
Lake Washington School District No. 414 

PHYSICAL EXAMINATION CARD FOR INTERSCHOLASTIC ATHLETICS 
Studenllnformation Ind Permission (To be filled out by Parent or Guardian) 

Grade ____ 

_ ___ Date ot Birth ____________Name ot Student _ ..............__ -------~-----___.. ____ 

_ ___ Telephone _Name of ParenllGuardian--------_. 
_____________ Telephone ____________Name of Family Physician _____ 

Signature of Parent/Guardian 

Physical Examination/Clearance (To be completed only by Physician) 

Medications _____._____________________________________..................__ 

Vlsion____________._______.___ BP _____ HR ______ UA ~____ 

Ey"____________________ Gt/GU ________________ 

EaR ______________________ Allergl88 __________________ 

Nose ______________________ Skin ____________________ 

Teeth _ -----------_.._­ Musculoskeletal____________________ 

Heart ___.__________________ Neurologlcal_____________________ 

Lungs _.__________________ 

Do you know any reason why this child should not participate In athletic programs In the Lake Washington School District? 
o No 0 Ves (is yes, please explain) 

Physician's Signalure Today's Date Date of Original Examination 

SPORT _________________ SEASON/YEAR_______________ 

Lake Washington School District No. 414. 

- MEDICAL EMERGENCY AUTHORIZAnON FORM ­

Student's Name ______-:::---:::-____________--=:::--::--___________=-:-::"""""""-:---:--:-­

(LaIt) (FIrIt) (Middle Initial) 

~~-------------------------

As parent or legal guardian, I authorize a quailled ph,lician to eumln. the above-named ....dent and In the event of Injury to 
administer .mergenc, care and 10 arrange tor an, consultation b, a apedaht,lncluding a surgeon al deemed nee ....ry to ensure 
proper care of In, Injury. Ev.ry ....ort will be mad. to contact parent or guardian to .x....ln the nature of the problem prtor to an, 
Invotved treatment. 

Nlm. _________________________________________ D-.,________________ 
(Slgnatur. ot Parent/Guardian) 

Parenl/Guardlan Home Phone ________________________ 

Other Emergency Phon. (NeIghbor. relative, etc., _________ 

Stal. whole number 

Medical COVerage___________________ MedkMNumber___________ 

PLEASE COMPLETE BOTH SIDES FORM NO. 4026A 
2/91 



-VERIFICATION OF INSURANCE COVERAGE­

I have medical coverage for doctor's services and hoapltallzallon and will continue to keep HIn toreethroughout 
the sports season. The name of the company providing lnaurance for 

(SlucMnt" Name) 

Is __________________________~----~--~~--~---------------------------
(InIUlance Company', Name) 

I accept full responsibility for the cost of treatment for an injury which my child may suffer while taking part In the 
program. However I this does not waive either my rights nor the rights of my child .. respects bringing any legal 
action against the district. 

(Parenti Guardian Slgnldunt) 

-MEDIA CONSENT­

I give permission for my child's picture to be used in publications should the occasion arise. (Plea .. check the 
appropriate box(es) 

o Lake Washington School District publications 

o News Media 

o None 

-



