospitalized? .............................................................................................................................................................................................. Yes   No 
Ever had surgery? ...................................................................................................................................................................................................... Yes   No 
Have any missing organs? (eye, kidney, testicle) ..................................................................................................................................................... Yes   No 

3. Presently take any medicines? ................................................................................................................................................................................... Yes   No 
4. Have any allergies to medicine or insect bites? ......................................................................................................................................................... Yes   No 
5. Passed out during or after exercise? ......................................................................................................................................................................... Yes   No 

Been dizzy or passed out during or after exercise? ................................................................................................................................................. Yes   No 
Have chest pain during or after exercise? ................................................................................................................................................................ Yes   No 
Tire more quickly than his/her friends during exercise? ............................................................................................................................................ Yes   No 
Have high blood pressure? ......................................................................................................................................................................................... Yes   No 
Been told he/she has heart murmurs? ....................................................................................................................................................................... Yes   No 
Have racing of the heart or skipped heartbeats? ...................................................................................................................................................... Yes   No 
Have a family member that died of heart problems or sudden death before age 50? .............................................................................................. Yes   No 

6. Have any skin problems? ............................................................................................................................................................................................ Yes   No 
7. Ever had a head or neck injury? (concussion)................................................................................................................................................................................. Yes   No 

Ever been knocked out or unconscious? ................................................................................................................................................................... Yes   No 
Ever had a seizure? .................................................................................................................................................................................................... Yes   No 
Ever had a stinger, burner or pinched nerve? ........................................................................................................................................................... Yes   No 

8. Ever had heat cramps? ............................................................................................................................................................................................... Yes   No 
Ever been dizzy or passed out in the heat? .............................................................................................................................................................. Yes   No 

9. Have trouble with breathing or coughing during or after activity? ............................................................................................................................ Yes   No 
10. Use any special equipment? (pads, braces, neck rolls, eye guards, kidney belt, etc.) ......................................................................................... Yes   No 
11. Have any problems with vision? ................................................................................................................................................................................ Yes   No 

Wear glasses or contacts? ........................................................................................................................................................................................ Yes   No 
12. Ever sprained/strained, dislocated, fractured or had repeated swelling of bones or joints? .................................................................................. Yes   No 
13. Have any medical problems listed below: (Please check off)
___high blood pressure
___rheumatic fever
___diabetes

 INFORMATION

Name ____________________________________________ Grade______   Sex M F      Age ______   Date of Birth _______________

Address_________________________City ___________________________________ Home Telephone __________________________

Insurance Company Policy Number 

Father’s Name _______________________Office #_____________Home # ____________  Cell# _______________ Other ___________

Mother’s Name _______________________Office #_____________Home # ____________ Cell # _______________ Other ___________

St. Martin’s Episcopal School does not provide student accident insurance at its cost. See the school’s directory/handbook for information on
the optional program under which parents may purchase secondary student accident insurance, at their own expense, to cover eligible
medical expenses from accidental injury.

________________________________________________________________________________________________________________
PARENT/GUARDIAN SIGNATURE DATE

 SIGNATURES

1. The above information is current and correct to the best of my
knowledge .............................................................................. Yes   No 
2. I give my permission for my child to be examined for school-related
activities .................................................................................. Yes   No 
3. If, in the judgment of a school representative, the above named
student athlete needs care or treatment as a result of an injury or
sickness, I do hereby request, consent and authorize for such care as
may be deemed necessary ................................................... Yes   No 
4. I recognize the evaluation to be done on my child is a standard
preparticipation screening examination and that no in-depth testing,
X-rays, lab work or cardiac testing will be performed ......... Yes   No 

SIGNATURE OF PARENT/GUARDIAN DATE

SIGNATURE OF STUDENT ATHLETE DATE

___hepatitis
___mononucleosis
___abnormal bleeding

___other (list)

____________________________________________________________

____________________________________________________________

14. Female athletes, list dates for:
First menstrual period _______________________________________
Last menstrual period _______________________________________
Longest time between periods last year _________________________

15. Please explain all  “yes” answers from above: ____________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

___tuberculosis
___asthma
___sickle cell disease/trait



To be completed for Grades 6-12

Student Name: ________________________________________________________________________ Grade: ____________________
Height: _____________________________________________ Weight: ___________________________________________
Blood pressure: ______________________________________ Pulse: ____________________________________________
List Dates for Last:   Tetanus Shot _____________________________________ Measles Immunization: __________________

