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      Please Print Except for Signatures

Name:___________________________________________________  Age:__________   Birthdate: ________________________

Parent/Guardian:  (father)____________________________________ (mother)________________________________________

Home Phone:_________________________________________________Home Phone:___________________________________

Work Phone:_________________________________________________Work Phone:___________________________________

Other Cell Phone / Pager #’s:__________________________________________________________________________________

Athlete’s Home Address: _____________________________________________________________________________________

City:_____________________________________________  State:_____________________  Zip Code:_____________________

PRIVATE (PRIMARY) INSURANCE

Co. Name____________________________________________ Pre-authorization phone #________________________________ 

Insurance Company Address __________________________________________________________________________________

City______________________________________________  State______________________  Zip Code_____________________ 

Name of Insured







Date of Birth






Employer






  SSN








Group#______________________________Policy#_____________________________ID/other#___________________________

HMO: Yes or No               PPO:  Yes or No                  My son is covered by the above insurance policy. _____Yes_____No

Known Allergies (latex, drug, food, insect, etc.)___________________________________________________________________

Special Medical Problems_____________________________________________________________________________________

Medications  (inhaler, insulin etc.)  _____________________________________________________________________________
Parent / Guardian Consent to Treatment of Student-Athlete
I,______________________________________________,  the undersigned parent / guardian of 

_______________________________________________                   __________________________________________________

Name of Student







SSN

do hereby authorize the licensed athletic trainer or Bayou Bowl representative on my behalf, to consent to any medical treatment deemed necessary by any licensed physician / surgeon in the event of illness or injury to the above named athlete.

This consent to treat is intended to cover any illness or injury sustained while participating in any Bayou Bowl competition,  practice, sponsored activity, and while traveling to and from the event.

I understand that this authorization is given in advance of any specific diagnosis and resulting treatment or hospital care required.  This authorization is given to provide the aforesaid agent(s) the power to give specific consent to all such diagnosis and resulting treatment or hospital care deemed advisable by the aforementioned physician / surgeon in the event the parents/ guardians or emergency contacts are not able to be reached.  I hereby authorize any hospital, which has provided treatment to the above named student to surrender custody of that student to the athletic trainer or Bayou Bowl representative upon completion of treatment.

These authorizations shall remain effective for one year from the date signed.

____________________________________________________________________________  ______________________________



Student / Athlete Signature






Date

___________________________________________________________________________    ______________________________ 

                             Parent / Guardian Signature




Date
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