NAMPA SCHOOL DISTRICT 131







Physcial/Consent    ____
SKYVIEW HIGH SCHOOL









Fall        ____











         

Winter   ____











               

 Spring   ____

Name:___________________________________ Birth Date:_____/_____/_____ SSN:_____-_____-________

Parent/Guardian Name(s): Father:__________________________ Mother:_____________________________

Address:_____________________________________________ Home Phone:__________________________

Emergency Contact If Parent/Guardian Cannot Be Contacted Notify:

Name:______________________________ Relationship:________________ Phone:_____________________

Name:______________________________ Relationship:________________ Phone:_____________________

Family Physician:______________________________________________Phone:_______________________

Insurance Company:________________________________ Name of Insured:__________________________

Insurance #:_____________________ Insurance Address:___________________________________________

Known Allergies (i.e. food, insect, drug):________________________________________________________

Last Tetanus:________________ Medical Conditions:______________________________________________

Medications Being Taken (i.e. inhaler, insulin):____________________________________________________

As parent or guardian of the above named student, I hereby give permission for an authorized school official to obtain professional medical attention, including transportation, diagnostic testing, and necessary hospitalization, for my son or daughter in case of injury or illness while participating (practice of competition) in the athletic program of Skyview High School during this current school year.

Parent/Guardian Signature:___________________________________________ Date:____________________

