
WILLIAMS JR/SR HIGH.SCHO©L ATHLETIC/ACTIVITIES PEHMI I t-.UHIVI 

School Year 2025-2026 · 

Student's Name: ________________ Date of Birth: Grade: __ _ 

DOCTOR'S PERMIT: ___________ , M.D. Date: ______ _ 
Doctor's Signature 

I hereby certify this student to be physically fit to engage in sports/activities. 

Has the student had any injury or physical condition that should be monitored? If yes, please 
explain. 

This student is·allergic to:----------------------------

Medication presently taking, or has been taking:-------------------

PAR6NT/GUARD'IAN CONSENT:. . DATE: 
---�----"',,-�------"------,-"-. ------'-"---� 

P�·rent/Guardian 'Signature 
- > 

Parent/Guardian Printed Name 

I' 

Parent/Guardian Phone# 

To pc:irti_cipate: a student must possess a 2.0·G;.P.A .. arid be enrolled.full time in the course of st1:.1dy. 1-hereljy give'
consenf for the above named stu_dent to parti<;ipate in.sp_orts/aQ_tjviti�$-. I puthorize �he student to travel with and. 
be supervised by representatives of the school on any athletic/activities trips. We, the parents/guardiai:1$,: do, 
acknowledge the risk factor. We understand and assume there is risk in participating in sports and activities. I/we 
ar� aw�re of t.he-a1hlE:tic/actiyi!,i�s agreement' my/o

.
w son/d,al!g_h�,!:lr has.q_o�mittep to and appr<?ve of all.

conditions of athletic/activities
<

participation. In the event'tliat this stud�nt becomes ill or is injured, school 
representatives are ·authorized to h·�ve the stuclent nie'dicall\r tr�at��d: · ,·i,er�by give my cons��t f�r· �11 'medibar 
care'1prescribed by �·duly licensed physician (M.D.J or· emergency rh'edical t'ecli�ician (EMT). This care·m·ay be 
given under whatever conditions are necessary to preserve life, limb o� well being of my dependent. 

INSURANCE VERIFICATION (A or B must be pr0v,ided) 

A._-_-_-_---.S.cbool lnsUJ::ance_Beceip.Las:.m-ttcha,s.ac:Ub.r.QJ.J_gb__s.tud,ent_in�y,rance .form _________ _ 

B. __

Company Name 

Agent's N,m,e 

provided by the office.* 
Personal Insurance ProV}der ('attach·v.e:rification copy) r_. 

Card/Poli�y Nu.mber 

Telephone Numoar 

* Under state law, school districts are required to ensure that all members of school athletic teams have
accidentcll injuFy insurance that c_overs meqical_and hospital expenSCcS.; ,This ins_ur.ance r.equirement.cao.be met
by.�urch�sing,insun_mce that is offered by ttie.SchoohP.i�trict or·oth�r, he1:1lth benefits ttiat·cov�r mediccil.and 
hos.pita! expenses. Some pupils may qualify to enroll in no-cost or low-cost local, state,, or,feder:ahy-spons9red . 

. . 
. 

health insurance programs. Information about these programs may be obtained by calling 1-800-880-5305. 

PARTiCIPATING IN: 

Activity 
Basketball 
Baseball 

____ Cheerleadi ng 

Football 
Golf 
Softball 
Scorekeeper/Statistician 

Track 
Volleyball 
Soccer 
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