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Burlington High School Athletics Department 
Blue Card Medical History and Consent Form 

Please return this form to the Athletic Director at  the Athletic Office. 
 
This form must be completed yearly and is required for interscholastic athletic participation.  A current physical must accompany this 
form to be eligible to participate.  If the physical expires during the season, please send an updated copy to the Athletic Office.  The 
information on this form will be shared with the Athletic Trainer, Coaches and EMT’s and is necessary to ensure proper medical 
treatment in the event of an emergency.  

This is a legal document and must be printed and completed in ink. 
 

Student-athlete’s name  _____________________________________________   M ___ F ___       YOG  ______  DOB _________ 
           (Last)    (First)           (MI)  
   
This form is good for the ENTIRE YEAR.  Please list only ONE sport per season.  The form will be forwarded to the next season’s 
coach.  If a change in sport is made, the student-athlete must contact the athletic trainer prior to the season to avoid missing a tryout. 
 
FALL SPORT: ___________________WINTER SPORT ___________________ SPRING SPORT _________________ 

 
EMERGENCY CONTACT INFORMATION 

Address: ______________________________________________________________________________ 
 
Mother’s Name____________________________________ 
 
Home Phone #:  (     )_________ Work Phone #: (      ) _____________Cell Phone #:  (   )____________ 
 
Father’s Name _______________________ 
  
Home Phone #:  (   )_____________   Work Phone #:  (    )_________________Cell Phone #:   (  )_______________ 
 
Emergency contact Name __________________________________ 
 
Home Phone #: (   ) __________   Work Phone #: (   )____________   Cell Phone #:  (   ) ____________ 
 
Physician’s Name _________________________________Phone #: (   )_______________________ 
 
Dentist’s Name  __________________________________Phone #: (   )____________________________ 
 
IN ORDER TO ENSURE PROPER MEDICAL TREATMENT: (IF THE ANSWER IS NO OR NONE, PLEASE INDICATE) 
List all medical conditions: _______________________________________________________________ 
List all current medications: ______________________________________________________________ 
List all allergies: _______________________________________________________________________ 
Do the allergies listed above require the use of an EPI PEN?  YES or NO (Circle one)  If yes, please bring a pen to the Athletic Trainer 
for the medical kit so that it will be available at all practices and games. 
 
MEDICAL HISTORY: Has your child ever had any of the following:  Explain all “YES” answers below. 
-  Head injury and/or concussion   Y    N -  Mononucleosis  Y    N -Seizures and/or epilepsy Y    N 
-  Asthma    Y    N -  Pneumonia  Y    N - Bronchitis  Y    N 
-  Blood and/or bleeding disorder  Y    N -  Heart Murmur  Y    N -Heart condition  Y    N 
-  Diabetes    Y    N -  Hepatitis   Y    N -Heat stroke/exhaustion Y    N 
-  Kidney disease   Y    N -  Eating disorder  Y    N -Fainting episode  Y    N 
-  Arthritis/joint disease  Y    N -  Chest pain w/exercise Y    N - Dizzy w/exercise  Y    N 
-  A concussion   Y    N IF yes, how many? ____ and how bad?   
       
Explain “YES” answers: 
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
I hereby give my permission for my child to participate in the above listed sport(s).  In the event of an injury to my child/ward, 
while participating as a member of an interscholastic athletic program at Burlington High School, I hereby grant permission to 
the Athletic Trainer and/or member of the coaching staff, in my absence, to authorize medical treatment, in the event of an 
emergency, by a licensed physician 
 
Parent/Guardian signature:       Date: 
       

 
OFFICIAL USE ONLY:  DO NOT WRITE IN THE SPACE BELOW 

 
PHYSICAL DATE: _________________________________  OFFICIAL SIGNATURE: ___________________________________ 
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Burlington High School Athletics Department 
Physical Examination 

Student’s Name _______________________________________________Age _______   YOG_________      
 
Ht. ___________________Wt.                             _________ Blood Pressure __________ 
 
Significant Illness or Injury ___________________________________________________________ 
 
Recent eye exam:   Date of exam:   ____________ Passed (      )     Failed (     )    Glasses (    )  Contacts (  ) 
 
Medical Exam   Normal  Abnormal Findings 
Appearance     
Eyes/Ears/Nose/Throat 
Lymph Nodes 
Heart 
Pulses 
Lungs 
Abdomen 
Genitalia (males only) 
Skin 
Musculoskeletal 
Neck 
Back 
Shoulder/arm 
Elbow/forearm 
Wrist/hand 
Hip/thigh 
Knee 
Leg/ankle 
Foot                                                                                                                                            
   
 
Clearance:   Yes   (     )       No    (      ) 
 
*If not cleared, reason and recommendations:  
__________________________________________________________________________________
__________________________________________________________________________________
____________________________________________________ 
 
 
 
Signature of School Physician: ________________________   Date: ________________ 
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