ETELP
M

O
C

DETI
MIL

SYSTEM NORMAL ABNORMAL INITIALS

HEART

LUNG

OTHER

NECK

ANKLE

FOOT

KNEE

BACK

ELBOW

HAND

SHOULDER

GENITALIA

WRIST

ABDOMINAL

EYE CORRECTED? YES/NOLEFT 20/RIGHT 20/

Comments: ___________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Clearance:
___________ A. Cleared for physical education/sports
___________ B. Cleared after further evaluation/treatment
___________ C. Not cleared for: ____Collision ____Contact____Noncontact

Recommendations: _____________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Name of physician: _____________________________________________________________________________________
Address: _____________________________________________________________________________________________
Telephone Number: _____________________________________________________________________________________

____________________________________________________________________________________________________
Signature of Physician                                                     Date

PHYSICAL (To be filled out by doctor)



Minimum dosages for meeting school entry requirements are 4 DTP doses and 3 Polio
doses provided that the last dose of each was administered on or after age 4. 2 MMR
doses are required, one at 12-15 months and the other at age 4 or prior to Kindergarten
entry. 3 Hepatitis B doses and the Varicella (chicken pox) vaccine are required. The
immunization for chicken pox is not required if your child has had the disease.

VACCINE DOSE 1 DOSE 2 DOSE 3 DOSE 4 DOSE 5
DTP, DT, DTaP

MMR

POLIO

HIB

HEPATITIS B

HEPATITIS A

VARICELLA
CHICKEN POX

HPV

MENACTRA

TB

* REQUIRED
I agree that the above immunizations are correct to the best of my knowledge.

SIGNATURE OF PHYSICIAN/NURSE_______________________________________

ADDRESS:______________________________________________________________

PHONE:________________________________________________________________

DATE:_________________________________

*

*

*

*

*

IMMUNIZATION RECORD
GRADES PRE-K - 12

(COMPLETED BY PHYSICIAN/NURSE)

Name

DOB  ______/______/______      Grade_____________



(Please Print)

Name: (Last, First, Middle) _________________________________________________________________________Grade: __________

Date of Birth: _______________________________ Date of Most Recent Physical Exam: _______________________________________

This is my______consecutive semester at St. Martin’s Episcopal Upper School. I first entered ninth grade in ____________ (month/year).

Last semester I attended _____________________________________________________________________________________ School.

I certify that the preceding information is correct and that I have read the summary of LHSAA eligibility rules appearing below and that I am
in compliance with these standards.

_______________________________________________________________________________________________________________
SIGNATURE OF STUDENT ATHLETE DATE

RULE COMMENTS

BONA FIDE STUDENT You must be counted as a student on the daily attendance records at your school. Attendance in one
class makes you a student at that school.

ENROLLMENT You must attend class during the first 11 days of the first semester, or you will be ineligible for the first 30
school days.

AGE You cannot become 19 years of age prior to September 1 of this year.

PROOF OF AGE You must provide legal proof of age which meets the provisions of the LHSAA Handbook to your school
administrator so that it can be kept on file at school.

CONSECUTIVE SEMESTER Once you enter the ninth grade, you have eight consecutive semesters in which to play athletics – after
that you lose your eligibility.

SCHOLASTIC At the end of the first semester you must pass at least five subjects and earn at least a 1.5 grade-point
average (gpa) in all subjects taken. At the end of the year and prior to the next school year you must
pass at least five units with an overall 1.5 gpa in all units taken.

TRANSFER If you attend a school outside your “home attendance zone,” you are automatically ineligible for one year
unless you meet the provisions of the transfer rule.

UNDUE INFLUENCE If you have been recruited to the school for athletic purposes, you will remain ineligible as long as you
attend the school.

AMATEUR You cannot play high school athletics if you lose your amateur status.

INDEPENDENT TEAM In certain sports you cannot play on a school team and an independent team during the same sport
season.

MEDICAL EXAMINATION You must pass a physical examination given by a physician licensed to practice medicine and complete
an LHSAA medical history evaluation form prior to participating.

