Midland Park Jr. Football & Cheerleading Association

PO Box 436

Midland Park, NJ 07432

CHEERLEADING MEDICAL HISTORY FORM

HISTORY FORM MUST BE COMPLETED AND SIGNED BY PARENT OR GUARDIAN PRIOR TO START OF ACTIVITIES.  ALL INFORMATION WILL BE KEPT CONFIDENTIAL.
_____________

Date

__________________________________________            ____________________________________

Last Name






First Name

__________________________________________           
____________________________________

Street Address






Town





__________________            _________________________________                
__________________

Birth Date


Parents/Guardian Name



Phone












   
     YES        NO

1.
Were you ever medically advised not to play any sport?  Include date and reason below. (12)……...

2.
Are you under a physicians care now or had recent hospitalization?  Describe below. (12)………....
3.
Have you ever experienced loss of consciousness after exercise or after injury?.................................

4.
Have you ever had?

a.  a seizure (convulsion)........................................................................................................................

b.  a fracture, dislocation or other orthopedic injury..............................................................................

c.  any surgery........................................................................................................................................

d.  any bleeding disorder........................................................................................................................

e.  loss of function of one kidney.........................................................................................

5.
Do you take any medication on a regular basis?  Include name of medication and reason below (12).

6.
Do you have any allergies, including drug allergies, hives, asthma, stinging insect bites?...................

7.
Have you had any heart problems, high blood pressure, recurring chest pains, palpitations, rapid or


irregular heart beats?...............................................................................................................................

8.
Do you have a recent history of fatigue or undue tiredness?...................................................................

9.
Do you have a history of vision difficulties, wear glasses or contact lenses?.........................................

10.
Is there a history of sudden death in family?...........................................................................................

11.
Do you have any worries etc.?.................................................................................................................

12.
Describe the details of any item(s) checked “YES”

____________________________________________________________________


____________________________________________________________________


____________________________________________________________________


____________________________________________________________________


____________________________________________________________________

My child____________________________________ wishes to participate in the activity of cheerleading.

_____________________________________________


_________________________

Signature of Parent or Legal Guardian




Date

6/14/06
