Whitney ISD 2026-2027 Additional Information Form

Student’s Name (as listed in Ascender):

Home Address: City: Zip:

[ JMale [ ]Female Date of Birth: Age: Grade in 2026-2027:

Medication Allergies/Medications Not Allowed to Give:

Please check all the sports/activities that you will allow your student to participate in:

O Baseball O Basketball O Cross Country O Football O Golf O Band O Cheer
O Powerlifting O Softball O Track & Field O Tennis O Volleyball O Color Guard O Royelles

EMERGENCY CONTACT INFORMATION

PARENT/GUARDIAN NAME: Relation:
Cell Phone: Home Phone: Work Phone:
PARENT/GUARDIAN NAME: Relation:
Cell Phone: Home Phone: Work Phone:

PARENT/GUARDIAN'S PERMIT

e My signature below acknowledges that | have read, understand, and accept the information from the following UIL documents:
Acknowledgement of Rules, Concussion Acknowledgement, Sudden Cardiac Arrest Awareness & the Parent/Student Steroid
Agreement. These mandatory UIL forms are accessible for review at:

https://www.whitneyisd.org/departments/athletics/athletic-forms

If, in the judgment of any representative of the school, the above student should need immediate care and treatment as a result
of any injury or sickness, | do hereby request, authorize, and consent to such care and treatment as may be given said student
by any physician, Licensed Athletic Trainer, nurse, or school representative. | do hereby agree to indemnify and save harmless
the school and any school or hospital representative from any claim by any person on account of such care and treatment of
said student.

e My signature below gives authorization that is necessary for the school district, its Licensed Athletic Trainers, coaches, associated
physicians, and student insurance personnel to share information concerning medical diagnosis and treatment for my student.

It is understood that Whitney ISD does have Student Accident Insurance for injuries occurring during a sanctioned extracurricular
activity at or for Whitney ISD. Any claim must be filed within 90 days of the injury occurring to the above student through the
Licensed Athletic Trainer. It is also understood that I/we must assume legal responsibility for any expenses incurred for medical
treatment not covered by the accident insurance which may or may not be covered by my/our personal insurance, Medicaid, or
Medicare.

e My signature below authorizes the Licensed Athletic Trainer, using their judgement, to administer over the counter medications
(Ibuprofen, Tylenol, Tums, Benadryl, etc.) to the above student for simple medical problems including but not limited to: general
inflammation from injury & musculoskeletal soreness, headaches, indigestion, stomach ache, diarrhea, muscle cramps, simple
allergic reactions, sinus congestion, seasonal allergies, and burns.

If applicable, | provide consent to allow my son or daughter to participate in the 2026 WISD Athletic Physical Day and allow them
to receive their required physical examination from the available healthcare provider and staff who are present during the
Athletic Physical Day.

SIGN STUDENT NAME (PRINT):
HERE

STUDENT SIGNATURE:

SIGN PARENT/GUARDIAN NAME (PRINT):
HERE

PARENT/GUARDIAN SIGNATURE:
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