
VJ & Angela Skutt Catholic High School 
Parental Consent & Physical Clearance Form 

 
 

  
 
School Year: 20____-20___       Grade effective for:         9th        10th         11th       12th            
 

Name of Student: _____________________________________________ 
 
Date of Birth: ______/_______/_______  
 
Name of Parent(s), Guardian(s), or Person(s) in Charge: _____________________________________________​​ ​  
 
Relationship to Student: _____________________________________________ 
 
Address(es) of Student and Parent(s)/Guardian(s)/or Person(s) in Charge**: _____________________________________________ 
 

**Note: If Student and all Parents/Guardians do not live in the same household, please include all addresses and inform the Member School as this may impact eligibility.**  
 
 
 
The undersigned(s) are the Student and the parent(s), guardian(s), or person(s) in charge of the above-named Student and are collectively referred to as 
"Parent”.   The Parent and Student hereby:  
 
(1) Understand and agree that participation in NSAA sponsored activities is voluntary on the part of the Student and is a privilege and understand and 
agree that (a) by this Consent Form the NSAA has provided notice of the existence of potential dangers associated with athletic and activity participation; 
(b) participation in any activity may involve injury or illness of some type, including exposure to communicable diseases, and even catastrophic injury, 
paralyzation, and death; and (c) even the best supervision, the use of the best protective equipment and strict observance of rules, injuries are still a 
possibility;  
 
(2) Consent and agree to participation of the Student in NSAA activities subject to (a) all NSAA Bylaws and rules interpretations, including limitations 
on transfers and limitations on the use of the Student’s name, image, and likeness when wearing school uniforms or engaging in commercial activity tied 
to the Student’s participation in NSAA activities; and (b) the athletic and activities rules of the Member School;  
 
(3) Consent and agree to the disclosure by the Member School to the NSAA, and subsequent disclosure by the NSAA, of information regarding the 
Student contained in the Member School’s directory information or other similar policies, and any other records or documentation needed to determine 
the Student’s eligibility and compliance necessary to participate in NSAA activities;  
 
(4) Understand that (a) prior to athletic participation, a pre-participation release form signed by a health care professional must be signed and submitted 
to the Member School; and (b) for purposes of determining fitness to participate, injury, injury status, or emergency response, Parents may be asked to 
consent to the disclosure of confidential medical records or information. Records and information shared for this purpose will not be redisclosed to any 
entities outside of the health care provider(s), Member School, or NSAA;  
 
(5) Consent and agree (a) to authorize licensed or trained individuals, including certified sports injury personnel, to evaluate and treat any injury or illness 
that occurs during the Student’s participation in NSAA activities. This includes all reasonable and necessary care, treatment, and rehabilitation for these 
injuries that is made available by the Member school and/or the NSAA, including transportation of the Student to a medical facility if necessary; and (b) 
that Parents are obligated to pay for professional medical and/or related services; the NSAA and the Member School shall not be liable for payment of 
such services even if made available by the Member School or NSAA.  
 
(6) Understand that the Student or Student’s likeness being photographed, video recorded, audio taped, or recorded by any other means while 
participating in NSAA activities and contests and that any such recording may be used for broadcast, sale, or display.  
 
We, Parent(s) and Student, acknowledge that I have read paragraphs (1) through (6) above, understand and agree to the terms thereof, including the 
warning of potential risk of injury inherent in participation in athletics and activities, and agree that Student may participate in NSAA activities.  
 
 
 
Student Printed Name ​ ​ ​ Student Signature ​ ​ ​ ​ Date of Signature  
 
________________________________​ ________________________________​ ________________________________ 
​ ​ ​ ​  
 
Parent(s) Printed Name(s) ​ ​ ​ Parent Signature(s) ​​ ​ ​ Date of Signature(s) 
 
________________________________​ ________________________________​ ________________________________ 
​ ​  
 
 
 
 
 



VJ & Angela Skutt Catholic High School 
Parental Consent & Physical Clearance Form 

 
To Be Filled Out By Athlete and/or Parent Prior to Exam To Be Filled Out By Physician, As Needed, During Exam 

Sex:    Male        Female                   Age:  _______            Grade:  ________ 
 
Medicine and Allergies:  
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
A. Has a doctor ever denied participation in any sport or activity?                               Yes   or    No  
 
B. List any ongoing medical conditions (examples:  asthma, diabetes, infections, etc.) 
_____________________________________________________________________________ 
 
C. Have you ever had surgery?                            .                                                        Yes   or    No  
 
D.  Have you ever passed out during or after exercise?                                               Yes   or    No 
 
E.  Have you ever had pain or discomfort or shortness of breath  while exercising?    Yes   or    No 
 
F.  Has a doctor ever told you that you have heart problems?                                      Yes   or    No 
 
If so, list any heart issues:  ________________________________________________________ 
 
