CATHEDRAL CATHOLIC HIGH SCHOOL

ADMISSION PHYSICAL AND ATHLETIC RELEASE
PLEASE NOTE: NOT VALID FOR SPORTS IF DONE BEFORE June 14", 2011

Name Grade Age:

PART 1. MEDICAL HISTORY TO BE COMPLETED BY PARENT
This information is confidential and for use by CCHS medical personnel only, unless otherwise specified. Any
falsification of past medical records may disqualify athletes and/or void insurance coverage.

Have you ever had or have you now any of the following:
YES NO Explanation of “Yes” answers — Include dates if appropriate

_ Asthma-List medications
__ Headaches
_ Dizziness or fainting spells
__Unconsciousness or blackouts
_ Concussions/ Head Injuries
_ Epilepsy or seizures
_ Allergies (Drug, Food, etc.) Epi-pen?
_ Heart murmur / Abnormal beat
_ Family history of heart disease
__ High blood pressure
_ Rheumatic fever
__ Kidney or bladder problems
__ Hearing/Speech disorder
__ Hepatitis/ Yellow jaundice
_Diabetes/Family history
__ ADHD/Depression —List Medications
_ Stomach conditions or ulcer
_ Wears contact lenses or glasses in competition
_ Heat Illness, treated for, or hospitalized
_ Muscle cramps
__ Mononucleosis
____Surgeries
__ Broken bones
_ Missing organs
_Painful/Irregular menstrual periods
__ Sport injuries
A) Sprains/Strains (within last 2 years)
C) Other injuries
Please list any other past or present diseases or disorders requiring a physician’s treatment, and include approximate
dates and list current medications:

To the best of my knowledge, the medical history provided herein is correct and complete. I know of no reason, not
recorded herein, to restrict activity. In case of injury, I hereby give my consent for my son/daughter to have initial
treatment by a physician, nurse or trainer for whatever treatment is deemed necessary. This permission includes
emergency surgery and admission to the hospital in addition to drugs and x-rays.

Parent/Guardian Name (Print) Parent/Guardian Signature Date

Home Phone Business Phone Cell Phone/Pager

Tnanrance Carrier and Medical Nuiimher Family Phvucician Phane Nuiimher



PART 2. PHYSICAL AND IMMUNIZATION HISTORY

*Please Note: Physical Exam must be performed and signed by a physician licensed in the State of California.

Name: Grade Age Date of Birth

Sport(s) Sex: F M

Height Weight Blood Pressure Pulse Respiration

Vision: Right Left Currently using corrective lenses? Yes No
COMMENTS:

Binocularity: Normal: Abnormal:

Dental Evaluation: Normal: Abnormal:

Cardiovasculatory: Normal: Abnormal:

Respiratory: Normal: Abnormal:

Head/Neck Lymphatics: Normal: Abnormal:

Ears/Nose/Throat: Normal: Abnormal:

Gastrointestinal: Normal: Abnormal:

Genital-Urinary: Normal: Abnormal:

Musculo-Skeletal: Normal: Abnormal:

Neurological: Normal: Abnormal:

WITHHELD FROM PARTICIPATION - PLEASE EXPLAIN:
LIMITED PARTICIPATION - PLEASE EXPLAIN:
CLEARED FOR UNLIMITED PARTICIPATION

9™ GRADE AND TRANSFER STUDENTS NEED TO COMPLETE IMMUNIZATION
QUESTIONS BELOW AND ATTACH A COPY OF IMMUNIZATION RECORDS:

Immunization Dates: Tdap(Pertussis Booster) Required 2" MMR

HEP B: #1 #2 #3

Chicken Pox or Immunization Date

I, the undersigned, have given a thorough physical examination and reviewed the medical history of the candidate. I
certify that all the important medical information has been included, and the information is complete and accurate.

*Physician’s Signature Date
(*Only CA licensed physician will be accepted )

Physician’s name (print) Physician’s Stamp:

Physician’s address:

Physician’s Phone #

CATHEDRAL CATHOLIC HIGH SCHOOL
5555 Del Mar Heights Rd., San Diego, CA 92130




