Bowling Green Staté University
Athletic Department

Please use this document to update your Student-Athlete information for the Yypcoming academic year. Failure to return this completed form will
cause delays in your Pre-Season Physical Exam and Medical Clearance to partigipate in athletics at Bowling Green State University. Contact your
Athletic Trainer if you have questions.
STUDENT ATHLETE’S NAME: SPORT:
DATE OF BIRTH: BGSU ID#: Circle One: Ft RSF So RSSo Jr RSJr Sr RSSr
| CELL PHONE: BGSU EMAIL ADDRESS:
. MOTHER: FATHER:
FIRST AND LAST NAMES:
S S (Or Guardian) (Or Guardian)
Street: Street:
HOME MAILI ADDRESS:
LING S8 City/ State/ Zip: City/ State/ Zip:
MOTHER: FATHER:
HOME PHONE
o o # (Or Guardian) (Or Guardian)
MOTHER: FATHER:
LL PH
CE ONE # (Or Guardian) (Or Guardian)
MOTHER: FATHER:
DATE OF BIRTH
T (Or Guardian) (Or Guardian)
CONTACT’S NAME:
RELATIONSHIP:
EMERGENCY CONTACT’S #:
{ POLICY HOLDER POLICYHOLDER
. | NAME: | DATE OF BIRTH:
% NAME OF INSURANCE COMPANY |
= ['INSURANCE [ INSURANCE
'O | ADDRESS | PHONE NUMBER:
g POLICY NUMBER: ‘ GROUP NUMBER:
g ?
Z RELATIONSHIP OF MEDICAID? YE
= POLICY HOLDER (CIRCLE ONE) 5 NO
Rx GROUP: Rx BIN: Rx PCN:

I hereby verify that I have submitted a front and back copy of my insjrutance card:

Student-Athlete Signature (Required)
(Parent signature required if S-A is under 18 years old)
2. Ihereby verify that I am cutrently covered under this insurance planjand will inform the Athletic Dept. of any changes:

Date (Required)

Student-Athlete Signature (Required)
(Parent signature required if S-A is under 18 years old) |
3. I hereby verify that I have read and understand the sports medicine departments policy and procedures rules and regulations:
|

Date (Requited)

Student-Athlete Signature (Required)
(Parent signature required if S-A is under 18 years old)

Date (Required)
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!
Bowling Green State University
Athletic Department

Initial Athletic Health Hjstory Form
&Pre-Participation Physical Exam

Name: Date of Birth: Sex: M F
Sport: Class: Frosh Soph JR SR S5%"YR | BGSUID:

Home Address:

Campus Address:

Cell Phone: Home Phone:

Emergency Contact: Emergency Phorle:

Physician’s Name/Address/Phone #: !

1. Has a doctor ever denied or restricted your participation in sports ﬂﬂ B 9 Do‘ you wear glasses or contact lenses? .EIEI
for any reason? Ve you experience e%ﬁnyeve infections in the past 12 mionths? Relial

you that you have (Clrcle if yes)
High Blood Pressure Heart Murmur Heart Problem
ngh Cholesterol Heart Infectlon

m wear 2
you currently expenencmg any dental problems? mlil

N T e A —
; = aE
IEI IEIIEI
N AN )

8. Have you been wearing any type of brace, support, or other special
padding for participation in athletic activ es?

2 An all rglc reactlon tom drcat food ormsect ? .E.l!. -

xperi 0T e e
EIIEI MI—
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Bowling Green State
Athletic Department

other)
. am'e strain, t&ndonit?s, surgery, other)
TOES (spraln fracture surgery, other)

THE UNDERSIGNED ATHLETE:

1. Understands that he/she must refrain from practices or play while ill or injured, whether or 1

University

ww_
| RT [ | Yes | No |
S T

ot receiving medical treatment, and during medical treatment until he/she is

discharged from treatment or is given permission by a Bowling Green State University Team Physician to restart participation despite continuing treatment.

2. Understands that having passed the physical examination does not mean that he/she is phys
medical reason to disqualify him/her at the time of the said evaluation.
3. Certifies that the answers to the above questions are correct and true to the best of his/her

ATHLETE’s SIGNATURE:

cally qualified to engage in athletics, but only that the evaluator did not find a
nowledge.

DATE:

PARENT’s SIGNATURE:

DATE:

(required if athlete is under 18 years of age)

| have reviewed this history with the student-athlete, documented all yes an
BGSU MEDICAL STAFF SIGNATURE: ‘

swers, and requested all necessary medical records.

DATE:
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