Dieringer School District Athletic/Activities Registration

Health History
(To be completed by parent or guardian)

Student Name: Grade:

Does your student have any special health problems (diabetes, allergies, spells, seizures, bleeder, heart
problems, etc) or has he or she had an operation or been hospitalized? If yes, please describe:

Is there anything you can tell us about your student that you feel will help us better understand and work
with her or him?

Does your student take medications regularly? []Yes []No Type:

Does your child wear glasses? [1Yes []No
Does your child wear contact lenses? [1Yes []No
Doctor's Name: Telephone:

Medical Evaluation Report
To be completed by physician only.

Student Examined: Date of Exam:

The lowest weight at which this student may wrestle is:

[J 1 DO certify that he/she is physically fit to participate in athletics for the coming year.
[J 1 DO NOT certify that he/she is physically fit to participate in athletics for the coming year.

Comments:

Physician’s Signature: Phone Number:

Clinic Stamp (with date):