SUSPENDED AND INELIGIBLE You cannot participate in any interscholastic contest on any team at any school at any level.
STUDENTS

ST. MARTIN’S EPISCOPAL SCHOOL AND LHSAA
2008-2009 Athletic Participation/Parental Permission Form

To be completed by Grades 9-12 and student athletes particpating at the Upper School level

UPPER SCHOOL STUDENTS MAY NOT PARTICIPATE IN ATHLETIC PRACTICES OR GAMES UNTIL THIS FORM IS ON FILE.

ARE YOU ELIGIBLE?

As a student athlete in an LHSAA member school, you must meet all of the following rules to be eligible for interscholastic athletic
competition.



BASEBALL GOLF SWIMMING BASKETBALL GYMNASTICS TENNIS CROSS COUNTRY
SOCCER TRACK/FIELD FOOTBALL SOFTBALL VOLLEYBALL WRESTLING BOWLING

Student Athlete        Date    Parent/Guardian Date

LHSAA SUBSTANCE ABUSE/MISUSE CONTRACT AND CONSENT FORM

As an LHSAA athlete, I, ______________________________, agree to avoid the abuse or misuse of legal or illegal substances. I hereby
grant permission to be tested for substance abuse/misuse during the 2007-2008 school year as a participant in any LHSAA sports pro-
gram. I furthermore agree to cooperate by providing a urine or hair specimen for testing upon the request of my principal. I understand that
should my specimen indicate abuse or misuse of legal or illegal substances, I will be subject to action specified in my school drug policy
for student athletes.

In addition, as an athlete of St. Martin’s Episcopal School, I understand that my obligation to self, family, school and team is great and may
be successfully achieved only through dedication, loyalty, discipline and character. I understand it takes a special person to take on these
obligations, and by my signature below, I agree to adhere to the standards of behavior stated in this agreement. Furthermore, my signature
confirms that I will follow all the rules, policies, and regulations prescribed by St. Martin’s Episcopal School. I understand that if I do not
abide by these standards, I will be subject to disciplinary action, which may include suspension or removal from the team.

• I will not smoke • I will not use language that is considered offensive
• I will not use steriods • I will never abuse players or officials at any contest
• I will put the team before self at all times • I will show proper respect for people in authority
• I will strive to fulfill my academic requirements • I will take care of all equipment issued to me and return it promptly
• I will strive to give maximum effort at all times • I will exhibit good sportsmanship at all times

I, ___________________________________, parent or guardian of the undersigned student athlete, individually, and on behalf of my
child, do hereby grant permission for and consent to said child being tested for substance abuse/misuse in accordance with his/her school
drug policy for student athletes and I understand that if any specimen taken from him/her indicates abuse or misuse of legal or illegal
substances he/she will be subject to action specified in the school drug policy for student athletes for his/her school.

ALL LHSAA ELIGIBILITY RULES APPLY TO ALL STUDENT ATHLETES
ON ALL TEAMS ON ALL LEVELS AT ALL LHSAA MEMBER SCHOOLS

Eligibility to participate in interscholastic athletics is a privilege you earn by meeting those standards outlined in the regulations and
policies set by the LHSAA and St. Martin’s Episcopal School.  Any time you have questions or do not fully understand an eligibility rule,
check with your principal, athletic director or coach. By fulfilling not only the letter of the rule but also its intent and spirit, you can help prevent
violations which might penalize you, your team or St. Martin’s. ONE INELIGIBLE STUDENT MIGHT DISQUALIFY YOUR WHOLE TEAM – KNOW
YOUR ELIGIBILITY RULES.

I have read and reviewed the general requirements for high school athletics stated in this publication and I have discussed these require-
ments with my student athlete. I understand that additional questions and/or explanation of details or specific circumstances should be
directed to my student’s principal, athletic director or coach.

I certify that the home of address of parents shown on page 1 is my sole bona fide residence and that I will notify the school immediately of
any change in residence since such a move may alter the eligibility status of my student athlete. All other information shown in the blanks
on previous pages is accurate and current.

I hereby give my consent and approval to the participation of the student named on this form for the activities listed below. IF I DO NOT GIVE
MY PERMISSION FOR A PARTICULAR ACTIVITY, I WILL CROSS OUT THAT ACTIVITY.

To be completed by Grades 9-12 and student athletes participating at the Upper School level

Signature of Parent/Guardian Print Name Date

To be completed by Grades 9-12 and student athletes participating at the Upper School level


