
                                         Roseville Joint Union High School District 
        ATHLETIC CLEARANCE, PARENT PERMISSION AND CONSENT TO TREAT 
 
NOTE: STUDENTS ARE NOT TO ENGAGE IN ANY PRACTICES OR GAMES UNTIL ALL PARTS OF THIS FORM ARE 
COMPLETED AND CLEARED. 
 
ATHLETIC INJURIES:  IT IS IMPOSSIBLE TO TOTALLY ELIMINATE ALL INJURIES FROM COMPETITIVE 
ATHLETES.  Players can reduce the chance of injury by obeying all safety rules in their sport, promptly reporting all 
physical problems/injuries to their coaches, following a proper conditioning program, and inspecting their own equipment  
daily.   DAMAGED EQUIPMENT MUST BE REPLACED IMMEDIATELY.  No athlete who has sustained a severe injury 
will be allowed to return to practice or competition without permission of the student’s physician. 
 
California law (Education Code Section 32221) requires every member of any interscholastic athletic team, as well as those 
associated directly with any interscholastic team, athletic event, including song and cheerleaders, team mascots, team 
manager, etc. to possess accidental bodily insurance providing at least $1500 of scheduled medical and hospital benefits. 
 
Please specify on the form below the required insurance coverage that you have provided for your son/daughter. 
 
I/We have purchased accident insurance through the school as shown below: 
(Check the appropriated response) 
________  Tackle football insurance (covers tackle football only)                          ________ 24-Hour insurance (covers sports 
                                                                                                                                                                           other than football) 
________  School time insurance (covers sports other than football)                      _________ Student Health Care Plan 
OR 
________  I/We have health or accident insurance for my son/daughter, which meets the requirements of California law, and 
Elect not to purchase student insurance through the school.  (List Company name and group or policy number). 
 
___________________________________________________________                          _____________________________ 
                                             Company Name                                                                                           Group or Policy # 
 
The parents/guardians of the athlete below hereby give permission for their son/daughter to travel to school sponsored athletic 
events on district provided transportation.  I/We also give permission for my child to ride as a passenger in a vehicle driven by 
another parent or coach.  I/We acknowledge and understand that the Roseville Joint Union High School District may not provide 
transportation to all school sponsored athletic events.  I/We understand and acknowledge that Education Code Section 35330  
provides that all persons participating in the school-related trip shall be deemed to have waived all claims against the District or 
State of California for injury, accident, illness or death occurring during or by reason of the trip.  I/We also understand that the  
Roseville Joint Union High School District will not be held liable for medical services, hospital services, or accident insurance. 
 
In case of medical emergency, illness or injury, I/We hereby give permission to school district personnel to transport my son/ 
daughter to a medical facility to receive emergency treatment. 
 
I/We acknowledge that the above insurance information is accurate, and that I/We will promptly notify the school in the event 
insurance coverage no longer applies to my son/daughter. 
 
I/We have read and understand the information in the athletic injury warning of this athletic clearance form. 
 
I/We have read and understand, without question, the rules of the Athletic Handbook. 
 
I/We hereby give my consent for my son/daughter to compete in interscholastic athletics in the Roseville Joint Union High 
School District. 
 
We hereby agree that my son/daughter shall not use androgenic/anabolic steroids without the written prescription of a fully  
Licensed physician (as recognized by the AMA) to treat a medical condition.  We also recognize that under CIF Bylaw 200.D., 
There could be penalties for false or fraudulent information.  We also understand that the Roseville Joint Union High School 
District policy regarding the use of illegal drugs will be enforced for any violations of these rules. 
 
