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DHS COACHES’ ATHLETIC EMERGENCY FORM 
    (Kept securely by t e coach at ll times)                     Please Print      ed/Not Cleared for Contact Sports/Non-Contact Sports on PE Date_________ h  a       Clear
                    Signature School Nurse Reviewing PE____________________ Date___________ 
 

Athlete’s 
Name_______________________________________   Date of Birth________ Home Phone______________ 
                          last                                         first                 middle                            
Address_______________________________________Grade___Season_____________Sport_____________ 
 
List at least 4 and number 1st, 2nd, 3rd, 4th   to call for illness or emergency.    
     
__Mother_________________________  ____________  _____________  ___________  _________________    
                               name                                                       home phone                    cell  phone                     work phone                      work town              
__Father _________________________  ____________  _____________  ___________  _________________    
                               name                                                       home phone                    cell  phone                      work phone                     work town              
__Neighbor_______________________  ____________  _____________  ___________  _________________    
                               name                                                       home phone                    cell  phone                      work phone                     home address               
__Other__________________________  ____________  _____________  ___________  _________________    
                               name                                                       home  phone                   cell  phone                      work phone                     relationship 
 
Family Physician:  (1st choice)_________________________________________    Phone___________________  Hospital of choice: 
 
                               (2nd choice)________________________________________     Phone___________________       ___  Stamford 
 
Family Dentist _____________________________________________________    Phone___________________       ___  Norwalk 
 
Information for Health Care Providers in case of Emergency: Please check all that apply here and on back: 
 
__No  __Yes  Allergic to:_____________________________________________ Usual treatment____________________________ 
 
__No  __Yes  Medications (taken at school or home)_____________________________Used for:________________________________ 
                           ______________________________________________________________________________________________ 
 
__No  __Yes  Other health issue(s) which may affect athlete in school,  sports, or on  trips:__________________________________________ 
 

I. Authorization for Athletic Participation: 
 
I/We give permission for ______________________________________to participate in the Darien High School 
Interscholastic Athletic Program.  I/We realize that such activity involves the potential for injury which is inherent in all 
sports.  I/We acknowledge that even with the best coaching, use of the most advanced protective equipment and a strict 
observance of rules, injuries are still a possibility.  On rare occasions, these injuries can be severe. 

 
 

II. Athletic Rules: 
 

I/We have read the Athletic Handbook and understand and accept all the rules therein.  A copy of the Athletic Handbook 
is available on the DHS Athletic website (http://www.darienps.org/darienathletics/). 
 
I/We understand that the violation of these rules may result in an athlete being suspended or dropped from the team. 
 
______________________________          _______________________________            _________________________ 
          Printed Name of Parent or Guardian                                                 Signature                                                                      Date 
 
 
______________________________________          _______________________________________               ________________________________ 
           Printed Name of Athlete                                                                   Signature                                                                      Date 

  
Please complete other side =>      
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Student’s Name__________________________________________ Date of Birth________________________________________ 
 
 
 
Emergency Medical Authorization:  
 
1.   I   ___do       ____do not      give my consent for the school to call a school physician if the physicians I list cannot be reached. 
 
2.   If reasonable attempts to contact me or the other names listed have been unsuccessful: 

_____ I do give my consent for the administration of any emergency treatment necessary by the available licensed medical 
personnel.  This consent does not cover major surgery unless the medical opinions of two other licensed physicians or dentists are 
obtained prior to the performance of such surgery.   

        OR 
      _____I do not give my consent for any emergency treatment for my child.  In the event of illness or injury requiring emergency 
      treatment, I wish the school authorities to:______________________________________________________________________. 
 
 
Authorization for Physician to fax school or sports physical forms:  
 
I hereby       ____do       ___do not     authorize my child’s health care provider __________________________________________ 
to  release information/records to the school nurse or her designate at  Darien High School,  
consisting of  health assessment data and immunization records, as required by : 
 
1)  General Statutes (CGS) 10-206, mandated health assessment for school entry, grade 6, and grade 10,  
 
2)  CGS 10-204 mandated immunizations for school attendance, and/or 
 
3)  Connecticut Interscholastic Athletic Conference (CIAC) mandated health assessment for sports participation (High School only). 
 
This information will be used to permit the student to attend school and/or participate in interscholastic sports as well as to promote 
safety for the student and school community within the educational program, including academic and extracurricular activities. This 
authorization is valid beginning July 1 and will expire on June 30 of this school year. I understand that I may revoke this authorization 
at any time by submitting written notice of the withdrawal of my consent.  I recognize that health records, once received by the school 
district, will become education records protected by the Family Educational Rights and Privacy Act (FERPA) rather than the HIPAA 
Privacy Rule.  I also understand that my child’s ability to obtain health care will not be affected if I do not authorize this release. 
 
 
_______________________________     _______________________________________     _________________________________   
          Printed Name of Parent or Guardian                                           Signature     Date 
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