
HEAL TH AND INJURY INFORMATION CARD and CONSENT FOR MEDICAL TREATMENT FORM 
(This form is to be completed and kept available for reference wherever competition takes place. Update medical Information as necessary.) 

Student's Name (Last, First, Ml)--····------- ____ _ -----. -· ... -··---·--···-·-···--·-·---

Age ___ Grade ___ Date of Birth_. __ ._-··-·-- Today's Date . ··-----·- ···-··· 

Parent's/Guardian's Name _____ _ ·------·--···------------·······----·--·-···· .. 

Student's Address __ _ 

Parent's/Guardian's Home Phone Number. ____ _ 

Father's/Guardian's Place of Work _______ _ ------·--·----- ··- ·--···--···--·-···-• . ·-···----

Father's/Guardian's Work Phone Number---·-·-····---- -----· ----·----·.

Mother's/Guardian's Place of Work ____ ---------···----·- ···- ____ _ 

Mother's/Guardian's Work Phone Number _____________ . ____________ _ 

In an emerg ency, when parent's/guardian's cannot be notified, please contact: 

___________________ Aelallonship _________ _ Phone ____ ····--··---

____ Relalionshlp __ _ Pliorm __ ·_····· ...... ____ _ 

Family Ph ysician _________ ._-----·· . ______ -··-· .. _ Phone___ .. ··----

Preferred Hospltal ___ ._ Phone_ .... 

Family Dentist. ________________________________ Phone 

Date of last tetanus booster: ___ _ ···- (month /year) 

Do you wear: Glasses ___ _, es ____ no/ Contacts ___ _,es ___ no / Dentures ---�es ___ no 

List any known allergies, drug reactions, or other pertinent medical information. (Diabetes, seizures, history of head injury with unconsciousness 
or confusion, medications, etc.) 

Please note and date any new in)ury information here: ___ _

CONSENT FOR MEDICAL TREATMENT 

Iowa law requires a parent's, or legal guardian's, written consent before their son or daughter can receive emergency treatment, 
unless, In the opinion of a physician, the treatment is necessary to prevent death or serious injury. 

As the parent(s}, or legal guardian(s), ol the child named on the front of this card, I (we} authorize emergency medical treatment 
or hospitalization that is necessary in the event of an accident or illness of my (our} child. I (we) understand that this written 
consent is given in advance of any specific diagnosis or hospital care. This written authorization is granted only after a 
reasonable effort has been made lo contact me (us). 

Date Parent's/Guardian's signature 

IMPORTANT: Students parti�ipating
_
in interscholastic athletics, cheerleading and dance; and their parents/guardians; must annually sign the acknowl­

edgement below and return 1t to their school. Students cannot practice or compete in those activities until this form is signed and returned. 

We have received the information provided on the concussion fact sheet titled, "HEADS UP: Concussion in High School Sports." 

Student's Signature Date Student's Printed Name 

Parent's/Guardian's Signature Date Student's Grade Student's School 
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