
 

FRONTENAC USD #249 ATHLETICS FORM  

ATHLETE’S NAME _______________________________________        D.O.B. _____________________ 

PARENT/GUARDIAN NAME ___________________________________    PHONE _________________________ 

ADDRESS____________________________________________________________________________________ 

PARENT/GUARDIAN NOT AVAILABLE; CONTACT PERSON __________________________________________ 

EMERGENCY CONTACT PHONE ____________________________________________  

FAMILY PHYSICIAN ________________________________________       PHONE___________________________ 

KNOWN ALLERGIES ____________________________________________________________________________ 

OTHER MEDICAL ISSUES _______________________________________________________________________ 

Permission is hereby granted to the attending physician, athletic trainer, and/or coach to render any 
necessary first aid treatment to the above named athlete. I understand that in an emergency, effort will 
be made to contact the parent/guardian or other emergency contact person named above. If such 
contact is not possible, the transportation and treatment necessary for the best interest of the above 
named athlete may be given.  

___________________________________________________________________________________________________ 
CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION  

ATHLETE’S NAME____________________________________________ D.O.B.___________________________ 

ADDRESS____________________________________________________ PHONE_________________________  

I hereby authorize New Century Sports Medicine/Athletic trainers to disclose to the 
coaches/administration at Frontenac Schools any pertinent health care information related to the 
participation of my Son/Daughter in school sports during the 2026-2027  academic year.  I also 
understand that I may revoke this consent at any time, except to the extent that action has already been 
taken in reliance upon and that this consent expires automatically as described above or as specifically 
stated below:  
Other specification or date, event or condition upon which this expires:  
 
_______________________________________________ ​ _____________________________________________ 
PARENT/GUARDIAN SIGNATURE ​ ​ ​ ​ RELATIONSHIP TO ATHLETE 
  
________________________  
DATE 
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