G.  Does your heart ever race or skip beats (irregular beats) during exercise?           Yes    or    No  
 
H.  Have you ever had an unexpected seizure?                                                            Yes   or    No 
 
I.  Do you get more tired or short of breath quicker than your friends?                         Yes   or    No 
 
J.  Has a direct family member ever died of a heart related illness?                             Yes   or    No 
 
K.  Has a doctor ever ordered a test for your heart (example:  ECG/EKG)?                 Yes   or    No 
 
L.  Does anyone in your family have hypertrophic cardiomyopathy, Marian syndrome 
     arrhythmogenic right ventricular cardiomyopathy, long QT syndrome, short QT  
     syndrome, Brugada syndrome, or catecholaminergic polymorphic ventricular  
     tachycardia?                                                                                                             Yes   or    No 
 
M.  Does anyone in your family have a heart problem, pacemaker or defibrillator?      Yes   or    No 
 
N.  Has anyone in your family experienced faiting, unexplained seizures or near 
     drowning?                                                                                                                 Yes   or    No 
 
O.  Have you ever had an injury to bone, muscle, ligament or tendon that  
     caused you to miss a practice or game?                                                                  Yes   or    No 
 
P.  Have you ever had any broken or fractured bones or dislocated joints?                  Yes   or    No 
 
Q.  Have you ever had a stress fracture?                                                                      Yes   or    No 
 
R.  Do you regularly use a brace, orthotics, or other assistive device?                         Yes   or    No 
 
S.  Do you have a bone, muscle or joint injury that bothers you?                                 Yes   or    No 
 
T.  Do any of your joints become painful, swollen, feel warm, look red, or do   
    you have any history of juvenile arthritis or connective tissue disease?                   Yes   or    No 
 
U.  Do you cough, wheeze or have difficulty breathing during or after exercise?         Yes   or    No 
 
V.  Have you ever used an inhaler or taken asthma medicine?                                    Yes   or    No 
 
W.  Is there anyone in your family that has asthma?                                                    Yes   or    No 
 
X.  Were you born without or are you missing any organ?                                           Yes   or    No 
 
Y.  Do you have groin pain or a painful bulge or hernia in the groin area?                    Yes   or    No 
 
Z. Have you had infectious mononucleosis in the last month?                                      Yes   or    No 
 
AA.  Do you have any rashes, pressure sores, or other skin problems?                       Yes   or    No 
 
AB.  Have you had herpes or MRSA skin infection?                                                     Yes   or    No 
 
AC.  Have you ever had a head injury or concussion?                                                  Yes   or    No 
 
AD.  Have you ever had a hit or blow to the head that caused confusion, prolonged 
        headache or memory problems?                                                                           Yes   or    No 
 
AE.  Have you ever had numbness, tingling, or weakness in your arms or legs  
       after being hit or falling?                                                                                         Yes   or    No 
 
AF.  Have you ever been unable to move your arms/legs after being hit or falling?      Yes   or    No 
 
AG.  Have you ever become ill while exercising in the heat or experienced cramps?  Yes   or    No 
 
AH.  Have you had any problems with your eyes/vision or any recent eye injuries?    Yes   or    No 
 
AI.  Do you have any other concerns that you’d like to discuss with your doctor?        Yes   or    No 

Height:  ____________         Weight:  ____________        BP:  _______ / ________   
 
Pulse:  ____________          Vision:  R 20/ _________    L 20/ __________ 
 
 
Medical (report any abnormal findings):   
 
Physical Appearance:  ___________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Eyes/ears/nose/throat:  __________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Heart (murmurs, PMI):  __________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Lymph nodes:  ________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Abdomen:  ____________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Pulses (simultaneous femoral and radial pulses):  ____________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Skin (HSV, lesions suggestive of MRSA, tinea corporis):  _______________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Neurologic:  __________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
Musculoskeletal (Neck, Back/Spine, Shoulders/Arms, Hip/Thighs, Knee, Leg/Ankle, Foot/Toes):  
_____________________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Other:   
_____________________________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
I herewith certify that the student named above has been evaluated and is:   
 
_____ Cleared without restriction​  
 

_____ Cleared, with recommendations for further evaluation or treatment   
 

_____  Not cleared for:     ⁭  All sports​ ⁭ Certain sports        
 

Reason/Recommendations:  
 
 
 
 
 
 
Name of Physician (PRINT):​ _____________________________________ 
 
Phone:  ____________________________________ 
 
Address:  _______________________________________________________ 
 
City:  _______________​ State:  ______________     
 
Signature of Physician: ___________________________________MD or DO 
 
Date:  _____ / _____ / ______ 

 


