Shepherd Athletic Department
EMERGENCY CONTACT & TRAVEL FORM
**Please use blue/black ink ONLY and print legibly**

[bookmark: _GoBack]Student’s Name________________________________________Birthdate_________Sex____Grade in 2019 -20 _____ Address_________________________________________________________City_____________Zip_______________ 
Male Parent/Guardian___________________________ Female Parent/Guardian______________________________ 
Home Phone:___________________________________ Home Phone:_______________________________________ 
Cell Phone:_____________________________________ Cell Phone:_________________________________________ 
Work Phone:____________________________________ Work Phone:_______________________________________ Address:_______________________________________ Address:___________________________________________ 

EMERGENCY CONTACT: Please list 2 emergency contacts IN CASE a parent/guardian CANNOT be reached: Name:_____________________________________________ Relationship:___________________________________
Home Phone:____________________ Cell Phone:_____________________ Work Phone:________________________ Name:______________________________________________ Relationship:___________________________________ 
Home Phone:____________________ Cell Phone:_____________________ Work Phone:_________________________
Family Physician:__________________________________ Office Phone:______________________________________ 

HEALTH INSURANCE INFORMATION: Please provide insurance information for your student-athlete. 

Check here if you do not have insurance on your student-athlete: 
Insurance Company Name:____________________________________ Phone #:_______________________________ Address:___________________________________ City:___________________ State:__________ Zip:_____________ Name of Insured:____________________________ Policy Number:_________________ Group Number:_____________ 
Known Allergies (drug, food, insect, etc.):________________________________________________________________ 
Any Medical Concerns that should be noted:_____________________________________________________________ 

CONSENT TO TREAT
This consent to treat is intended to cover any illness or injury sustained while participated in any school athletic competition or practice, on or off campus, and while traveling to and from events. I ___________________________________________________, 
								Name of Parent/Guardian
the undersigned Parent/guardian of__________________________________________,
				Name of Student
 ______________________________________ a minor, Number do hereby authorize any Shepherd ISD employed or contracted 
Student’s Social Security
athletic trainer or school 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 minor. I hereby give my consent for the above student to compete in University Interscholastic League approved sports, and travel with the coach or other representative of the school on any trips. It is understood that even though protective equipment is worn by the athlete whenever needed, the possibility of an accident still remains. Neither the University Interscholastic League nor the school district assumes any responsibility in case an accident occurs. If, in the judgment of any representatives of the school, the above student needs immediate care and treatment as a result of any injury or sickness, I do hereby request, authorize, and consent to such care and treatment as may be given to said student by any physician, athletic trainer, nurse, hospital, or school representative; and I do hereby agree to indemnify the school, any school representative, employed or contracted, from any claim by any person on account of such care and treatment of said student. I hereby authorize any hospital, which has provided treatment to the said student to surrender custody of that student to the athletic trainer or school representative upon completion of treatment
 X__________________________________________
 Parent/Guardian Signature 
MEDICATION PERMISSION
 Athletic Trainers, Licensed by the State of Texas (LAT) and employed or contracted by Shepherd ISD, are hereby given my acknowledgment and consent to administer nonprescription over-the-counter medication to my child. A complete list of over-the-counter medication is available from the employed or contracted LAT. I also give consent to administer prescription medication when prescribed by my child’s physician and accompanied by the SISD Medication Permission Form. The original prescription label must be on the medication container with the student’s name.
 X__________________________________________ 
Parent/Guardian Signature