___________________________________    _________________________________________          __________________ 
   Mother/Father/Guardian Signature                      Mother/Father/Guardian’s Name (Please Print)                        Date 
 
___________________________________    _________________________________________          __________________ 
             Student Signature                                                    Student’s Name (Please Print)                                      Date 



HEALTH HISTORY QUESTIONNAIRE (Please Print) 
 
Date_______________ FIRST NAME_________________________________LAST NAME____________________________ 
 
Grade________Sex_____________  Birthdate____________Age______________Parent/Guardian________________________ 
 
Address_______________________City____________________  Zip______________Phone(H)_________________(W)____ 
 
THIS MEDICAL HISTORY AND EXAM IS ONLY INTENDED TO DETERMINE ABILITY TO PARTICIPATE IN SPORTS 
AND IS NOT A SUBSTITITUE FOR REGULAR EXAMS BY YOUR PHYSICIAN. 
Date of Tetanus Immunization (Required every 10 years)________________________________Hepatitis B__________________________ 
 
Have you ever had or do you have any of the following: 
YES  NO
  Y    N  1)    Head injury, concussion, loss of memory, loss of consciousness during exercise 
  Y    N  2)    Back or neck problems or curvature of the spine, corrective devices 
  Y    N  3)    Broken bones, dislocation, or amputations, sprains, strains 
  Y    N  4)    Problems with foot, knee or other joints, numbness or tingling in extremities 
  Y    N  5)    Eye injury, eye surgery, eye disease 
  Y    N  6)    Wear glasses, contacts, hearing aid, dentures or dental appliances (braces, retainer) 
  Y    N  7)    Headaches-other than minor headaches 
  Y    N  8)    Drug addiction, mental illness, nervous disorder 
  Y     N  9)    Epilepsy, seizures, fainting, or dizzy spells 
  Y     N               10)    Lung trouble, shortness of breath, asthma, allergies, inhaler, wheezing during exercise 
  Y    N               11)    Heart trouble, rheumatic fever,  High blood pressure, chest pain with exercise, heart murmur 
  Y      N                 12)     Anemia, leukemia or any blood disorder 
  Y    N               13)    Diabetes, hypoglycemia, excessive thirst 
  Y    N                         14)    Hernia, kidney problem, testicle problem 
  Y    N               15)    Enlarged spleen or liver or severe viral infection 
  Y    N                         16)    Surgery or hospitalization 
  Y     N               17)    Family history of sudden death or heart-related death before age of 50 
  Y    N               18)    Presently taking any medication, supplements, vitamins (list below) 
  Y       N               19)    Allergic to medicine, foods, insect bites or stings, tape etc. 
  Y      N               20)    Skin problems (rashes, hives, ringworm, fungus) 
  Y                             N               21)    Heat stroke, heat exhaustion, ill from exercise in the heat 
  Y    N               22)    Do you have any ongoing medical problems or reasons you should not participate 
Please Explain any Yes Answers: 
_______________________________________________________________________________________________________ 
EMERGENCY INFORMATION: 
 
Person to contact if parents cannot be reached:___________________________________               Phone___________________ 
 
Family Physician___________________________________________________________ Phone___________________ 
 
PHYSICAL EXAM 
Height_________________           Weight_______________          Blood Pressure___________________        Pulse__________ 
 
Normal                 Abnormal                                                               Normal                        Abnormal                
______                _________          1) General Appearance               _______                      ________              6) Cardiovascular 
______                _________          2) Eyes, Teeth, ENT                  _______                       ________              7) Abdomen 
______                _________          3) Neurological                          _______                       ________               8) Hernia/Genitalia 
______                _________          4) Lymph Nodes                        _______                       ________               9) Spine, neck, back 
______                _________          5) Respiratory                            _______                       ________              10) Musculo-skeletal 
                 _______                       ________              11) Menses 
Recommendation:                                                                             Comments: 
_______________   Fully Participate                                                             ___________________________________________ 
_______________   No Participation                                                             ___________________________________________ 
_______________   Able to participate with the following limitations:        ___________________________________________ 
1.__________________________________________________                 ___________________________________________ 
2.__________________________________________________ 
 
Physician Signature____________________________________                Date________________________________________ 



 


